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GASTRON 

Steadily  advances  in  use  and  repute  as 
it  becomes  more  and  more  widely  known 

GASTRON  fortifies  gastric  digestion,  relieving  and  correcting  dis- 
order of  gastric  function.  It  is  also  more  and  more  employed  as  an  ac- 
cessory to  other  treatment — to  enable  the  patient  to  get  the  maximum 
of  nutrition,  and  to  promote  tolerance  of  remedies. 

GASTRON — the  acid-aqueous-glycerin  extract  of  the  entire  gastric 
mucous  membrane*  prescribed  simply  by  the  name — G A S T R 0 N. 

Samples,  literature,  upon  request. 

*Alcohol-free. 

Fairchild  Bros.  & Foster 
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Digitalis 

TABLETS  jQederle 


St  andardized  "Whole  Leaf 


FOR  the  past  six  years  the 
Cardiac  Clinics  in  Greater  New 
York,  which  are  controlled  by  the 
Heart  Committee  of  the  New  York 
Tuberculosis  and  Health  Associa- 
tion,  have  used  tablets  of  stand- 
ardized whole  digitalis  leaf,  having 
a relative  potency  of  one  cat  unit 
in  one-and-a-half  ( 1 \ 2)  grains  of  the 
powdered  leaf.  This  was  the  first 
clinical  application  on  a large  scale 
of  standardized  digitalis  tablets. 
The  results  of  this  plan  of  digitalis 
therapy  have  been  uniform  and  sat- 
isfactory throughout  the  six-year  pe- 
riod. Based  on  the  results  achieved, 
TABLETS  DIGITALIS  (Whole 
Leaf)  were  perfected. 


The  above  Physician's  Sample 
package  containing  10  tablets  each 
of  one-half,  one  and  two  cat  units 
respectively,  sufficient  to  digita- 
lize and  maintain  one  patient  for 
a week,  will  be  sent  to  any  Phy- 
sician requesting'it. 


Lederle  Laboratories 

INCORPORATED 

511  Fifth  Ave.,  New  York 
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THE  MANAGEMENT  OF  LOBAR 
PNEUMONIA 
ROY  E.  THOMAS,  M.  I). 

Los  Angeles,  Calif. 

(Read  before  the  Annual  Meeting  of  the  Medi- 
cal and  Surgical  Association  of  the  Southwest,  held 
in  El  Paso,  Texas,  Nov.  6-8,  1930.) 

These  observations  are  based  on  a series 
of  602  consecutive  cases  treated  in  the 
pneumonia  ward  of  the  Los  Angeles  General 
Hospital  during  the  past  four  and  one-half 
years.  The  service  was  shared  by  Dr.  D.  D. 
Comstock,  professor  of  medicine  of  the  Col- 
lege of  Medical  Evangelists.  We  were  ably 
assisted  by  four  junior  attending  physicians 
of  the  hospital  staff.  This  series  does  not 
include  cases  of  lobar  pneumonia  in  chil- 
dren, as  these  are  cared  for  on  the  pediatric 
service  of  the  hospital. 

The  etiology,  symptomatology,  and  diag- 
nosis will  not  be  discussed  except  to  state 
that  in  all  cases  of  this  series  the  diagnosis 
was  confirmed  bv  x-ray  films  taken  on  the 
ward,  by, a portable  apparatus,  or  by  autopsy. 
The  word  “management”  in  my  title  is  used 
in  preference  to  “treatment”  because  it  is 
my  belief  that  lobar  pneumonia  is  a self- 
limited disease,  the  outcome  of  which,  ex- 
cept rossibly  in  a re’atively  small  percent- 
age of  cases  of  typQs  1 and  2,  cannot  be  al- 
tered by  any  specific  treatment  known  at 
the  present  time.  I do  feel,  however,  that 
in  a certain  number  of  cases  the  outcome 
can  be  favorably  influenced  by  careful  nurs- 
ing and  symptomatic  treament,  which  con- 
serve the  strength  of  the  patient. 

If  the  mortality  of  this  series  seems  high 
to  those  of  you  who  treat  lobar  pneumonia 
in  private  practice,  please  remember  that 
these  rat;enAs  come  largely  from  the  very 
’owest  stratum  of  society.  Hoboes  and  Mex- 
icans of  the  poorer  class  comprised  a con- 
siderable portion  of  the  group.  There  were 
many  chronic  alcoholics  and  others  whose 


resistance  to  infection  had  been  lowered  by 
fatigue,  exposure  and  lack  of  food.  Often 
the  patients  were  moribund  on  admission  to 
the  hospital  and  died  within  eighteen  hours; 
yet  our  mortality  rate  for  the  entire  group 
is  24.7  per  cent,  which  I believe  compares 
favorably  with  the  figures  from  other  large 
charity  hospital.  In  private  practice  a 
much  smaTer  group  of  patients  cared  for 
according  to  the  plan  which  I shall  outline, 
showed  a mortality  rate  of  less  than  10  per 
cent, 

I shall  discuss  the  management  of  lobar 
pneumonia  under  the  following  general 
headings:  (1)  General  hygienic  measures, 

(2)  the  treatment  of  svmptoms,  (3)  specific 
therany,  and  (4)  the  treatment  of  compli- 
caDons. 

Under  hygienic  measures  it  should  be 
need’ess  to  mention  the  desirability  of  a 
light,  coo1,  well-ventilated  room;  an  open 
porch  is  no  longer  considered  necessary  or 
even  desirable  for  the  pneumonia  patient. 
The  diet  should  consist  of  liquids  and  such 
soft  foods  as  can  be  taken  with  the  least 
effort  on  the  part  of  the  patient.  The  calo- 
ries can  be  augmented  by  adding  lactose  to 
the  fruit  juices  given.  Fluids  should  be 
pushed  to  the  natient’s  capacity  in  order  to 
aid  in  the  elimination  of  toxins. 

Rest  is  of  the  greatest  importance.  All 
too  often  the  patient  is  disturbed  by  visit- 
ors, tco  frequent  chest  examinations  by  the 
physician,  or  the  ministrations  of  an  over- 
zea'ous  nurse.  Particularly  tiring  is  the 
da:ly  cathartic  or  enema,  which  the  pneu- 
monia patient,  whether  at  home  or  in  the 
hospital,  seldom  escapes.  For  the  past  year 
no  pat;ent  on  my  service  has  been  given 
either  cathartic  or  enema  during  the  critical 
stage  of  his  illness.  When  this  order  was 
first  given,  our  head  nurse,  a veteran  of 
many  battles  with  the  pneumococcus,  threw 
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up  her  hands  in  horror,  but  now,  without  a 
qualm,  she  allows  the  patients  to  go  four  or 
five  days,  or  even  a week,  without  an  evacu- 
ation. When  a patient  gets  well  enough  to 
worry  about  this  apparent  neglect  he  is  giv- 
en a mild  cathartic  or  an  enema.  Since  the 
adoption  of  this  plan,  I believe  we  see  few- 
er patients  with  abdominal  distention,  prob- 
ably the  most  dreaded  symptom  to  occur  in 
pneumonia. 

Pain  and  cough  often  interfere  with  rest. 
These  two  symptoms  are  usually  the  only 
ones  to  require  attention  in  the  early  days 
of  the  attack.  Chest  pain  is  best  relieved  by 
fixation.  A binder  pinned  tightly  about  the 
thorax  during  expiration  usually  answers 
the  purpose  better  than  adhesive  plaster 
strapping.  Morphine  may  be  needed  for  a 
day  or  two,  seldom  longer. 

Cough  can  best  be  controlled  by  codeine 
in  adequate  doses,  preferably  administered 
hy  hypodermic  injection.  The  patient’s 
stomach  should  be  spared  the  various  cough 
mixtures  often  prescribed. 

Cyanosis  may  be  an  early  and  alarming 
symptom.  It  denotes  anoxemia  and  should 
be  relieved  when  possible.  This  can  usually 
be  accomolished  by  the  administration  of 
oxygen.  The  ideal  method  is  by  the  oxygen 
chamber,  which,  however,  is  not  usually 
available  because  of  the  expense  entailed. 
The  earlier  cases  of  our  series  were  given 
oxygen  by  means  of  a nasal  catheter,  strap- 
ped in  posit;on ; more  recently  a small  tent 
devised  by  Dr.  A.  E.  Guedel  has  been  used. 
This  tent  fits  over  the  head  and  shoulders 
of  the  patient  and  is  provided  with  a glass 
window.  By  a special  valve  attached  to  a 
large  tank  of  commercial  oxygen,  the  gas 
can  be  administered  almost  constantly  at  a 
cost  of  about  seven  dollars  for  twenty-four 
hours.  Occasionally  patients  complain  that 
the  air  in  the  tent  becomes  uncomfortably 
warm.  Th's  objection  can  be  eliminated  in 
most  cases  by  increasing  the  oxygen  flow. 

Meteorism,  as  previously  stated,  is  a 
symptom  of  the  gravest  import.  It  probably 
means  splanchnic  paralysis  resulting  from 
toxenr'a  and  may  be  comoared  to  the  alarm- 
ing paralytic  ileus  which  occasionally  fol- 
lows abdominal  onerations.  In  this  condi- 
tion the  abdomen  becomes  drum-like ; the 
diaphragm  is  pushed  upward,  thus  embar- 
rassing further  the  alreadv  labored  respira- 
tion. The  only  therapeutic  measure  which 
in  our  experience  has  seemed  to  be  of  value 
in  this  condition,  is  the  free  administration 
of  surgical  p;tuitr'n  in  doses  of  % to  1 c.c. 

Vasmotor  paralvsis  is  probably  the  usueal 
cause  of  death  in  lobar  pneumonia.  The 
signs  are  faking  b'ood  pressure,  moist  cool 
skin,  livid  color  and  rapid,  irregular  pulse. 


Except  for  the  dyspnea  usually  present,  the 
appearance  of  the  patient  is  much  like  that 
of  one  in  profound  surgical  shock.  It  is  the 
custom  in  many  hospitals  to  use  digitalis 
early  in  the  course  of  the  disease  in  the  hope 
of  preventing  this  circulatory  failure.  In  an 
effort  to  determine  the  value  of  this  pro- 
cedure, our  ward  was  divided  into  two  serv- 
ices, to  which  cases  were  admitted  alternate- 
ly. On  one  service  all  cases  of  lobar  pneu- 
monia were  rapidly  digitalized  as  soon  as 
the  diagnosis  was  made.  On  the  other  serv- 
ice no  patient  recevied  digitalis  unless  there 
were  indications  of  previous  myocardial  fail- 
ure, or  auricular  fibrillation  occurred.  In 
the  first  series,  digitalization  was  accom- 
plished by  giving  to  a patient  of  average 
weight  6 grains  of  the  powdered  leaf  every 
six  hours  for  three  doses,  then  IV2  grains 
twice  a day  until  discontinued.  In  only  two 
cases  was  there  evidence  of  poisoning  by  the 
drug.  In  al1,  239  cases  received  digitalis;  of 
these,  81,  or  33.4  per  cent,  died.  On  the  other 
service  there  were  363  cases,  none  of  which 
were  digitalized ; of  these,  68,  or  18.7  per 
cent,  died.  Recently  Niles  and  Wyckoff1 
have  published  the  results  of  a more  com- 
plete study  of  the  same  nature  on  825  cases 
observed  at  Bellevue  Hospital.  In  this  series 
the  mortality  rate  was  7.7  per  cent  higher 
in  the  digitalized  group.  These  results  have 
convinced  11s  that  digitalis  should  not  be  ad- 
ministered to  pneumonia  patients  except  in 
those  cases  in  which  some  definite  indica- 
tion, such  as  auricular  fibrillation  or  preex- 
isting myocardial  failure,  is  known  to  be 
present.  Furthermore,  since  the  publica- 
tion of  Niles’  report  we  have  concluded  that 
we  are  not  justified  in  continuing  this  inves- 
tigation. 

The  drugs  upon  which  we  rely  for  stim- 
u’ation  are  caffein  and  ephedrin.  Glucose  in- 
travenously, and  even  blood  transfusion, 
may  be  of  value  in  some  cases. 

Since  1897,  when  Washburn  first  immu- 
nized a horse  and  used  the  serum  in  the 
treatment  of  pneumonia  in  man,  there  have 
been  numerous  reports  in  the  medical  litera- 
ture on  the  efficacy  of  specific  treatment. 
To  be  of  benefit,  the  serum  must  be  given 
early  and  in  large  amounts.  Only  those 
cases  caused  by  the  pneumococcus  types  1 
and  2,  are  benefited.  These  comprise  about 
fifty  per  cent  of  all  cases.  Cecil',  Cole3,  Park’ 
and  Finland5  have  each  reported  a large  se- 
ries of  adequately  controlled  serum-treated 
cases.  The  largest  series,  reported  by  Cecil 
from  the  Bellevue  Hospital,  comprised  885 
cases.  The  mortality  in  the  untreated  cases 
was  39.2  per  cent;  in  the  serum-treated 
cases,  30  per  cent,  or  more  than  5 per  cent 
higher  than  in  our  602  cases  treated  without 


JANUARY,  1931 


3 


serum.  About  two  years  ago  we  administer- 
ed Felton’s  concentrated  serum  for  types  1 
and  2,  to  a group  of  seventeen  patients.  This 
group  was  “hand-picked,”  so  to  speak,  being 
young  or  middle-aged  adults  who  on  admis- 
sion had  not  been  ill  more  than  forty-eight 
hours.  After  the  usual  precautions  the 
serum  was  given  at  once  and  continued  only 
if  typing  proved  the  case  to  be  suitable.  Of 
the  first  twelve  cases  treated,  ten  recovered 
and  we  became  quite  enthusiastic.  Howev- 
er, four  of  the  next  five  cases  died,  giving 
a mortality  for  the  series  which  compared 
unfavorably  with  our  general  average.  The 
cost  of  Felton’s  serum  is  so  great  that  the 
hospital  authorities  dicouraged  its  further 
trial.  Following  this  experience,  Mulford’s 
polyvalent  vaccine  was  tried  for  a time  with 
no  better  success.  Although  as  yet  not  en- 
tirely convinced  of  its  value,  I would  use 
serum  in  an  early  case  proved  by  typing  to 
belong  to  group  1 or  2,  provided  there  were 
no  history  of  asthma  or  other  allergic  dis- 
ease to  a surgical  service.  When  fluid  in 
sensitization. 

Of  the  serious  complications  of  lobar 
pneumonia,  empyema  is,  of  course,  the  most 
frequent.  We  try  to  make  the  diagnosis 
early,  but  we  are  in  no  hurry  to  transfer  the 
case  to  a surbgical  service.  When  fluid  in 
the  pleural  cavity  is  suspected,  an  x-ray  film 
is  ordered.  If  this  confirms  our  suspicions, 
the  aspirating  needle  is  used  to  determine 
the  character  of  the  fluid  and  to  withdraw 
a sufficient  amount  to  relieve  pressure 
symptoms,  if  thpse  are  present.  Nothing 
more  is  done  until  we  are  quite  sure  that 
the  acute  pneumonic  process  in  the  lung 
has  subsided.  Then,  and  only  then,  is  the 
case  turned  over  to  the  surgeon  for  closed 
drainage  or  rib  resection.  Many  a life  has 
been  lost  by  hasty  surgical  interference  in 
empyema.  Occasionally,  repeated  aspiration 
of  the  pus  results  in  cure.  Antiseptics  such 
as  genian  violet  have  proved  of  doubtful 
value  in  the  infected  pleural  cavity. 

Abscess  of  the  lung  was  formerly  thought 
to  occur  not  infrequently  following  pneumo- 
nia. It  is  probable,  however,  that  in  the  ma- 
jority of  instances  these  cases  were  lung  ab- 
scess from  the  start  and  due  to  some  agent 
other  than  the  pneumococcus.  I do  not  re- 
call a case  of  abscess  in  which  blood  culture 
showed  the  pneumococcus  at  any  stage  of 
the  illness.  Regardless  of  its  etiology,  acute 
abscess  of  the  lung  should  be  treated  con- 
servatively at  first.  Anything  more  radi- 
cal then  bronchoscopic  drainage  should  be 
avoided  until  the  case  “cools  of.”  Probably 
half  of  these  cases  recover  without  surgery. 

Pneumococcus  meningitis  is  a compara- 
tively rare  complication.  We  have  treated 


two  cases  by  repeated  spinal  puncture, 
drainage,  and  injection  of  ethylhvdrocu- 
preine ; both  died.  Recoveries  have  been 
reported  following  spinal  drainage  with  the 
injection  of  serum. 

The  idea  prevails,  at  least  among  the 
laity,  that  pneumonia  is  less  frequent  and 
less  severe  in  communities  like  Southern 
California,  which  enjoy  a climate  compara- 
tively free  from  sudden  changes  and  se- 
vere cold.  It  may  be  true  that  the  incidence 
is  somewhat  less  in  this  climate,  but  I am 
convinced  that  mild  climate  does  not  mean 
a mild  disease.  Pneumonia  is  apparently  as 
severe  in  our  Southwest  as  in  New  England. 

To  summarize:  We  believe  that  lobar 
pneumonia  is  a self-limited  disease,  the  du- 
ration of  which  cannot  be  modified  by  any 
means  known  at  present,  with  the  possible 
exception  of  a small  percentage  of  cases 
(types  1 and  2)  which  may  be  benefited  by 
the  early  and  frequent  use  of  specific  serum. 
In  our  experience  digitalis  has  been  worse 
than  useless.  Codeine,  caffein,  ephedrin  and 
pituitrin  are  the  only  drugs  which  we  have 
found  to  be  of  apparent  value.  Oxygen  re- 
lieves cyanosis  and  restlessness;  it  should 
be  used  early  and  freely.  The  routine  use  of 
enemas  and  cathartics  is  to  be  condemned. 
Attention  to  ventilation,  diet  and  rest  are 
measures  which  may  turn  the  tide  in  favor 
of  our  patient,  and  the  most  important  of 
these  is  rest. 
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Sodium  2-Oxo-5-Iodo-Pyridine-N-Acetate  (Intro- 
duced as  Uroselectan). — The  Council  on  Pharmacy 
and  Chemistry  publishes  a preliminary  report  on 
sodium-5-iodo-2-pyridon-N-acetate)  sodium  2-oxo-5- 
iodo-pyridine-N-acetate  (also  designated  as  a new 
substance  for  use  in  the  radiographic  visualization  of 
the  urinary  tract  which  was  introduced  under  the 
name  Uroselectan.  The  Council  reports  that'  the 
product  is  a definite  chemical  substance  which  prom- 
ises to  be  an  advance  in  the  radiographic  visualiza- 
tion of  the  urinary  tract,  though  its  indications,  ad- 
vantages and  limitations  are  at  the  present  time  not 
fully  established.  The  Council  considers  the  product 
suitable  for  experimental  use  by  those  who  are  vers- 
ed in  the  technique  of  urologic  examinations.  It  pub- 
lishes a concise  and  carefully  considered  statement 
of  the  introduction  of  the  drug  and  the  evidence  for 
its  use,  prepared  for  the  Council  by  Drs.  Braasch 
and  Bumpus.  (Jour.  A.M.A.,  November  8,  1930,  p. 
1425.) 
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THE  DIAGNOSTIC  CRITERIA  OF  HEART 
DISEASE 

GEORGE  HERRMANN,  M.  D. 
Department  of  Medicine,  Tulane  University  of 
Louisiana.  New  Orleans. 

(Read  before  the  Annual  Meeting  of  the  Medical 
and  Surgical  Association  of  the  Southwest,  at  El 
Paso,  November  7,  1930.) 

Failure  is  the  gloomy  specter  that  haunts 
the  future  life  scenes  of  the  individual 
with  heart  disease.  Whatever  the  heart 
lesion,  providing  it  is  organic,  the  ultimate 
outcome,  though  often  postponed  for  years 
by  careful  therapy,  is  usually  incaoacitating 
pain  or  swelling.  Death  comes  either  sud- 
denly with  a breast  pang  or  less  insidiously 
with  increasing  dyspnea  or  orthopnea,  con- 
gestion, cyanosis  and  edema.  The  exact 
mechanisms  by  which  these  states  are 
brought  about  are  not  yet  clearly  establish- 
ed. This  field  of  study  offers  much  for  in- 
vestigation. Certain  clinical  facts  are  known 
and  guide  us  in  our  attempts  to  forestall  the 
vicious  circle  of  so-called  decompensation. 
Intercurrent  infection,  undue  strain,  fre- 
quently repeated  insults,  psychic  emotional 
upsets,  mechanical  embarrassments,  adverse 
physical  and  climatic  conditions  all  help  to 
precipitate  the  break  in  compensation. 
There  is  no  recognizable  change  in  the  path- 
ological anatomy  suddenly  present  in  the 
heart,  but  the  precipitous  disturbances  in 
the  cardio-respiratory  functions  are  often 
extreme.  The  interesting  facts  and  theo- 
ries concerning  these  mechanisms  warrant 
more  detailed  discussion  which  cannot  be 
gone  into  at  this  time.  The  diagnosis  of 
heart  disease  in  the  presence  of  failure  is 
relatively  simple,  it  is  the  recognition  early 
in  the  incipiency  that  is  essential. 

The  ultimate  fate  of  the  patient  with  or- 
ganic heart  disease  as  popularly  conceived 
is  sufficient  to  strike  fear  into  any  one  af- 
flicted. The  diagnosis  of  heart  disease  in 
the  minds  of  many  is  the  equivalent  of  a 
death  sentence.  This  fate  seems  inevitable, 
inexorable,  swift,  precipitous,  immediate, 
and  hideous  to  some.  The  verdict  should 
therefore  be  reserved  and  not  pronounced 
until  there  is  not  a shadow  of  a doubt,  only 
after  searching  study,  seasoned  delibera- 
tion, and  even  then  never  abruptly  or  uncer- 
emoniously, but  with  tact  and  discretion  af- 
ter careful  consideration  of  the  patient’s 
psychological  reactions.  In  fact,  it  is  the 
part  of  wisdom  to  avoid  the  discussion  of 
the  findings  and  to  refrain  from  the  diag- 
nosis of  cardiac  abnormalities  in  any  but 
those  of  impassive  indifference.  Carelessly 
used,  loosely  descriptive  expressions,  as 
“valve  leakage,”  “heart  damage,”  “dropsy” 


and  “angina  pectoris,”  thoughtlessly  meted 
out  are  most  harmful.  The  temperamental, 
worrisome  type  of  individual  is  apt  to  con- 
jure up  for  himself  a terrible  imaginary  or 
phantom  symptom  complex  and  the  phychic 
insults  of  such  a brain  storm  of  the  self- 
sentenced  individual  are  more  detrimental 
and  demoralizing  than  are  the  actual  con- 
current physical  sufferings. 

To  avoid  such  distressing  incidences  and 
unnecessary  anguish  it  is  not  only  desirable 
but  necessary  to  establish  some  more  or  less 
dogmatic  criteria.  The  physician  must  have 
a clear  conception  of  what  constitutes  heart 
disease  and  what  signs  he  is  going  to  re- 
quire as  evidence  thereof.  Certain  physical 
abnormalities,  such  as  serious  mechanism 
disturbances,  significant  [thrills  and  mur- 
murs, changed  and  adventitious  heart 
sounds,  enlargement,  hypertension  and  ar- 
teriosclerosis are  of  definite  diagnostic  and 
prognostic  significance. 

The  usual  abnormal  signs  we  must  admit 
are  only  evidences  of  conduction,  valvular, 
aortic  and  vascular  lesions,  but  from  the 
type  and  extent  of  such  damage  we  can  fair- 
ly accurately  deduce  the  degree  and  the  type 
of  pathology  present  in  the  heart  muscle 
and  also  often  by  inferences  determine  the 
etiological  agent.  This  is  especially  true 
when  the  cardiac  affection  has  been,  as  it  so 
often  is,  the  result  of  syphilitic,  rheumatic, 
or  streptococcic  infection.  These  diseases 
are  notorious  for  the  fact  that  when  they 
have  produced  cardiac  valvular  or  aortic 
lesions  they  have  also  concurrently  damaged 
the  heart  muscle.  This  myocardial  damage 
may  remain  latent  for  many  years  but  even- 
tually symptoms  and  signs  referable  to  it 
will  present  themselves  in  the  inevitably 
developing  clinical  picture. 

The  added  burden  of  the  defective  valvu- 
lar or  aortic  mechanism  must  be  recognized 
as  a contributing  factor  to  the  ultimate  fate 
of  the  case.  Physical  strains,  especially  if 
repeated,  are  poorly  borne,  add  insult  to  in- 
jury and  serve  to  hasten  the  onset  of  fail- 
ure with  its  vicious  circle  of  distressing 
symptoms  and  signs.  Infections,  anemia, 
chemical  and  physical  changes  in  the  blood 
and  the  vascular  changes  of  advancing  years 
are  much  more  poorly  tolerated  and  the  car- 
diac cripple  must  be  guarded  against  them 
and  the  advance  of  the  same  as  much  as  it 
is  possible  to  do  so.  This  is  one  of  the  chief 
functions  of  the  attending  physician  who 
is  managing  the  case. 

The  present-day  physician  must,  or 
should,  have  a clear  conception  of  what  con- 
stitutes heart  disease,  the  daignostic  signs 
of  the  condition  the  rational  scientific  in- 
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terpretation  of  the  various  findings,  and 
the  prognostic  significance  of  these  physic- 
al abnormalities.  We  can  with  a reason- 
able degree  of  accuracy  determine  and  dif- 
ferentiate definitely  the  grave  from  the  in- 
significant lesions ; we  know  the  possible 
complications,  the  usual  progress  of  the  va- 
rious lesions,  and  the  limitations  to  be  plac- 
ed upon  the  patient  with  a symptomatic  or- 
ganic heart  disease.  The  conditions  are  ra- 
tionally and  dogmatically  defined,  even 
though  the  direct  specific  evidences  of  myo- 
cardial damage,  before  the  advent  of  symp- 
toms of  insufficiency,  are  rather  obscure 
and  the  functional  tests  still  relatively  crude 
and  inaccurate.  The  exact  histological  pic- 
ture that  the  heart  muscle  would  present 
is  indeed  quite  indeterminable. 

Nevertheless,  it  should  no  longer  be  that 
“Truly  fortunate  are  they  who  keep  aloof 
from  the  stethoscope  of  the  auscultator,”  as 
Austin  Flint  wrote  in  1862.  His  extensive 
and  profitable  experiences  in  the  Charity 
Hospital  at  New  Orleans  and  his  teachings 
had  not  yet  been  broadcast  and  as  complete- 
ly and  widely  appreciated  as  they  are  at 
present.  The  intervening  years  with  the 
contributions  of  Mackenzie,  Lewis,  Wenck- 
ebach, Christian  and  many  others,  have  giv- 
en us  information  such  that  after  the  study 
of  a case  we  can,  with  careful  phychologic 
approach,  usually  accurately  and  reassur- 
ingly inform  a patient  of  his  condition  with- 
out unduly  alarming  him.  We  can  manage 
his  case  and  direct  his  mode  of  living  so  as  to 
add  years  of  productivity  and  comfort  and 
often  even  carry  him  through  the  average 
span  of  years  of  human  lifetime. 

The  simple  bedside  methods,  in  the  hands 
of  the  average  informed  physician,  will 
yield  the  necessary  critical  clinical  informa- 
tion upon  which  an  accurate  diagnosis  and 
prognosis  can  be  made,  in  the  great  major- 
ity of  cases.  The  common  laboratory  pro- 
cedures must  be  resorted  to  for  confirmatory 
evidence.  The  history  and  the  physical 
examination,  but  especially  the  latter,  may 
be  relied  upon  for  the  differentiae  and 
omens  of  functional  or  organic  heart  dis- 
ease cases. 

THE  CLINICAL  HISTORY 

The  story  that  the  patient  with  heart  dis- 
ease offers  may,  unfortunately  often,  be  re- 
lated verbatim  by  one  with  a cardiac  neu- 
rosis, neurocirculatory  asthenia  or  the  ef- 
fort syndrome.  This  subjective  evidence 
must  therefore  always  be  of  secondary  or 
corroborative  diagnostic  v^lue.  Symptoms 
appear  only  when  the  heart  muscle  begins  to 
lag  in  the  performing  of  its  job.  That  is, 
only  when  there  is  a failure  or  myocardial  in- 


sufficiency of  some  degree.  The  character- 
istic complaints  of  pain,  shortness  of  breath 
and  swelling  of  the  legs  can  be  produced  by 
other  conditions,  but,  in  the  presence  of 
heart  disease,  they  indicate  the  extent  of 
cardiac  reserve.  Pain  in  the  substernal  area 
and  down  the  arm  or  under  the  right  costal 
border,  from  the  stretching  of  the  Glisson- 
ian  capsule  of  the  engorged  liver,  dyspnea  or 
orthopner,  cyanosis  or  edema,  are  the 
symptoms  and  signs  of  ischemia,  fatigue  or 
exhaustion  of  the  heart  muscle. 

The  present  illness  in  a reliable  history  is, 
in  general,  a fairly  good  index  of  the 
functional  state  of  the  circulation.  The  com- 
plaint of  pain,  especially  when  graphically 
described  as  the  classical  radiating  breast 
pang  of  Heberden,  is  most  significant,  es- 
pecially in  one  of  stolid  temperament  in  the 
middle  decades  of  life.  Linder  such  circum- 
stances the  typical  story  is  usually  suffi- 
cient for  a diagnosis  of  heart  disease  with 
anginal  failure,  even  in  the  absence  of  phy- 
sical findings.  This,  however,  is  the  only 
exception  to  the  rules  to  be  elaborated  here-, 
in. 

The  past  history  often  reveals  important 
information  as  to  the  osiginal  etiological 
factors  and  the  symptom-precipitating  cir- 
cumstances. Information  of  this  sort  is  use- 
ful in  the  formation  of  a prognosis  and  in 
the  subsequent  management  of  a case.  A 
denial  of  venereal  infection,  however,  must 
not  deter  one  from  making  a diagnosis  of 
syphilis  of  the  aorta  in  a middle-aged  man 
with  a free  aortic  regurgitation  or  the  signs 
of  an  aortitis  and  dilatation,  in  the  presence, 
or  even  the  absence,  of  other  clinical  or  labo- 
rator  data,  when  the  less  common  other 
causes  are  eliminated.  Likewise,  a negative 
history  of  the  rheumatic  infection,  as  acute 
multiple  arthrititis,  chorea,  acute  tonsillitis 
or  growing  pains,  does  not  discount  the  di- 
agnosis of  rheumatic  heart  disease  in  the 
presence  of  a definite  mitral  stenosis.  Ex- 
opthalmic  goiter  and  other  diseases  of  the 
thyroid,  or  other  serious  infections  or 
chronic  diseases,  are  of  significance  as  con- 
tributory affections.  The  limits  of  this  are 
defined  by  the  history  as  to  whether  the  pa- 
tient is  able  to  carry  on  his  usual  activities 
(Class  I),  or  is  unable  to  carry  on  his  ordi- 
nary physical  activity  (Class  II),  in  which 
he  is  either  slightly  limited  (a)  or  greatly 
limited  (b)  or  is  unable  to  do  anything 
whatsoever  and  must  remain  in  bed  or  in  a 
chair  (Class  III).  (American  Heart  Asso- 
ciation Classification  of  Myocardial  Insuf- 
ficiency). All  this  information,  valuable  as 
it  is,  remains  subjective,  and  practically  no 
unequivocal  data  can  be  derived  from  this 
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source.  For  reliable  criteria  for  the  true 
indications  of  heart  disease,  we  must,  there- 
fore, turn  to  the  other  source,  namely,  the 
objective  findings. 

THE  PHYSICAL  EXAMINATION 

Certain  physical  signs  constitute  the  re- 
liable diagnostic  criteria  of  organic  heart 
disease  with  all  its  grave  potentialities  of 
failure. 

These  physical  signs,  if  they  are  to  be 
considered  absolute  signs  of  heart  disease, 
must  be  such  that  each  single  one  in  itself 
indicates  the  presence  of  actual  or  potential 
myocardial  changes  that  sooner  or  later  lead 
to  congestive  or  the  anginal  type  of  heart 
failure.  These  signs  must  also  be  such  and 
so  inclusive  that  the  absence  of  each  and 
every  one  of  them  is  proof  that  the  patient 
is  not  suffering  from  heart  disease.  Any 
such  index  of  signs  must  of  necessity  be 
rather  dogmatic  and  may  at  times  lead  to 
slight  error.  On  the  whole,  however,  it  is 
more  satisfactory  to  be  somewhat  dogmatic 
than  to  be  constantly  vacillating  and  un- 
sure of  one’s  position.  The  diagnostic  cri- 
teria of  heart  disease,  that  have  been  more 
or  less  generally  accepted  in  cardiological 
circles,  will  be  presented  and  discussed. 

I.  SERIOUS  CARDIAC  MECHANISM  DISTURB- 
ANCES THAT  INDICATE  HEART  DISEASE. 

Auricular  fibrillation,  flutter,  heart  block 
and  alternation,  when  definitely  or  perma- 
nently established,  are  produced  only  in 
damaged  hearts.  These  significant  disturb- 
ances of  cardiac  action  may  be  elicited  by 
an  examination  of  the  radial  or  carotid  pulse 
and  the  apex  beat  with  vagus,  exercise  or 
amylnitrite.  The  complete  arrhythmia  per- 
sisting and  increasing  as  the  rate  rises  to 
over  120  or  140;  the  rapid  regular  rhythm 
sharply  but  temporarily  influenced  by  vagus 
pressure;  the  slowed  regular  rhythm  in- 
creased by  a multiple  or  uninfluenced  by 
exercise ; and  the  regularly  recurring  weak 
beats  unaccompanied  by  pauses,  are  usually 
sufficient  eveidence  for  a diagnosis  of  the 
disorders.  The  persistent  presence  of  any 
one  of  the  disturbances  is  most  significant 
in  that  each  is  always  preceded  by,  initiat- 
ed by  and  accompanied  by  serious  myocar- 
dial damage.  Clinical  or  bedside  means  are 
usually  sufficient  to  establish  fairly  accu- 
rately the  diagnosis,  with  the  possible  ex- 
ception of  an  occasional  instance  of  atypical 
flutter  and  heart  block.  Electrocardio- 
graphic tracings  will  determine  the  exact 
nature  of  rhythm  disturbances.  Blood  pres- 
sure studies  or  tracings,  noting  the  alter- 
nate higher  and  lower  levels  of  the  systolic 
arterial  blood  pressure,  establish  definitely 


a record  and  confirm  the  suspicion  of  an 
ominous  pulsus  alternans,  which  is  the  sign 
of  a gravely  weakened  myocardium. 

II.  SIGNS  OF  VARIOUS  CHRONIC  CARDIAC 

VALVULAR  LESIONS  THAT  EVIDENCE 

HEART  DISEASE. 

Diastolic,  mitral  and  aortic  thrills  and 
murmurs.  Thrills  are  the  palpable  counter- 
part of  loud  murmurs.  The  latter  are  grave- 
ly significant  only  when  diastolic  in  time, 
except  for  the  occasional  rare  congenital 
systolic  ones.  A slow  diastolic  vibration  is 
felt  in  the  presence  of  an  audible,  rumbling, 
apical  diastolic  murmur,  the  characteristic 
physical  findnigs  in  a patient  with  a well- 
developed  mitral  stenosis.  Mitral  stenosis 
is  a valve  lesion  which  spells  previous  rheu- 
matic valvulitis  and,  consequently,  rheumat- 
ic heart  disease,  with  or  without  the  history 
of  previous  infection.  In  rheumatic  fever 
the  myocardium  is  always  directly  affected 
to  a greater  or  less  extent.  Focal  and  dis- 
seminated scars  found  in  the  auricular  and 
ventricular  muscle  are  proofs  of  the  wide- 
spread involvement  of  these  structures. 
With  the  added  embarrassment  of  mechani- 
cal defects  in  the  mitral  or  aortic  valve,  the 
heart  is  bound  to  give  way  eventually  under 
the  added  strain. 

The  high-pitched  basal  diastolic  murmur 
transmitted  from  the  second  right  to  the 
third  left  intercostal  space  and  on  toward 
the  apex  or  axilla,  so  characteristic  of  a very 
free  aortic  regurgitation,  signifies  old  rheu- 
matic heart  dsiease  in  the  young  individual, 
or  syphilitic  heart  disease  if  the  patient  is 
middle-aged,  or  arteriosclerotic  disease  in 
senility.  In  vascular  syphilis  the  root  of  the 
aorta  is  usually  affected  and  the  process  in 
the  wall  frequently  encroaches  upon  the  ori- 
fices of  the  coronary  arteries.  Narrowing  of 
these  cuts  down  the  blood  supply  to  the 
heart,  which  is  further  and  probably  pri- 
marily impaired  by  the  low  diastolic  blood 
pressure.  Thus  the  coronary  blood  flow  is 
reduced  to  a very  low  ebb.  Besides  this 
grave  nutritional  disturbance,  the  unusual 
infiltrated  and  fibroid  lesions  complete  the 
evidence  of  direct  and  indirect  involvement 
of  the  myocardium  by  the  syphilitic  virus. 
Syphilitic  vascular  disease  without  heart 
disease  is  inconceivable. 

III.  ABNORMAL  AREAS  OF  AORTIC  AND 
CARDIAC,  DULLNESS;  AORTITIS,  ANEU- 
RYSM, HYPERTROPHY  OR  DILATATION  OF 

THE  HEART. 

Enlargements  of  the  great  vessels,  or 
of  the  heart  itself,  invariably  interfere  with 
the  essential  blood  supply  of  the  myocar- 
dium, and  the  encroachment  sooner  or  later 
leads  to  insufficiency  and  congestive  failure. 
The  signs  of  aortitis,  the  increased  retro- 
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manubrial  dullness,  must  be  accompanied  by 
a pathologic  ringing,  metallic  or  tambour- 
like aortic  second  sound  in  the  presence  of 
a normal  blood  pressure.  Further  dilatation 
to  the  point  of  production  of  aneurysm 
gives  rise  to  increasing  dullness,  abnormal 
pulsations,  diastolic  shocks,  or  rebounds, 
tracheal  tugging,  unequal  brachial  blood 
pressures  and  radial  pulses  and  transmitted 
heart  sounds.  Besides  these,  we  find  an  ex- 
tensive vascular  damage,  and  all  taken  to- 
gether constitute  the  manifestations  of  vas- 
cular syphilis,  esneciallv  when  accompanied 
by  sharply  accentuated  reverberating,  liquid 
aortic  second  sounds  in  the  presence  of  a 
normal  blood  pressure.  Syphilitic  aortitis, 
aneurysm,  especiallv  the  latter,  do  not  pro- 
duce as  profound  changes  in  the  heart  as 
are  present  in  aortic  regurgitation.  Never- 
theless, the  changes  are  significant.  Trau- 
matic, arterio-venous  aneurysm,  unrepaired 
for  manv  years,  results  in  myocardial  dam- 
age in  the  hypertrophied  heart.  Fluoroscop- 
ic examination  and  teleoroentgenograms,  es- 
pecially with  lateral  and  left  and  right 
oblique  views,  are  generally  employed  to 
corroborate  the  clinical  diagnosis. 

Clinically  recognizable  increase  in  the  size 
of  the  heart  means  a pathological  heart  mus- 
cle which  sooner  or  later  will  fail,  principal- 
ly because  its  blood  supply  cannot  keep  pace. 

The  increased  area  of  cardiac  dullness  is 
likewise  not  sufficient  evidence,  in  itself,  of 
cardiac  enlargement.  It  may  be  produced 
by  a pericardial  effusion,  but  under  such 
circumstances  it  is  of  about  equal  signifi- 
cance. 

Visible  disp'acement  to  the  left  of  the 
midclavicular  line  of  the  cardiac  apex  is  gen- 
erally conceived  to  be  the  most  definite,  al- 
most infallible  clinical  or  bedside  sign  of 
cardiac  enlargement,  in  the  absence  of  dull- 
ness in  the  opposite  chest.  For  the  most 
part,  the  circumscribed  apex  impulse  is  the 
best  criterion  of  the  size  of  the  heart  on 
the  left  border  of  dullness,  which  sometimes 
is  difficult  to  make  out.  This,  for  the  most 
part,  corresponds  to  the  left  border  of  the 
normal  or  moderately  enlarged  heart,  and  in 
very  large  hearts  does  not  quite  indicate  the 
full  extent  of  the  left  border  of  the  heart  to 
the  left.  If  this  extension  is  more  than  15 
cm.  beyond  the  midsternal  line,  if  definitely 
outside  the  midclavicular  line,  if  there  is  no 
gross  evidence  of  any  massive  collapse  of 
the  left,  or  air  or  fluid  in  the  right,  pleural 
cavity,  cardiac  enlargement  is  present.  Di- 
latation and  hypertrophy  of  the  heart  are 
incompatible  with  continued  normal  func- 
tion and  integrity  of  the  myocardium,  be- 
cause, sooner  or  later,  with  aging  if  from 


no  other  reason,  the  circulation  of  the  heart 
itself  is  embarrassed.  There  can  be  added, 
to  substantiate  the  signs,  the  graphic  evi- 
dence of  fluoroscopic  findings,  or  the  dia- 
grams or  teleoroentgenograms,  which  yield 
absolutely  conclusive  evidence  of  an  exact 
measurement  of  the  shadow  of  the  enlarged 
heart.  The  evidences  of  etiological  factors 
producing  the  cardiac  enlargement  may  be 
present.  These  usually  are  either  the  val- 
vular lesions,  the  sclerosis  and  tortuosity 
of  all  peripheral  vessels,  increased  blood 
pressure,  evidences  of  renal  damage.  Hyper- 
thyroidism, or  hyperthyroidism,  may  be  re- 
vealed, further  substantiating  the  diagnosis 
of  heart  disease.  Chronic  adhesive  pericar- 
ditis usually  escapes  detection. 

The  increased  area  of  cardiac  dullness, 
abnormal  areas  of  dullness  in  the  regions  of 
the  great  vessels,  are  usually  corroborative 
of  previously  elicited  signs,  such  as  visible 
and  abnormal  pulsations  of  the  cardiac  im- 
pulse, substantiating  the  diagnosis  of  aneu- 
rysm or  myocardial  disease.  Pericardial  ad- 
hesions anchoring  the  heart  to  the  chest 
walls  produce  physical  embarrassment  to 
cardiac  action,  increasing  as  time  goes  on 
and,  at  the  same  time,  constricting,  and  by 
pressure  decreasing,  the  circulation  and  pre- 
disposing to  circulatory  embarrassment, 
damage,  and  eventually  failure. 

IV.  CHRONIC.  TOXIC,  VASCULAR,  META- 
BOLIC AND  RENAL  DISTURBANCES  IN- 
VARIABLY DAMAGE  THE  HEART. 

Chronic  hypertension,  chronic  nephritis 
and  chronic  hyperthyroidism  are  recognized 
etiological  factors  in  the  production  of  ad- 
vanced heart  disease,  and  therefore  their 
presence  alone  over  a period  of  time  would 
be  taken  as  indirect  evidence  of  myocardial 
damage.  One  cannot  be  absolutely  certain 
just  how  this  damage  is  brought  about,  but 
evidently  there  is  quite  a strain  in  the  bur- 
den of  continued  high  blood  pressure.  There 
is  a characteristic  narrowing  of  the  arter- 
ioles all  over  the  body,  producing  nutritional 
changes  in  the  heart  muscle  as  well  as  in 
other  muscle  elsewhere,  with  ultimately  the 
concomitant  arterial  changes.  The  circula- 
tion of  retained  metabolic  by-products,  in- 
complete and  abnormal  endocrine,  especially 
thyroid  secretions,  inevitably  produces  di- 
rect chemical  changes  on  the  heart  muscle 
cells.  Shifts  in  the  acid-base,  electrolyte, 
blood  protein,  albumin  and  globulin  levels, 
and  osmotic  changes,  are  still  theoretical 
consideration  and  explanaton  only.  The  ex- 
tra burden  of  increased  circulatory  'effi- 
ciency, against  greater  or  less  odds,  results 
in  heart  muscle  changes  recognized  as  path- 
ologic cardiac  hypertrophy. 

Cardiac  damage  may  not  always  be  sec- 
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ondary  but  may  be  initiated  by  the  same 
factor  or  infection  which  produces  the  rec- 
ognized hypertension,  nephritis  or  hyper- 
thyroidism, as  presenting  symptoms. 

A chronic  hypertension,  or  hyperpiesia,  is 
one  which  persistently  remains  30  or  more 
millimeters  of  mercury  above  the  accepted 
average  normal  for  the  patient’s  age  and 
sex.*  In  the  female  a temporary  postmen- 
opausal increase  in  blood  pressure  is  not  so 
ominous.  Some  accept  anything  over  160 
millimeters  of  mercury  systolic  and  90  mil- 
limeters diastolic  as  hypertension;  others 
put  the  critical  level  as  180  systolic  and 
100  diastolic. 

V.  GENERALIZED  VASCULAR  CHANGES  OR 

LOCALIZED  CORONARY  THROMBOSIS 

MEANS  HEART  DISEASE. 

Widespread  arteriosclerosis  demonstrable 
only  peripherally,  and  the  vascular  enlarge- 
ment and  elongation  effecting  an  increased 
tortuosity  of  the  vessels,  may  be  considered 
as  evidence  of  a generalized  process.  The 
aortic  root  and,  consequently,  the  orifices 
of  the  coronary  arteries,  are  practically 
never  spared  in  widesnread  arteriosclerosis. 
On  the  other  hand  it  is  common  to  have 
these  central  arteries  involved  with  rela- 
tively little  definite  change  in  the  peripheral 
ones.  The  inevitable  nutritional  disturban- 
ces impair  the  structure,  as  well  as  the 
function,  of  the  myocardium.  The  changed 
coronaries  can  no  longer  supply  the  three- 
fold volume  demanded  on  exertion  and,  con- 
sequently, there  results  an  ischemia  cardis. 
There  may  often  be,  with  the  cardiothoracic 
distress,  spasms  or  coronary  obstructions, 
but  no  unequivocal  signs  evident  on  ordi- 
nary physical  examination. 

Heart  disease  is  always  present  in  the 
presence  of  such  vascular  diseases.  These 
may  be  lacking  and  subjective  evidence 
alone,  an  excruciating  substernal  pain  ra- 
diating into  the  arm,  accompanied  by  blood 
pressure  changes  and  vasomotor  disturb- 
ances, must  occasionally  be  accepted. 

The  story  of  one  acute  attack  of  severe 
persisting  precordial  pain — followed  by  dys- 
pnea, frothy  blood-tinged  pulmonary-edema 
fluid,  cyanosis,  distant  heart  sounds,  a fric- 
tion rub,  leukocytosis  and  fever — indicates 
that  an  infarction  of  the  myocardium  has 
taken  place  as  the  result  of  localized,  often 
minimal,  coronary  changes.  The  coronary 


*The  generally  accepted  normal  systolic  blood 
pressure  level  is  calculated  on  the  basis  of  120  at 
20  years  with  1 millimeter  rise  for  every  two  years 
above  this  age,  thus  putting  the  normal  level  at 
135  millimeters  of  mercury  at  50  years.  The  signi- 
ficance of  decidedly  subnormal  levels  in  advancing 
years  has  not  been  absolutely  established. 


thrombosis  usually  so  damages  the  heart 
that  anginal  or  congestive  failure  appears 
sooner  or  later. 

COMMENTS 

It  is,  of  course,  sufficient  for  the  diagno- 
sis of  heart  disease  to  find  one  of  these  reli- 
able signs  as  an  index.  However,  the  rule  is 
that  not  only  the  one  presenting  in  a given 
case  need  be  depended  upon.  Usually  there 
are  several  corroborative  findings.  When  a 
patient,  however,  does  not  present  any  one 
of  these  ten  physical  indices,  no  matter  what 
the  symptomatology  may  be,  one  can  feel 
quite  secure  in  stating  that  the  patient  is 
not  suffering  from  heart  disease.  In  the  ab- 
sence of  each  and  every  one  of  the  cardinal 
signs  or  predisposing  state,  the  individual 
cardiac  symptoms,  regardless  of  their  in- 
tensity, must  be  considered  as  a part  of 
functional  rather  than  organic  heart  disease. 
The  prognosis  accordingly  would  be  much 
better,  and  any  claim  for  disability  could 
not  be  upheld.  Rare  electrocardiographic 
abnormalities,  evidence  of  prolonged  auricu- 
loventricular  conduction  time,  high-grade  in- 
traventricular defective  conduction,  may  in 
themselves  be  indicative  of  grave  myocar- 
dial damage,  but  usually  these  cases  present 
one,  and  often  more,  of  the  clinical  bedside 
findings.  Clinical  findings  and  conclusions 
are  substantiated  and  corroborated  by  this 
graphic  means.  , 

In  summary,  then,  the  conception  of  what 
is  meant  by  the  term  “heart  disease”  and 
the  basis  for  the  diagnosis  of  an  organic 
circulatory  disturbance  is  highly  desirable 
from  the  patient’s  standpoint  as  well  as 
from  the  physician’s. 

A diagnosis  of  “heart  disease”  should  be 
made  only  in  those  who  present  the  reliable 
criteria  or  physical  signs  which  can  be  taken 
to  indicate  that  the  heart  muscle  itself  has 
suffered  definite  structural  impairment 
such  that  its  reserve  is  diminished.  The 
damaging  effects  of  infection,  allergy,  an- 
oxemia, exhaustion,  strain,  under  nutrition, 
or  developmental  disturbances.  Mechanical 
embarrassments  may  actively  contribute  to 
the  eventual  picture  but  are  always  of  sec- 
ondary moment.  The  damaged  heart  muscle 
is  such  that  the  signs  and  symptoms  of  myo- 
cardial insufficiency,  incompetency,  namely, 
congestive  or  anginal  heart  failure,  will  ap- 
pear in  the  presence  of  such  precipitating 
factors  as  undue  exertion,  intercurrent  tox- 
emia, or  the  inevitable  vascular  and  circula- 
tory changes  and  complications  of  advanc- 
ing hypertrophy  and  age  and  the  concomi- 
tant embarrassment  of  a coronary  circula- 
tion. 

The  signs  which  indicate  this  are  arrang- 
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ed  in  groups  as  follows:  First,  Auricular  fib- 
rillation, flutter,  pulsus  alternans  and  heart 
block.  Second,  Diastolic,  mitral  and  aortic 
thrills  and  murmurs.  Third,  Increased  dull- 
ness of  aortic  dilatation,  aneurysm  and  car- 
diac enlargement.  Fourth,  toxic,  hyperthy- 
roidism, metabolic  or  renal  disturbances', 
chronic  hypertension  and  nephritis.  Fifth, 
Generalized  arteriosclerosis. 


SODIUM  AMYTAL  FOR  THE 
PREANESTHETIC  PREPARATION  OF 
SURGICAL  CASES 
CHARLES  T.  STURGEON,  M.D., 
SHULER  F.  FAGAN,  M.D.,  and 
IDA  HEISSIG,  M.D. 

Los  Angeles,  Calif. 

(Read  before  the  Annual  Meeting  of  the  Medical 
and  Surgical  Association  of  the  Southwest,  held  in 
El  Paso,  Texas,  Nov.  6-8,  1930). 

The  derivatives  of  barbituric  acid  have 
been  used  for  many  years  as  hypnotics  and 
sometimes  as  anesthetics.  In  order  to  clar- 
ify the  relationship  between  the  descrip- 
tive clincal  term  and  the  synonymous  trade 
name  of  the  barbituric  acid  derivatives 
which  have  assumed  some  significance  in 
medicine,  Lundy1  has  prepared  the  following 
list. 

Tso-Amylethyl  Barbituric  Acid — Amytal. 
Isopropylethyl  Barbituric  Acid — Ipral. 

Phenylethyl  Barbituric  Acid — Luminal. 
Cyclohexenylethyl  Barbituric  Acid — Phanodorn. 
Ethylbutyl  Barbituric  Acid — Neonal. 

Phenylmethyl  Barbituric  Acid — Rutonal. 

Diethyl  Barbituric  Acid — Veronal  or  Barbital  or 
Malonal. 

Allylisopropyl  Barbituric  Acid — Allonal  or  Numal. 
Diallyl  Barbituric  Acid — Dial. 

Isobutylallyl  Barbituric  Acid — Sandoptal. 

Diethyl  Barbituric  Acid  and 
Allylisopropyl  Barbituric  Acid — Veronal  and 
Allonal,  called  Somnifene. 
B-Brompropenylisopropyl  Barbituric  Acid — Noctal. 
B-Brompropenylisobutyl  Barbituric  Acid — Pernocton 
The  sodium  salts  of  these  derivatives  of 
barbituric  acid  are  preferable  to  the  acid 
itself  for  many  reasons,  chiefly  because  of 
the  solubility. 

Sodium  iso-amyl-ethyl  barbituric  acid  (so- 
dium amytal)  is  furnished  by  the  Eli  Lilly 
Company  in  ampules  containing  16  grains. 
This  is  dissolved  in  10  c.c.  of  sterile  distilled 
water  making  a 10  per  cent  solution.  This 
solution  shows  a hydrogen  ion  concentration 
of  between  9.5  and  9.8,  which  gives  a maxi- 
mum anesthetic  effect  with  a minimum  de- 
gree of  toxicity.  This  solution  can  be  giv- 
en intravenously,  orally,  subcutaneously  or 
intraspinally.  Our  experience  with  sodium 
amytal  has  been  entirely  with  the  intraven- 
ous route.  The  drug  has  been  used  only  as  a 
preanesthetic  hypnotic  and  not  as  an  anes- 
thetic. 

This  report  is  in  no  way  an  attempt  to 


compare  sodium  amytal  with  other  barbitu- 
ric acid  derivatives  but  only  to  record  our 
experience  with  a method  which  we  consider 
a great  advance  in  the  preanesthetic  prepa- 
ration of  surgical  patients.  There  has  been 
no  fatality  in  this  series  traceable  to  the 
sodium  amytal. 

This  report  comprises  200  cases.  One  hun- 
dred and  twenty-five  cases  were  private  pa- 
tients and  seventy-five  cases  were  from  our 
clinic  at  the  Los  Angeles  General  Hospital. 
The  sodium  amytal  at  the  Los  Angeles  Gen- 
eral Hospital  was  given  under  the  supervis- 
ion of  Dr.  Ida  Heissig,  Chief  of  the  Anes- 
thetic Staff. 

Table  1 shows  the  type  of  operation  in 
which  sodium  amytal  was  used. 


TABLE  I. 

Operation  No.  of  Cases 

Thyroidectomy  101 

Cholecystectomy  20 

Cholecystectomy  and  Choledocholithotomy  4 

Gastro-enterostomy  15 

Gastrectomy  for  Carcinoma  7 

Iliocolostomy  2 

Carcinoma  of  the  Cecum  1 

Carcinoma  of  Ascending  Colon  1 

Colectomy  3 

Descending  Colon  for  Carcinoma 2 

Carcinoma  of  Sigmoid  — 1 

Removal  of  Rectum  for  Carcinoma  2 

Carcinoma  of  Liver,  Exploratory  3 

Appendectomy  14 

Hernioplasties  10 

Inguinal  0 

Umbilical  2 

Ventral  2 

Closure  of  Cecal  Fistula  1 

Mastectomy  6 

Salpingectomy  2 

Hysterectomy  7 

Oophorectomy,  for  Cyst  1 

Splenectomy,  for  Splenic  Anemia  1 

Removal  of  Submaxillary  gland  1 

for  Carcinoma.  

Total  200 


PREANESTHETIC  HYPNOSIS 

The  chief  object  of  using  any  preanesthet- 
ic hypnotic  is  to  relieve  the  fear  most  pa- 
tients have  of  an  operation  and  of  taking  an 
anesthetic.  Most  patients  worry  more  about 
the  anesthetic  than  they  do  about  the  op- 
eration itself.  Sodium  amytal  relieves  the 
patient  of  this  preoperative  fear,  diminish- 
es the  amount  of  anesthetic  used,  decreases 
that  postoperative  nausea  and  vomiting  and 
allows  the  patient  several  hours  of  postop- 
erative sleep.  Patients  who  have  had  two 
operations,  one  without  the  sodium  amytal 
and  the  other  with  sodium  amytal,  are  unan- 
imous in  their  praises  of  this  new  method. 

Dosage  and  administration  according  to 
Zerfas2 : 

When  sodium  amytal  was  first  used  to 
produce  anesthesia,  doses  as  large  as  30 
grains  were  given  intravenously,  and  even 
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then  at  times  ether  had  to  be  used.  The  long 
postoperative  narcosis  of  twelve  to  twenty- 
four  hours  was  an  objectionable  feature,  be- 
ing responsible  for  many  of  the  postopera- 
tive lung  complications,  such  as  broncho- 
pneumonia and  pulmonary  edema. 

In  our  series  no  attempt  was  made  to  pro- 
duce anesthesia  with  sodium  amytal,  so  that 
the  dose  we  use  has  been  much  smaller. 

Although  there  is  a rough  relationship 
between  the  dose  and  the  weight  of  the  pa- 
tient there  are  other  factors  more  important 
such  as: 

(1)  The  age  and  general  condition  of  the 
patient.  Very  elderly  and  debilitated 
patients  require  less  sodium  amytal. 

(2)  Toxic  patients  with  an  elevated  basal 
metabolic  rate  will  require  larger  doses. 
Several  toxic  goiter  patients  required 
2214  grains  to  produce  sleep. 

The  method  of  using  sodium  amytal  has 
been  as  fodows:  If  indicated,  the  pa- 

tient is  given  1/6  grain  of  morphine, 
1/150  grain  of  atropin,  about  three  quar- 
ters of  an  hour  before  injecting  the  sodium 
amytal.  The  solution  is  made  fresh  for  each 
case.  It  is  given  with  the  patient  in  bed  in 
his  room.  The  blood  pressure  is  taken  just 
before  injecting  the  sodium  amytal  and  re- 
taken after  every  3 c.c.  (4/4  grains)  of  the 
solution  is  injected.  The  solution  is  in- 
jected very  slowly,  never  faster  than  1 c.c.  a 
minute  and  as  soon  as  the  patient  is  asleep, 
or  if  blood  pressure  drops  too  rapidly,  the 
injection  is  stopped.  We  have  no  precon- 
ceived idea  as  to  the  dose  necessary  but  are 
content  to  produce  sleep,  as  we  always  use 
an  anesthetic.  Some  patients  go  soundly 
to  sleep  on  3/4  grains  and  others,  as  in 
toxic  goiter  cases,  have  received  22/4  grains. 
The  average  dose  in  this  series  was  9 grains. 
Usually,  in  from  three  to  six  minutes  the 
patient  becomes  drowsy  and  falls  into  a pro- 
found sleep. 

The  one  giving  the  injection  should  be 
familiar  with  the  patient’s  condition  and 
also  familiar  with  the  possible  reactions. 
The  sum  total  of  the  effects  are  obtained 
almost  instantly  so  that  there  is  not  much 
danger  of  a delayed  accumulative  action. 
BLOOD  PRESSURE,  PULSE  and  RESPIRATORY 
CHANGES. 

The  most  interesting  change  in  the  pa- 
tient’s condition  is  the  fall  in  blood  pressure, 
the  greater  fall  being  in  the  systolic  pres- 
sure, with  very  little  change  in  the  diastolic 
pressure.  Fourteen  cases  showed  no  change 
in  blood  pressure  and  in  one  case  the  systolic 
pressure  dropped  96  mm.  In  several  cases 
there  was  a drop  of  60  mm.  The  average 
drop  of  the  systolic  pressure  was  17  mm., 
and  of  the  diastolic  pressure  was  5 mm. 


The  drop  in  pressure  occurs  early  during 
the  injection  and  reaches  the  maximum  in 
about  ten  to  fifteen  minutes  and  it  usually 
returns  rapidly  to  the  former  level  about 
the  time  the  patient  reaches  the  operating 
room. 

The  following  charts,  Nos.  I,  II,  III,  il- 
lustrate some  of  the  blood  pressure  changes. 

ANESTHESIA  RECORD 
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Surgical  I B 


No.  S&O—  Ward  l>alc_l-lfl-_lfl  Vt._ Ht.  

Name Age&Js — ColorliL  SrilJiCi 

Phy»ical  findings  normal  eic*pl  tor  

Pre-operat i*r  T.  P.  R B.  P. 

Preliminary  hypnotic  (X\.  )/lSo  (^r  1^1. Time  of  adm. . 


CHART  I. 

Shows  a fall  of  60  mm.  in  the  systolic  pressure 
only  10  mm.  fall  in  the  diastolic.  Very  little  change 
in  the  pulse  and  temperature. 

There  does  not  seem  to  be  a constant  re- 
lationship between  the  fall  of  blood  pres- 
sure and  the  amount  of  sodium  amytal  used, 
as  illustrated  in  Table  II. 

TABLE  II. 


Operation 
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Hyperplastic 

Goiter  47  +27  150  152/68  8 gr.  132/70  -20mm. 

Adenoma  of 

Thyroid  .....44  +12  132  160/70  15  grl.  100/68  -60mm. 

Adenoma  of 

Thyroid  48  +19  124  155/62  12  gr.  90/67  -65mm. 

Acute 

Appendicitis  45  210  176/80  10  gr.  80/60  -96mm. 

Hyperplastic 

Goiter  48  +24  176  140/70  22  S gr.  130/70  -10mm. 

Gastrectomy  62  120  130+80  8 gr.  80/55  -50mm. 

Acute 

Appendicitis  35  138  110/70  13  gr.  110/60  none 

Cholecystectomy  ...46  168  140/80  15  gr.  138/76  - 2mm. 

Acute 

Appendicitis  35  165  110/75  15  gr.  110/75  none 

Cholecystectomy  ...48  196  160/100  11  gr.  160/95  none 

Adenoma  of 

Thyroid  46  +22  140  176/110  22J  gr.  170/100  - 6mm. 

Hyperplastic 

Goiter  22  + 36  110  140/70  15  gr.  100/60  -40mm. 
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CHART  II. 

Shows  a fall  of  80  mm.  in  the  systolic  pressure 
and  only  15  mm.  fall  in  the  diastolic.  Very  little 
change  in  the  pulse  and  respirations. 


ANESTHESIA  IEIUIU 

Hospital Li.  i^.  Cr. kT _f-liy b-  Q 


Nn.lULyt  Ward 
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CHART  III. 

Shows  a fall  of  10  mm.  in  the  systolic  pressure, 
then  a rise  of  70  mm.  Diastolic  no  fall,  but  a rise 
of  30  mm.  Pulse  varied  from  104  to  150.  Respira- 
tions little  affected. 


Having  had  a rather  large  number  of  cases 
in  which  the  fall  of  blood  pressure  was  rath- 
er marked,  we  have  tried  giving  % grain  of 
ephedrin  about  fifteen  minutes  before  in- 
jecting- the  sodium  amytal.  This  method 
has  been  used  for  the  last  seventy-five  cases 
and  the  results  have  been  very  satisfactory. 
The  drop  in  pressure  has  varied  from  none 
to  30  mm. 

The  following  charts  illustrate  the  slight 
change  in  the  blood  pressure  after  using  % 
grain  of  ephedrin. 
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CHART  IV. 

Shows  a rise  of  10  mm.  in  the  systolic  pressure. 
No  change  in  the  diastolic  pressure.  Very  little 
change  in  the  pulse  and  respirations. 

Many  cases  showed  an  increase  in  the 
blood  pressure  at  the  end  of  the  injection, 
as  illustrated  in  Table  III — all  received  % 
grain  of  ephedrin. 


Operation 


TABLE  III. 


Ph~ 
TJ  u 
O 0; 
O £ 


O-C 

5^ 


S 2 

CPh 


Adenoma  of 

Thyroid  47  +24  138  150/105  15  gr.  174/110  /24mm. 

Cholecystectomy  . 11  165  154/100  15  gr.  170/105  +16mm. 

Hyperplastic 

Goiter  24  +28  98  110/80  15  gr.  120/80  +10mm. 

Hyperplastic 

Goiter  19  +33  108  114/74  13  gr.  120/80  + 6mm. 

Obstructive  Jaundice 
due  to  Common 

Duct  Stone  54  158  112/70  15  gr.  144/80  +16mm. 
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CHART  V. 

Shows  a fall  of  10  mm.  in  the  systolic  and  dias- 
tolic pressure.  Respirations  and  pulse  very  little 
change. 

There  has  been  practically  no  effect  on 
the  pulse  rate,  as  shown  in  Charts  I,  II, 
III,  IV  and  V.  The  respirations  are  regular, 
usually  increased.  Slight  cyanosis  has  oc- 
curred in  a few  cases. 

Supplementary  anesthetic  agents,  as  nit- 
rous oxide  and  oxygen,  ether,  local  and 
spinal,  were  used,  as  follows: 


Anesthetic  No.  of  Cases 

Nitrous  oxide  and  oxygen  142 

Nitrous  oxide,  oxygen  plus  ether  15 

Ether  ...„ * 20 

Local  10 

Spinal  8 

No  anesthetic  5 


Patients  under  the  influence  of  sodium 
amytal  take  the  anesthetic  much  more  easi- 
ly. There  is  no  excitement,  no  laryngo- 
spasm,  and  the  amount  of  the  anesthetic 
used  is  much  less. 

Our  preference  is  for  nitrous  oxide  and 
oxygen.  More  oxygen  can  be  used.  There  is 
less  cyanosis  and  the  muscular  relaxation  is 
sufficient  in  most  cases  to  do  any  upper  ab- 
dominal operation. 

Although  spinal  combines  very  will  with 
sodium  amytal,  one  must  remember  that 
spinal  anesthetic  also  depresses  the  blood 
pressure.  We  make  sure  before  giving  spinal 
that  the  blood  pressure  has  returned  to  the 
original  level.  If  not,  we  give  % grain  of 
ephedrin  and,  if  the  blood  pressure  remains 
low,  spinal  is  not  used. 


DURATION  OF  EFFECT 

The  postoperative  sleep  lasts  from  one  to 
eight  hours,  depending  on  the  dose  used. 
One  patient,  age  52,  with  carcinoma  of  the 
rectum,  slept  thirty-two  hours  on  14  grains 
of  sodium  amytal.  There  was  only  5 mm. 
drop  in  the  blood  pressure  and  the  operation 
was  completed  without  any  supplementary 
anesthetic. 

Just  before  awaking  the  patients  may  be 
slightly  restless,  but  not  violent.  Usually,  a 
Vi,  grain  of  morphine  sulphate  will  quiet 
the  patient.  Patients  with  hyperthyroidism 
are  more  restless  than  non-toxic  cases  and 
require  more  opiates.  About  5 per  cent  of  our 
patients  were  extremely  restless  and  one 
patient  was  violent.  , 

Postoperative  nausea  and  vomiting  are 
extremely  rare,  certainly  much  less  than 
without  the  use  of  the  sodium  amytal. 

The  administration  of  fluids  both  intra- 
venously and  subcutaneously  is  easier  while 
the  patient  is  asleep. 

ADVANTAGES 

1.  The  patient  is  relieved  of  all  preopera- 
tive fear. 

2.  Patient  is  unaware  that  the  anesthet- 
ic is  being  given. 

3.  Quiet  respirations,  making  upper  ab- 
dominal surgery  easier. 

4.  In  most  cases  less  of  the  anesthetic 
agent  is  required. 

5.  Postoperative  sleep,  with  loss  of  mem- 
ory for  painful  events. 

6.  Absence  of  postoperative  nausea  and 
vomiting  in  most  cases. 

7.  Also  valuable  when  complications 
such  as  hiccups,  psychosis,  severe  pain,  idio- 
syncrasy to  opiates,  morphine  addiction,  are 
present. 

DISADVANTAGES  AND  COMPLICATIONS 

1.  Moderate  degree  of  hypertension  and 
of  hypotension  are  not  contraindication  to 
the  use  of  sodium  amytal. 

2.  In  elderly  patients  with  arterioscler- 
osis and  fixed  hypertension,  sodium  amytal 
should  not  be  used. 

3.  In  patients  with  badly  damaged 
hearts  and  hypertension,  sodium  amytal 
should  not  be  used. 

4.  Patients  with  lung  infections,  lung  ab- 
scess or  bronchiestasis,  only  small  doses  of 
sodium  amytal  should  be  used  in  order  not 
to  interfere  with  the  cough  reflex. 

5.  persons  who  are  known  to  be  sensi- 
tive to  any  of  the  barbiturates  should  not  be 
given  sodium  amytal. 

6.  Bronchopneumonia  and  edema  of  the 
lungs  are  commonly  reported. 

In  this  series  we  have  only  one  case  of 
bronchopneumonia  and  no  cases  of  pulmon- 
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ary  edema.  Both  complications  are  probably 
due  to  too  large  a dose  of  sodium  amytal, 
with  too  long  postoperative  sleep. 

CONCLUSION 

Any  drug  as  powerful  as  sodium  amytal 
that  can  put  a patient  to  sleep  within  five 
minutes  and  that  cannot  be  immediately  re- 
moved from  the  circulation,  demands  great 
care  in  its  administration.  It  is  only  by  the 
best  cooperation  between  the  surgeon  and 
the  anesthetist  that  this  can  be  accomplish- 
ed. 
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A REVIEW  OF  THE  PRESENT  DAY 
SURGICAL  TREATMENT  OF  CER- 
TAIN DISEASES  OF  THE  CHEST 
FRANK  S.  DOLLEY,  M.I). 

Los  Angeles,  Calif. 

(Read  before  the  Annual  Meeting  of  the  Medi- 
cal and  Surgical  Association  of  the  Southwest,  at 
El  Paso,  Texas,  Nov.  6-8,  1930). 

The  fact  that  any  particular  surgical 
procedure  is  new  by  no  means  proves  that 
it  is  an  advance  over  previous  operations 
performed.  Wave  upon  wave  of  surgical  en- 
thusiasm has  swept  over  the  world  following 
extravagant  statistics,  too  soon  compiled,  of 
new  and  remarkable  operative  cures  ob- 
tained. In  the  wake  of  these  waves  so  many 
times  have  been  unnecessary  suffering, 
chronic  invalidism  or  death.  A conservative 
discussion  from  time  to  time  of  present-day 
methods  in  this  still  adolescent  specialty  of 
chest  surgery,  is  well  worth  while.  If  this 
paper  promotes  such  a discussion  it  will,  in 
the  opinion  of  its  author,  have  served  its 
purpose  well,  indeed. 

The  speaker  has  but  recently  returned 
from  a tour  of  inspection  through  the  prin- 
cipal chest-surgery  clinics  and  sanatoria  of 
Europe.  The  observations  which  will  be 
made  upon  the  various  diseases  of  the  chest 
are  based,  therefore,  on  both  the  present- 
day  American  and  European  procedures. 

TUBERCULOSIS  OF  THE  LUNGS 

From  20  to  30  per  cent  of  the  residents  in 
the  principal  sanatoria  of  Europe  today  are 
under  artificial  pneumothorax  treatment.  In 
the  Schatzalp  Sanatorium  at  Davos,  in 
Switzerland,  30  to  40  per  cent  receive  such 
collapse  therapy.  There  is  growing  tenden- 
cy in  the  European  sanatoria,  as  well  as 
here,  to  begin  pneumothorax  comparatively 
early  in  the  course  of  an  essentially  unilat- 
eral exudative  tuberculosis.  There  exists  the 
same  uncertainty  abroad,  as  here,  in  regard 
to  the  length  of  time  that  should  elapse  be- 
fore a lung,  compressed  by  pneumothorax, 
may  be  allowed  with  safety  to  re-expand.  It 
still  remains  a problem  to  be  settled  accord- 
ing to  the  judgment  and  experience  of  each 
physician.  When  lung  re-expansion  is  de- 
cided upon,  permanent  phrenic  interruption 
is  of  definite  value,  not  only  in  reducing  the 
extent  of  pulmonary  re-expansion,  but  also 
in  lessening  the  perpendicular  pull  following 
adherence  of  the  lung  to  the  diaphragm. 
Phrenicectomy  may  benefit  greatly  when, 
under  artificial  pneumothorax,  pleural  adhe- 
sions to  the  diaphragm  definitely  prevent 
satisfactory  lung  collapse.  The  Germans 
report  particularly  good  results  following 
this  procedure  and  the  speaker  is  thoroughly 
convinced  of  its  value. 
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PNEUMOLYSIS 

Conservatism  in  the  presence  of  pleural 
adhesions  interfering-  with  lung  collapse 
during  artificial  pneumothorax,  is  becoming 
steadily  more  apparent.  Unverricht  is  do- 
ing one  operation  for  the  division  of  adhes- 
ions now,  where  he  did  ten  five  years  ago. 
If  a cavity  is  situated  immediately  beneath 
an  adhesion  which  prevents  collapse  of  its 
walls,  division  of  this  adhesion  is  not  with- 
out risk.  Cavity  rupture,  even  two  to  three 
months  after  adhesion  division,  not  rarely 
follows.  If  there  are  multiple  adhesions  with 
one  or  more  of  considerable  size,  their  di- 
vision is  usually  inadvisable.  The  longer 
and  thinner  the  adhesions,  the  better  the 
prognosis  for  relief  after  their  division. 
Pneumolysis  should  not  be  attempted  during 
the  first  three  or  four  months  after  the  be- 
ginning of  artificial  pneumothorax  since 
pleural  resistance  to  bacterial  invasion  is 
notably  less  during  this  period.  Moreover, 
many  pleural  bands  that  at  first  resist,  oft- 
en give  way  under  the  constant  intrapleural 
pressure.  In  brief,  if  the  collapse  of  the 
lung  is  unsatisfactory  after  several  months 
of  pneumothorax,  and  if  there  are  one  or 
more  comparatively  small  adhesions  which, 
divided,  might  allow  the  lung  to  be  satisfac- 
torily collapsed,  and  if  there  is  no  cavity 
within  the  immediate  vicinity  of  these  ad- 
hesions, intrapleural  pneumolysis  is  definite- 
ly indicated.  If,  however,  the  case  does  not 
meet  these  requirements,  thoracoplasty  often 
is  attended  with  less  risk  and  more  prompt 
permanent  relief. 

The  open  method  for  the  division  of  pleu- 
ral adhesions  is  almost  universally  con- 
demned. The  great  majority  of  patients  so 
treated  develop  tuberculous  pleural  effu- 
sions, many  of  which  sooner  or  later  become 
secondarily  infected. 

PHRENIC  INTERRUPTION 

There  is  no  question  but  that  this  is  one 
of  the  most  abused  procedures  pertaining 
to  chest  surgery  today.  It  is  extremely  un- 
fortunate that  bad  results  following  any 
given  method  of  treatment  in  so  chronic  a 
disease  as  pulmonary  tuberculosis,  should 
appear,  as  a rule,  so  slowly  that  without 
careful  scrutiny  the  causative  factor  is  often 
overlooked.  It  is  this  unfortunate  fact  that 
hides  from  us  many  thoroughly  bad  results 
following  phrenic  interruption.  The  more 
conservative  men,  experienced  in  both  medi- 
cal and  surgical  treatment  of  tuberculosis, 
rarely,  if  ever,  advise  phrenicectomy  in 
the  presence  of  an  acute  exudative  tubercu- 
losis, even  though  this  process  is  relatively 
well  limited  to  a lower  lobe.  Dumerest,  in 
checking  over  at  Hautville  cases  of  progres- 


sing exudative  tuberculosis  where  phrenicec- 
tomy had  been  performed,  found  that,  of 
those  operated  upon  three  or  more  years  be- 
fore, none  were  alive.  His  conclusion  was 
that  the  phrenic  interruption  had  not  neces- 
sarily contributed  to  their  deaths  but  that 
it  certainly  had  not  been  successful  in  check- 
ing the  advance  of  the  tuberculosis. 

In  chronic  productive  tuberculosis  the  sit- 
uation is  an  entirely  different  one.  Manifest- 
ly, fibrosis  and  chronicity  indicate  in  a pa- 
tient more  than  usual  resistance  to  the  tu- 
bercle bacillus.  In  such  a situation  anything 
that  may  contribute  to  a lessening  of  the 
mechanical  disadvantages  interfering  with 
the  obliteration  of  active  tuberculous  areas, 
or  to  a lessening  of  the  mobility  of  these 
parts,  is  indicated  if  the  patient  is  not  stead- 
ily improving,  provided  the  procedure  under 
consideration  is  warranted  by  the  probable 
amount  of  good  that  it  will  do.  In  the  speak- 
er’s opinion,  the  routine  institution  of  phren- 
ic exeresis  immediately  preceding  early 
thoracoplasty,  is  neither  indicated  nor  ad- 
visable. If,  under  the  flouroscope,  little  or 
no  motion  of  the  diaphragm  can  be  seen  and 
there  is  extensive  fibrosis  throughout  a low- 
er lobe,  little  change  in  the  position  of  this 
diaphragm  can  be  expected  by  its  paralysis. 
On  the  other  hand,  if  the  lower  lobe  shows 
no  tuberculous  activity  and  is  comparatively 
free  of  markings  suggesting  old  healed  tu- 
berculosis, phrenic  exeresis  succeeds  only  in 
throwing  out  of  commission  to  a greater  or 
less  extent  that  portion  of  the  lung  which  the 
patient  could  use  following  thoracoplasty. 
Moreover,  the  vital  capacity  in  the  tubercu- 
lous patient  is  from  20  to  40  per  cent  less 
than  normal.  Phrenic  interruption  reduces 
the  vital  capacity  still  more  and  this  reduc- 
tion persists  from  two  to  three  months  just 
at  a time  when  the  need  for  maximum  effi- 
ciency in  gaseous  interchange  and  cardio- 
respiratory function  is  most  necessary.  If, 
on  the  other  hand,  there  is  definite  dia- 
phragmatic mobility  with  respiration,  and 
a careful  study  of  the  x-ray  films,  plus  the 
physical  findings,  leads  to  the  conclusion 
that  a preliminary  phrenic  exeresis  is  indi- 
cated, the  patient  should  be  allowed  several 
weeks  to  recover  his  cardio-respiratory 
equilibrium  before  thoracoplasty  is  begun. 

In  lower  lobe  tuberculosis  of  the  produc- 
tive type,  phrenic  interruption  has  given 
dramatically  good  results.  Comparatively 
small  cavities  scattered  through  the  lung  in 
this  type  of  tuberculosis  occasionally  disap- 
pear with  astonishing  rapidity  following 
phrenic  exeresis.  In  large  cavities  with  ex- 
tensive pulmonary  fibrosis,  it  is  seldom  that 
phrenic  interrupution,  as  an  isolated  proce- 
dure, is  of  great  value. 
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The  belief  is  quite  general  that  expecto- 
ration is  attended  with  less  effort  following 
phrenicectomy.  This  is  interpreted  as 
meaning  that  coughing  is  more  efficient.  I 
am  convinced  that,  after  the  first  two  or 
three  weeks  following  phrenic  interruption, 
coughing  is  not  made  more  efficient  by  this 
procedure.  In  fact,  I feel  that  thorough 
emptying  of  the  lower  lobe  bronchi  is  ren- 
dered more  difficult.  It  is  amazing,  during 
bronchoscopic  examination  following  phre- 
nic interruption,  to  see  how  comparatively 
immobile  is  the  lower  lobe  even  during  the 
violent  coughing  attacks  that  may  occur 
during  bronchoscopy.  That  patients  suffer- 
ing from  pulmonary  tuberculosis  are  defi- 
nitely benefited  by  phrenic  interruption,  is 
most  certainly  true,  but  this  benefit  is 
probably  due  to  decreased  mobility  of  the 
affected  lung  rather  than  to  increased  ease 
in  purulent  evacuation.  Coughing  efficiency 
within  the  lobe  itself  is  probably  decreased. 
The  ciliary  action  within  the  bronchi  and 
the  peristaltic  movements  of  their  walls,  un- 
questionably are  of  the  greatest  aid  in  re- 
moving purulent  material.  It  is  very  prob- 
able that,  without  these  two  factors, 
preem'cectomv  would  frequently  produce  dis- 
astrous results.  Repeatedly  I have  produced 
temporary  diaphragmatic  paralysis  in  the 
treatment  of  a non-tuberculous  lung  ab- 
scess. There  has  usually  been  improvement 
for  two  or  more  weeks,  then  the  condition 
slowly  has  grown  worse.  The  lung  involve- 
ment has  extended.  I believe  that  dia- 
phragmatic paralysis  decreases  lung  mobili- 
ty but  does  not  aid  bronchial  drainage. 

EXTRA  PLEURAL  THORACOPLASTY 
(In  Tuberculosis).  The  selection  of  cases 
for  this  procedure  is  becoming  more  and 
more  careful.  The  rule  may  be  laid  down 
that,  with  rare  exceptions,  thoracoplasty 
does  not  arrest  advancing  tuberculosis.  Theo- 
retically it  would  seem  that  thoracoplasty 
should  accomplish  in  exudative  tubreculosis 
the  amazingly  good  results  that  artificial 
pneumothorax  does.  This  is  not  borne  out 
in  fact.  Given  a patient  with  tuberculosis, 
whose  inherent  l’esistance  is  not  great 
enough  to  stop  the  advance  of  the  tubercle 
bacilli,  and  thoracoplasty  is  definitely  con- 
traindicated for  arresting  the  progress  of 
the  tuberculosis  itself.  Where,  however, 
there  are  mechanical  difficulties  due  to  ad- 
herence of  scar  tissue  to  surrounding  com- 
paratively immobile  structures,  the  body 
may  be  unable  on  account  of  these  mechan- 
ical difficulties  to  quiet  the  tuberculous  ac- 
tivity. In  such  a situation,  relaxation  of  the 
chest  wall,  graded  intelligently  both  as  to 
the  extent  of  the  rib  resection  and  the  num- 
ber of  ribs  to  be  removed  at  each  procedure, 


overcomes  this  mechanical  barrier  that  has 
prevented  arrest  of  the  tuberculosis  and  al- 
lows nature  once  more  to  resume  its  fight 
against  the  tubercle  bacilli  without  handi- 
caps. If  the  past  history  of  the  patient  dis- 
closes a resistance  which  was  able  at  first  to 
control  the  advance  of  the  tuberculosis,  the 
prognosis  in  such  cases  is  very  good.  If 
thoracoplasty  is  performed  on  a patient  who 
has  never  shown  definite  tissue  reaction  to 
the  tuberculous  invasion,  the  results,  in 
my  opinion,  are  almost  invariably  bad. 

The  three  cardinal  points  for  considera- 
tion when  thoracoplasty  is  contemplated  in 
a given  patient,  are : first,  his  past  and  pres- 
ent resistance  to  tuberculosis ; second,  the 
mechanical  situation  that  exists  and  how 
much,  if  any,  relief  of  this  can  be  accom- 
plished by  thoracoplasty;  third,  how  great  a 
load,  from  the  patient’s  history,  the  heart 
has  had  to  carry  and  how  well  able  it  is  to 
meet  the  emergency  of  the  drastic  and  sud- 
den physiological  change  occurring  with 
multiple  rib  resection. 

The  optimum  time,  certainly,  for  thoraco- 
plasty is  during  the  first  five  years  of  sup- 
puration. After  ten  years  of  chronic  tox- 
icity, and  the  patient’s  general  resistance  is 
greatly  decreased  and  his  cardiac  reserve  is 
very  low  indeed.  There  can  be  no  definite 
age  limit  established.  A man  of  thirty- 
five  with  a history  of  eight  or  ten  years  of 
chronic  pulmonary  tuberculosis  is  a poor 
risk  for  thoracoplasty.  The  risk  is  increased 
if  his  life  has  been  a particularly  inactive 
one.  A man  of  forty-five,  on  the  other 
hand,  whose  general  condition  is  compara- 
tively good,  whose  resistance  to  tuberculo- 
sis has  been  above  the  average,  and  whose 
history  of  pulmonary  suppuration  is  within 
the  five-year  limit,  may  well  go  through 
thoracoplasty  with  splendid  results. 

MULTIPLE  RIB  RESECTION  IN  LUNG 
ABSCESS 

In  the  early  days  of  non-tuberculous  lung 
abscess,  complete  rest  and  medical  suppor- 
tive measures  are  indicated.  The  external 
drainage  of  an  abscess  in  its  acute  stage 
ends  in  disaster.  Surrounding  an  area  of 
necrosis  within  the  lung  is  a zone  of  pul- 
monary lobules  choked  with  pus.  Gradually, 
as  the  acuteness  of  the  infection  subsides, 
this  pus  within  the  surrounding  lobules  is 
expectorated,  leaving  a fairly  well-defined 
abscess  area.  It  is  essential  therefore  that 
the  coughing  efficiency  be  not  decreased. 
When  an  abscess  is  drained  externally  many 
bronchi  are  necessarily  opened.  Air,  with 
each  respiratory  cycle,  instead  of  contribut- 
ing to  the  efficiency  of  the  cough  and  pro- 
ducing expectoration,  rushes  back  and  forth 
through  these  bronchial  fistulae.  The  com- 
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pression,  which  is  so  essential  to  broncho- 
pulmonary drainage,  is  lost.  Purulent  ma- 
terial in  the  surrounding  lobules  can  not, 
therefore,  be  expectorated  and  necrosis  in 
these  tissues  follows.  Thus  the  vicious 
circle  is  complete  and  death  from  advancing 
pulmonary  suppuration  follows.  Until  the 
area  of  lobular  suppuration  surrounding  an 
abscess  is  evacuated  of  its  pus  by  expecto- 
ration, external  drainage  of  a lung  abscess 
may  not  be  considered. 

When,  during  the  acute  stage,  an  abscess 
has  ruptured  into  a bronchus  and  purulent 
expectoration  exists,  postural  drainage  is  of 
very  great  help.  During  postural  drainage, 
however,  when  the  patient  subjects  himself 
to  most  violent  spasms  of  coughing  there  is 
considerable  danger  of  hemorrhage.  It  is  the 
rule,  following  a severe  hemorrhage,  for 
blood  containing  bacteria  to  lodge  in  con- 
tiguous or  distant  bronchiles,  from  which 
secondary  abscesses  often  develop.  This 
complication  is  a disastrous  one.  Postures 
producing  such  violent  spasms  of  coughing 
should  therefore  be  avoided.  Often,  bron- 
choscooic  catheterization  of  the  main  bron- 
chus draining  an  abscess,  makes  drainage 
much  more  free  and  contributes  definitely 
to  healing.  If  after  six  or  eight  weeks  the 
patient  is  not  showing  steady  improvement, 
atrifieial  pneumothorax  very  carefully  giv- 
en with  repeated  but  small  amounts  of  air, 
may  contribute  largely  towards  abscess  wall 
collapse.  Artificial  pneumothorax  should 
never  be  undertaken,  however,  unless  one  is 
convinced  that  the  abscess  lies  deep  within 
the  lung.  If,  during  this  treatment,  x-rays 
show  adhesions  to  the  chest  wall,  pneumo- 
thorax should  be  at  once  discontinued  on 
account  of  the  danger  of  rupture  into  the 
general  pleural  snace.  When  the  above 
measures  have  failed  to  produce  improve- 
ment, it  is  customary  to  consider  external 
drainage.  The  procedure  is  done  in  two 
stages:  first,  a local  thoracoplasty  at  the 
point  on  the  chest  wall  nearest  the  abscess; 
then,  as  a second  step,  wide  cauterization 
into  the  abscess  itself.  Even  the  most  favor- 
able cases  after  this  procedure  drain  for 
many  months.  The  danger  of  septic  cerebral 
emboli  is  a very  definite  one.  Many  cases 
never  entirely  heal.  In  multiple  abscesses 
this  procedure  is  notoriously  ineffective. 
External  drainage,  however,  has  reduced 
the  mortality  nearly  fifty  per  cent  in  com- 
parison with  continued  medical  treatment. 

The  writer  has  developed  a new  treatment 
for  subacute  and  chronic  lung  abscess, 
which,  instead  of  interfering,  as  external 
drainage  does,  with  nature’s  method  of  re- 
pairing the  lung  following  local  necrosis,  is 
meant  rather  to  aid  nature  in  overcoming 


the  mechanical  barriers  which  are  porhibit- 
ing  repair.  In  pulmonary  suppuration, 
whether  it  be  acute  or  chronic,  the  body  de- 
pends for  drainage  upon  the  bronchi.  When 
the  patient’s  resistance  is  good  and  bron- 
chial drainage  is  free,  the  majority  recover 
spontaneously.  It  is  usually  the  failure  of 
the  abscess  walls  to  collapse  that  calls  so 
urgently  for  surgical  relief.  The  procedure 
is,  briefly,  as  follows:  Ribs  are  resected 
somewhat  widely  in  the  region  of  the  lung 
abscess  and,  by  slow  and  gradual  compres- 
sion through  gauze  packing,  the  abscess 
wall,  which  by  adherence  to  the  surrounding 
structures  has  prevented  healing,  is  relaxed. 
With  this  hindrance  removed,  the  lung  is 
able  once  more  to  proceed  with  its  own  ef- 
ficient method  of  broncial  drainage  and  re- 
pair. While  it  is  too  soon  to  report  the 
cases  treated  in  this  manner,  yet  in  the 
comparatively  limited  series  on  which  it  has 
been  tried  the  results  so  far  have  been  very 
gratifying.  It  is  amazing  how  a compara- 
tively limited  removal  of  chest  wall  support 
will  aid  lung  healing.  We  have  found  that 
rib  resection  lateral  to  and  somewhat  above 
the  site  of  the  lung  necrosis  seems  to  be 
more  effective  than  sudden  and  marked  re- 
laxation directly  over  the  abscess  itself.  The 
chest  wall  is  strapped  tightly  in  order  to 
preserve  intrathoracic  compression  for 
bronchial  drainage.  It  is  essential  that  the 
abscess  wall  be  very  gradually  relaxed  in 
order  to  avoid  as  far  as  possible  the  occlu- 
sion of  bronchi  draining  the  abscess. 

TUBERCULOUS  EMPYEMA 
This  is  truly  one  of  the  most  difficult  prob- 
lems confronting  those  who  treat  diseases 
of  the  chest.  Opinions  in  regard  to  treat- 
ment have  been,  up  to  the  recent  past,  near- 
ly as  numerous  as  the  doctors  who  treat 
them.  Gradually,  out  of  the  chaos  of  con- 
flicting opinions,  rational  effectual  treat- 
ment is  developing. 

Pleural  effusions  occurring  during  the 
course  of  pulmonary  tuberculosis  may  be 
divided  roughly  into  three  types : 

(1)  Serous  pleural  effusions  containing 
few  blood  cells  and  no  tubercle  bacilli,  oc- 
curring with  or  without  artificial  pneumo- 
thorax. The  consensus  of  opinion  today  is 
that  obliteration  of  the  pleural  space  is  not 
indicated  unless  thoracoplasty  is  held  to  be 
the  procedure  of  choice  for  the  underlying 
lung.  It  is  important,  of  course,  that  the 
character  of  the  pleural  fluid  be  watched. 

(2)  Sero-purulent  effusions  rich  in 
lymphocytes  and  containing  tubercle  bacilli 
but  no  secondary  pyogenic  organisms.  If 
this  effusion  persists,  despite  frequent  as- 
pirations, for  several  weeks,  and  if  the  fluid 
becomes  more  purulent  and  thicker,  the  pre- 
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vailing  opinion  in  Europe  today  and  the 
growing  conviction  of  many  in  North  Amer- 
ica, is  that  thoracoplasty  is  usually  advis- 
able. It  is  during  the  course  of  lung  collapse 
by  artificial  pneumothorax  that  this  type  of 
effusion  usually  develops  and  a thoraco- 
plasty, therefore,  is  but  the  substitution  of 
one  procedure  for  another  to  achieve  the 
same  end.  It  is  true  that  various  dyes, 
iodine  solutions,  formalin  in  glycerine,  and 
so  forth,  have  been  used  with  eventual  oblit- 
eration of  the  pleural  space.  The  danger  of 
secondary  infection  during  this  time  is  al- 
ways a serious  menace,  however.  Even 
though  the  obliteration  of  the  pleural  space 
may  be  accomplished  it  is  by  no  means  rare 
to  find  that  the  mediastinal  displacement  to 
the  affected  side  is  so  marked  that  serious 
circulatory  disturbances  develop.  The  risk  of 
a two-stage  or  three-stage  thoracoplasty  is 
very  little  since  the  lung  is  already  col- 
lapsed. The  constant  menace  of  secondary 
infection  while  the  tuberculous  empy'ema 
exists,  is  a considerable  one. 

(3)  Tuberculous  empyema  with  acute 
secondary  infection.  Few  complications 
are  more  serious  in  the  course  of  pulmonary 
tuberculosis  than  this  one.  The  physiologic 
demoralization  of  the  patient  is  extremely 
rapid.  The  death  rate  is  terribly  high.  The 
initial  treatment  of  this  condition  is  con- 
servative. Aspirations  with  the  immediate 
introduction  of  one  of  several  dyes,  of  Rivi- 
nol  of  Jesson’s  Iodine  Solution,  or  of  forma- 
lin in  glycerin,  is  the  first  procedure.  The 
response  to  this  treatment  depends  upon  the 
extent  of  the  secondary  infection.  If  the 
inflammation  is  comparatively  well  limited 
to  the  pleural  surfaces,  even  though  ab- 
sorption through  the  (lymphatics  be  con- 
siderable. relatively  complete  aspiration  of 
the  purulent  material  and  thorough  lavage 
with  some  mild  antiseptic  usually  produces 
improvement  within  a few  days.  If  the 
source  of  the  secondary  infection  is  elimi- 
nated, the  secondary  organisms  may  disap- 
pear entirely.  Unfortunately,  in  the  ma- 
jority of  cases  the  infection  extends  every- 
where throughout  the  thickness  of  the  pleu- 
ra and  even  may  activate  the  subjacent  lung 
tissue.  When  the  patient  becomes  steadily 
and  alarmingly  worse  under  pleural  lavage, 
it  should  be  assumed  that  the  latter  condi- 
tion exists.  Ultra-conservative  measures 
lead  then  only  to  disaster.  The  Europeans 
do  a pleurotomy  with  or  without  rib  resec- 
tion without  further  delay,  as  a ruje  trying  to 
maintain  air-tight  drainage.  Pleural  lavages 
are  frequent,  though  it  is  generally  ack- 
nowledged that  by  this  method  but  a small 
portion  of  the  empyemal  walls  is  reached  by 
the  solution.  Usually  the  patient’s  condition 


has  become  so  grave  that  collapse  therapy  is 
precluded.  He  must  be  improved  before  sur- 
gery may  be  considered.  It  is  during  this 
time  that  the  mortality  is  so  great.  The 
writer  is  becoming  more  and  more  of  the 
opinion,  since,  in  an  overwhelmingly  ma- 
jority of  cases,  lung  re-expansion  can  never 
occur  in  this  grave  type  of  tuberculous  sec- 
ondarily-infected pan-pfleuritis,  (that  widte-< 
open  drainage  of  this  collection  of  pus 
should  be  instituted  while  the  patient’s 
general  condition  is  comparatively  good,  in 
order,  as  far  as  possible,  to  maintain  it  so. 
Gauze  saturated  with  some  of  the  several 
antiseptic  solutions,  packed  snugly  against 
both  the  parietal  and  visceral  pleura,  will 
come  in  intimate  contact  with  all  parts  of 
the  infected  cavity.  Archibald  of  Montreal, 
is  the  only  one  so  far  who  (to  my  knowl- 
edge) has  remonstrated  against  these  pro- 
longed conservitave  measures.  If  the  pa- 
tient’s resistance  permits  him  to  survive 
these  early  days,  he  gradually  begins  to  re- 
gain his  strength,  and  then,  at  the  earliest 
possible  moment,  graded  extensive  thora- 
coplasty is  performed,  to  bring  in  apposition 
the  parietal  and  visceral  pleurae.  This  pro- 
cedure is  the  logical  one.  It  is  surprising  in 
what  a large  percentage  of  cases  healing  oc- 
curs with  or  without  a small  draining  fis- 
tula, despite  the  fact  that  the  process  is  bas- 
ically tuberculous.  The  earlier  the  pleural 
walls  can  be  brought  together,  the  more  as- 
sured we  can  be  of  satisfactory  healing. 
The  point  for  emphasis,  therefore,  in  the 
treatment  of  this  latter  class  is  that  free 
and  dependent  drainage  should  be,  if  not  at 
once  accomplished,  at  least  not  delayed  until 
the  patient  is  nearly  moribund.  While  it  is 
surely  granted  that  the  patient’s  inherent 
resistance  is  of  the  greatest  importance,  the 
proper  time  for  the  establishment  of  free 
drainage  may,  nevertheless,  decide  his  fate. 

BRONCHIECTASIS 

It  is  probable  that  many  times  this  sort  of 
chronic  bronchial  suppuration  occurs  in  pa- 
tients who  were  born  possessed  of  marked- 
ly dilated  bronchi.  No  symptoms  develop 
referable  to  them,  however,  until  some  acute 
respiratory  disease  produces  inflammation 
in  their  walls.  How  often  following  whoop- 
ing cough,  measles,  or  pneumonia,  a persist- 
ent productive  cough  proves  to  be  due  to  a 
bronchiectasis,  the  etiology  of  which  cannot 
be  satisfactorily  explained  by  the  recent 
acute  disease  alone! 

Rest,  careful  attention  to  cranial  sinuses 
and  the  relief  of  upper  respiratory  infec- 
tions, plus  postural  drainage  have  been  the 
routine  procedures  which  have  proved  the 
most  effectual.  Very  recently  Ochsner  has 
reported  a considerable  series  of  cases  treat- 
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ed  by  intrabronchial  introduction  of  lipiodol. 
Twenty-eight  of  the  cases  so  treated  were 
relieved  of  their  symptoms.  The  secret  of 
his  success  is  due,  apparently,  to  his  thor- 
ough anesthetization.  Thorough  cocainiza- 
tion  of  the  fauces  and  anterior  pillars,  in- 
cluding the  tissues  on  either  side  of  the 
base  of  the  tongue,  renders  the  patient  tem- 
porarily unable  to  swallow.  The  lipiodol  is 
then  poured  down  over  the  base  of  the 
tongue.  In  this  way  pus  in  the  dilated 
bronchi  of  the  lower  lobe  is,  in  a very  great 
measure,  replaced  by  the  lipiodol.  This  thor- 
ough replacement  is  apparently  responsible 
for  his  splendid  results.  It  is  a well-estab- 
lished fact  that  in  bronchiectasis  involving 
both  lower  lobes,  if  there  is  relatively  little 
involvement  on  one  side,  local  measures 
bringing  about  improvement  on  the  side 
showing  the  greater  involvement  produce 
often  marked  improvement  in  the  contra- 
lateral side.  Artificial  pneumothorax, 
therefore,  on  the  side  of  the  more  extensive 
involvement,  not  infrequently  is  of  great 
benefit  whether  there  is  minor  involvement 
of  the  other  side  or  none  at  all.  If  the  low- 
er lobe  is  the  seat  of  the  bronehieetatic  in- 
volvement and  it  is  found  that  it  does  not 
pull  free  in  its  mesial  half  from  the  dia- 
phragm, phrenic  interruption  occasionally 
greatly  aids  during  artificial  pneumothorax 
treatments.  If  the  bronehieetatic  involve- 
ment is  extensive  but  limited  to  a lower  lobe, 
and  if  the  measures  enumerated  above  have 
not  been  successful,  lobectomy  certainly  is 
the  method  of  choice.  Bronchiectasis  is  pro- 
gressive. The  prognosis  for  continued  self- 
support  for  the  patient  is  definitely  limited. 
There  are  at  best  but  a few  years  of  even 
comparative  comfort  left  to  the  patient.  An 
operation,  which  in  experienced  hands  has  a 
mortality  of  fifteen  per  cent  or  less,  repre- 
sents one  of  the  recent  outstanding  advances 
in  the  treatment  of  this  dsiease. 

The  principles  of  the  procedure  are  thor- 
oughly sound  and  are,  in  brief,  as  follows: 
It  is  essentially  a two-stage  operation.  At 
the  first  stage  the  7th,  8th  and  9th  ribs  on 
the  affected  side  are  resected  from  the  spin- 
ous processes  to  the  mid  or  anterior  axillary 
line.  The  pleura  is  then  widely  opened.  The 
lung  within  collapses.  The  lower  lobe  is 
gently  freed  from  the  lobe  above  and  from 
the  diaphragm.  If  this  cannot  be  thorough- 
ly done  this  type  of  lobectomy  must  be 
abandoned.  If  one  is  successful,  however, 
the  lobe  is  freed  to  the  hilum.  The  pulmon- 
ary ligament  is  partially  divided  and  strip- 
ped upward.  Following  Alexander’s  sugges- 
tion, all  the  pleural  surfaces,  not  only  of  the 
lower  lobe  but  of  the  lobe  or  lobes  above,  and 
the  interlobar  fissures  are  rubbed  with  dry 


gauze.  This  irrigation  is  sufficient,  with  re- 
expansion of  the  lung,  to  cause  adhesions  of 
the  visceral  pleura  to  the  chest  wall.  The  in- 
cision in  the  chest  wall  is  then  closed  tight- 
ly. At  the  second  stage,  some  six  or  eight 
days  later,  the  original  incision  is  opened. 
The  lung  is  found  uniformly  adherent.  The 
lower  lobe  is  carefully  freed  from  the  chest 
wall,  the  diaphragm,  and  the  lobe  above.  The 
latter  remains  adherent  to  the  chest  wall 
and  does  not  collapse.  Infection  of  the  gen- 
eral pleural  cavity  is  thus  avoided.  The 
hilum  of  the  lower  lobe  is  easily  exposed, 
doubly  ligated,  and  these  ligatures  in  turn 
are  fastened  to  the  soft  spots  of  the  chest 
wall.  The  lower  lobe,  which  by  this  time 
has  shrunk  to  approximately  one  fourth  of 
its  original  size  and  has  become  black,  is 
left  to  slough  off  exteriorly  on  the  chest 
wall.  The  wound  is  tightly  closed  about  the 
stump.  The  local  pleural  infection  following 
this  is  controlled  by  a stab  wound  at  the 
costo-phrenic  angle.  In  the  writer’s  opinion, 
as  experience  in  the  technic  in  this  operation 
increases,  the  mortality  in  this  type  of  lob- 
ectomy will  be  reduced  within  a compara- 
tively short  time  to  ten  per  cent  or  less. 

Lobectomy  as  performed  in  Sauerbruch’s 
clinic  and  in  Zaaijer’s,  is  also  carried  out  in 
two  stages.  The  procedures  in  principle  are 
essentially  the  same  as  ours.  In  place  of 
immediate  stump  ligation,  however,  a rub- 
ber catheter  under  tension  is  anchored 
tightly  about  the  lobe  hilum  and  by  steady 
contraction  gradually  produces  strangula- 
tion of  the  lobe  distal  to  it,  with  eventual 
amputation.  Their  end  results  vary  little 
from  ours. 

For  bronchiectasis  limited  to  a lower  lobe, 
or  for  early  carcinoma  within  the  lobe  bron- 
chus, it  is  of  outstanding  value,  and  when  no 
other  procedure  offers  hope,  lobectomy 
should  certainly  be  considered.  If  artifi- 
cial pneumothorax  is  tried  and  proved  un- 
successful and  lobectomy  is  decided  upon, 
the  lung  must  not  be  allowed  to  re-expand 
until  the  time  of  operation,  since  the  pleu- 
ral adhesions  following  lung  re-expansion 
may  prevent  subsequent  freeing  of  the  lobe 
for  removal  and  so  preclude  this  compara- 
tively safe  type  of  lobectomy.  , 

In  the  event  that  it  is  found  impossible 
within  the  limits  of  safety  to  free  the  lower 
lobe  for  excision,  Graham’s  cautery  pneu- 
mectomy  is  the  procedure  of  choice.  By  the 
actual  cautery,  after  extensive  rilb  resec- 
tion, the  dilated  bronchi  filled  with  pus  are 
burned  across  so  that  the  purulent  material, 
by  gravity,  empties  itself  into  the  wound. 
This  operation  often  gives  splendid  results. 
The  mortality,  however,  is  approximately 
twenty-two  per  cent.  One  hesitates,  there- 
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fore,  to  advise  this  procedure  strongly  to  a 
person  still  in  comparatively  good  health. 
When  nothing  less  radical  can  be  offered 
him,  however,  and  he  realizes  that  the  prog- 
nosis is  black  indeed  without  operation,  the 
risk  is  worth  the  taking. 

Indications  and  contra-indicationp  have 
been  stressed  in  this  paper,  for  they  con- 
stitute the  frame  work  which,  when  proper- 
ly arranged,  makes  the  finished  structure 
. secure.  Cerebration  is  infinitely  more  im- 
portant than  manipulation  in  producing 
cures  in  diseases  of  the  chest.  With  a broad 
knowledge  of  thoracic  physiology  and  anat- 
omy, chest  surgery  per  se  is  not  more  diffi- 
cult than  major  surgery  elsewhere  in  the 
body.  To  the  man  who  knows  how  much 
to  do  and  when  to  do  it,  comes  the  most 
success,  even  in  chest  surgery. 


TRACHEOBRONCHAL  LYMPH  NODE 
TUBERCULOSIS 
J.  MOTT  RAWLINGS,  M.  I). 

El  Paso,  Texas. 

(Read  before  the  El  Paso  County  Medical  So- 
ciety, October,  1930.) 

The  subject  which  I have  to  present  to 
you  tonight  is  one  which  has,  I believe,  a 
profound  interest  for  all ; namely,  the  char- 
acter, pathogenesis  and  clinical  course  of 
childhood  tuberculosis. 

The  title  “Tracheobronchial  Lymph  Node 
Tuberculosis”  was  selected  in  the  effort  to 
stress  the  importance  of  the  infection  of 
these  glands  in  infancy  and  childhood.  The 
subject  will  be  taken  up  by  a discussion, 
first,  of  the  anatomical  pathology  involved ; 
second,  of  the  experimental  work  brought 
forth  in  recent  vears,  esoeciallv  emphasizing 
the  differences  between  the  primary  and  the 
secondary  infections  of  tuberculosis  and 
stressing  the  extremely  acute  character  of 
the  primary  infection  as  opposed  to  the 
chronic ; and  lastly,  cases  illustrating  the 
points  made,  will  be  cited. 

Dr.  Opie,  professor  of  pathology  in  the 
University  of  Pennsylvania,  and  director  of 
laboratories  of  the  Henry  Phipps  Institute, 
has  well  stated,  “Tuberculosis  of  early  life 
has  the  characters  of  a primary  infection ; 
whereas,  tuberculosis  of  later  life  is  a dis- 
ease modified  by  acquired  immunity.” 

Parrott,  as  early  as  1876,  stated,  “There  is 
no  affection  of  the  lungs  which  is  not  also 
present  in  the  adjoining  lymph  glands,  and 
vice  versa ; no  changes  occur  in  the  peri- 
bronchial lymph  glands  without  analogous 
ones  in  the  lungs.” 

Cornet,  of  France,  has  shown  that  region- 
al lymph  glands  enlarge  at  the  point  where 
infection  occurs. 


Albrecht,  in  1906,  pointed  out  that  one 
can  usually  discover  a gross  pulmonary  les- 
ion corresponding  exactly  to  the  regional 
lymph  nodes  involved. 

Nagaeli,  likewise,  stated,  “That  only  a 
pulmonary  lesion  could  be  assigned  to  a tu- 
berculosis of  the  bronchial  glands ; the  pri- 
mary focus  being  in  the  lungs  themselves.” 
This,  therefore,  shows  the  inter-relationship 
between  primary  pulmonic  lesions  and  adja- 
cent lymph  node  involvement. 

Dr.  Abt  has  classified  bronchial  gland  tu- 
berculosis under  the  following  heads: 

(1)  Tracheobronchial  lymph  node  in- 
volvement. 

(2)  Bifurcation  lymph  node  involvement. 

(3)  Hilar  gland  involvement,  the  last  be- 
ing sub-divided  into  the  two  divisions  of 
bronchial  pulmonary  lymph  node  involve- 
ment and  pulmonary  lymph  node  involve- 
ment. 

It  may  be  stated  that  Abt  points  out 
that  the  glands  of  the  right  side  are  usually 
more  involved  than  those  of  the  left. 

Funk,  clinical  professor  of  medicine  at 
Jefferson  Medical  College,  and  a contributor 
to  “Oxford  Monographic  Medicine,”  states, 
“In  early  childhood,  the  primary  focus  oc- 
curs in  any  part,  not  infrequently  the  pleu- 
ra, while  the  adjacent  lymph  nodes  at  the 
hilum  are  always  affected,  sometimes  more 
conspicuously  than  the  primary  focus  itself.” 
This  combination  of  pulmonary  and  lymph 
node  involvement,  as  a result  of  first  infec- 
tion, is  termed  the  “primary  complex”  and 
it  has  been  shown  that  these  primary  pul- 
monary lesions  are  usually  small. 

Opie,  of  St.  Louis,  following  postmortem 
studies  of  both  children  and  adults,  has 
found  primary  lesions  in  43  per  cent  of  chil- 
dren of  ages  2 to  5 years,  in  55  per  cent  of 
children  of  ages  5 to  10 ; in  65  per  cent  of 
children,  10  to  18  years ; and  in  90  per  cent  of 
persons  of  ages  50  to  70  years.  Furthermore, 
he  states,  in  a very  recent  article,  that  re- 
sults of  tuberculin  tests  done  by  the  Man- 
toux  intradermic  method  on  4,100  children, 
show  a gradual  increase  in  incidence  of  re- 
action, from  47.2  per  cent  at  age  of  5 years, 
to  95.3  per  cent  at  18  years,  which  is  only 
moderately  above  the  figures  as  determined 
from  autopsy  examinations. 

Furthermore,  renewed  study  of  the  anat- 
omic pathology  of  tuberculosis,  by  means  of 
roentgenologic  films  prepared  from  lungs 
removed  after  death,  has  shown  that,  in  per- 
sons dying  from  chronic  pulmonary  tuber- 
culosis of  the  adult  type,  small  primary  les- 
ions, as  shown  by  calcified  scars  of  healed 
tuberculosis  acquired  during  childhood,  are 
almost  invariably  found. 

J.  Carr,  of  England,  following  morbid 
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pathological  studies,  has  determined  that 
the  primary  source  of  infection  of  cervical 
lymph  glands  is  usually  the  tonsils  or  some 
portion  of  the  pharyngeal  fauces.  The  med- 
iastinal glands  have,  as  a primary  focus, 
the  lungs,  and  the  primary  source  of  infec- 
tion of  the  mesenteric  nodes  is  an  often  in- 
conspicuous break  in  the  alimentary  tract. 
Restated,  one  may  say  (1)  that  in  a previ- 
ously uninfected  person  infection  of  the  ton- 
sils or  fauces  by  tubercle  bacilli  induces  a 
cervical  adenopathy;  (2)  primary  focal  in- 
fection induces  bronchial  gland  involvement; 
(3)  primary  intestinal  tract  infection  in- 
duces the  so-called  tabes  mesenterica. 

Abt,  in  speaking  of  the  pathology  of  tu- 
berculosis, states,  “Tuberculosis  in  infancy 
is  an  acute  disease,  often  ending  fatally  with 
miliary  lesions  that  fail  to  become  encapsu- 
lated; while  tuberculosis  in  adults  is  a 
chronic  disease  that  easily  tends  to  recov- 
ery.” In  this  regard,  the  experimental 
studies  of  Opie  with  immunized  and  non-im- 
munized  guinea  pigs,  is  quite  enlightening. 
In  normal  animals  injected  with  foreign  pro- 
teins for  the  first  time,  the  protein  rapidly 
leaves  the  site  of  injection,  producing  no  in- 
flammatory reaction,  and  enters  the  circu- 
lating blood,  where  it  remains.  In  animals 
immunized  and  sensitized  by  such  an  injec- 
tion, reinjection  with  the  same  foreign  pro- 
tein produces  intense  inflammatory  reaction 
with  necrosis  at  the  site  of  entry. 

Opie  has  shown  that  foreign  protein  on 
second  injection  is  arrested  by  inflamma- 
tory reaction  at  the  site  of  injection,  from 
which  it  can  be  recovered  almost  quantita- 
tively. 

The  paradox  betwen  susceptibility  to  local 
inflammation  and  necrosis,  on  the  one  hand, 
and  resistance,  that  is  to  say,  immunity,  on 
the  other  hand,  is  only  apparent,  for  the  lo- 
cal inflammatory  reaction  is  the  effective 
means  for  protection  of  the  internal  organs. 
The  similarity  between  reaction  of  an  ani- 
mal to  a previous  foreign  protein  and  the 
reaction  of  an  animal  to  a second  inoculation 
with  tubercle  bacillus,  is  demonstrated  by 
works  of  Krause  and  Willis,  who  show,  by 
inoculation  of  excised  tuberculous  tissue 
into  normal  guinea  pigs,  that  there  is  a rap- 
id dissemination  of  tubercle  bacilli  from  the 
site  of  inoculation,  whereas,  in  immunized 
animals  the  infection  is  remarkably  retard- 
ed. In  the  normal  animal  transit  of  bacilli 
from  point  of  entry  into  the  skin  to  the  lo- 
cal lymph  nodes  4 or  5 cm.  distant,  was  made 
in  24  hours  or  less;  in  immunized  animals, 
transit  for  the  same  distance  required  from 
2 to  3 weeks,  and  the  number  of  bacilli 
reaching  such  nodes  was  greatly  reduced. 
Thus,  from  experimental  evidences,  one  can 


state  that  inflammatory  reaction  produced 
by  tuberculosis  in  a susceptible  animal  pre- 
vents dissemination  of  the  bacteria. 

The  problem  of  frequency  of  pulmonary 
infection  is  made  somewhat  clearer  by  stud- 
ies of  Lueri,  of  Henry  Phipps  Institute.  He 
injected  tubercle  bacilli  intravenously  into 
rabbits,  using  both  human  and  bovine  bacil- 
lus, and,  by  methods  developed  by  him,  de- 
termined the  number  of  bacilli  surviving  in 
any  one  organ  at  a given  time.  He  shows 
that  tubercle  bacilli  are  deposited  in  great- 
est numbers  in  the  following  organs  in  the 
order  named:  (1)  the  spleen;  (2)  in  dimin- 
ishing numbers  in  the  liver,  lung,  marrow 
and  kidney.  At  first,  the  bacilli  multiplied 
in  all  the  organs ; the  human  bacillus  ac- 
cording to  its  pathogenicity  in  vitro  more 
rapidly  than  the  bovine,  but,  with  the  bovine 
type,  destruction  of  these  organisms  begins 
after  4 weeks  in  the  liver,  spleen,  and  mar- 
row, but  they  continue  to  multiply  in  the 
lung. 

With  the  human  bacillus,  multiplication 
in  the  lungs  is  far  greater  than  in  other  or- 
gans, and  destruction  proceeds  more  slow- 
ly- 

In  immunized  animals  destruction  of  bac- 
illi follows  inoculation  almost  immediately, 
although  bacilli  persist  in  the  lungs  in  large 
numbers  for  months.  This  experimental 
work  is  in  keeping  with  the  story  of  the 
pathology  of  infection  in  the  bronchial 
lymph  nodes  as  found  in  infancy  and  child- 
hood. 

Garrod,  Batton,  Thursfield  and  Patterson, 
pediatricians  of  England,  in  writing  of  in- 
trathoracic  tuberculosis,  speak  of  infection 
by  inhalation  to  a small  focus,  where  pri- 
mary infection  starts  with  extension  from 
this  primary  focus  to  the  adjacent  lymph 
glands.  There  one  of  two  processes  ensues: 
(1)  caseation,  fibrosis,  calcification  and 
healing  of  the  lymph  nodes,  or  (2)  caseation 
with  subsequent  rupture  of  lymph  node  con- 
tents into  the  trachea,  bronchus,  pleura, 
esophagus,  pericardium  or  blood  vessels,  fol- 
lowing which,  one  may  get  one  of  the  follow- 
ing types  of  distribution: 

(a)  Miliary  tuberculosis,  pulmonary 

(b)  Miliary  generalized  tuberculosis 

(c)  Tuberculous  meningitis 

(d)  Direct  spread  into  the  hilar  glands  and 
pulmonary  glands 

(e)  Retrograde  lymphatic  spread  causing 
apical  tuberculosis. 

It  is  because  of  this  danger  of  caseation 
and  rupture  of  lymph  nodes  into  the  bron- 
chus or  blood  vessels,  causing  widespread 
pulmonary  or  generalized  miliary  tubercu- 
losis, that  the  subject  of  bronchial  lymph- 
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node  involvement  as  the  primary  childhood 
type  is  so  important. 

That  the  pulmonary  infection  is  the  dis- 
ease of  greatest  import  is  shown  by  the  fact 
that  90  per  cent  of  all  deaths  from  tubercu- 
losis are  intrathoracic  in  origin,  and,  as  the 
term  “primary  complex”  includes  involve- 
ment of  the  adjacent  lymph  nodes,  we  can 
readily  understand  the  importance  of  their 
infection  in  young  children  now  infected  for 
the  first  time. 

Next,  I wish  to  sneak  concerning  the 
routes  of  infection  and  later  of  their  sources. 
First,  there  are  no  known  cases  of  germin- 
ative  infection.  Second,  placental  tubercu- 
losis does  occur  and  tearing  of  such  a tuber- 
culous placenta  during  birth  may  transmit 
the  organisms  to  the  child ; in  fact,  organ- 
isms have  been  recovered  from  the  blood  of 
the  umbilical  cord  and  liver  of  the  newly 
born.  Also,  amniotic  fluid  can  be  a source, 
but,  by  far  the  majority  of  infections  that 
natal:  The  two  methods  of  infection  that 
occur,  are  naturally  post-natal.  Third:  Post- 
undoubtedly  produce  the  vast  majority  of 
cases  are:  infection  by  inhalation  and  infec- 
tion by  ingestion. 

Von  Pirquet  estimated  that  95  per  cent  of 
all  cases  occurred  by  this  respiratory,  bron- 
chogenic or  aerogenic  route  of  infection. 
Cornet,  Flugge  and  Ghon  all  favor  the  inha- 
lation method ; but,  on  the  other  hand,  Von 
Behring  and  Calmette  favor  the  intestinal 
route,  as  the  primary  one.  Von  Pirquet, 
Hamburger,  Koch  and  Finklestein  give  the 
alimentary  tract  a second  place  as  a portal 
of  entry.  All  authorities  on  sources  of  in- 
flammation place  infection  of  the  alimen- 
tary tract  as  more  common  after  the  first 
year,  with  infection  of  the  bronchial  nodes 
as  the  most  common  during  this  year  of 
life;  but,  without  much  doubt,  man  as  an  in- 
dividual with  active  tuberculosis  is  our  main 
source  of  infection.  Nuttall  estimates  that 
such  a phthisical  patient  expectorates  from 
one-half  billion  to  four  and  one-third  billion 
bacteria  per  24  hours  and  Lamson  has 
shown  that  67  per  cent  of  individuals,  where 
there  has  been  contact  with  active  tubercu- 
losis, show  evidence  of  infection. 

Carr,  of  England,  shows  that  the  bovine 
tubercle  causes  one  half  of  the  fatalities  of 
abdominal  tuberculosis,  causes  50  per  cent 
of  the  cases  of  cervical  adenitis  and  about 
the  same  percentage  of  cases  of  lupus ; but 
that  bronchial  lymph-node  involvement  is  al- 
most invariably  due  to  the  human  organ- 
ism. Avian  tubercle  bacillus  is  a very  mild 
infection  for  humans  and  need  not  be  con- 
sidered as  a pathogenic  organism  of  tuber- 
culosis. 

Further  evidence  that  patients  harboring 


the  active  disease  are  the  greatest  source  of 
infection  for  children  or  infants,  is  shown  by 
the  following  citations. 

Reich  pointed  out  that  in  a certain  Ger- 
man city  a certain  tuberculous  midwife  made 
it  a practice  to  suck  the  mucus  from  the 
mouth  of  the  newly  born  and,  in  thirteen 
months,  ten  infants  so  delivered  died  of  tu- 
berculous meningitis.  Among  those  deliver- 
ed by  all  other  midwives,  not  a single  child 
contracted  the  disease.  Also,  three  Japan- 
ese workers  have  shown  that  the  tubercle 
baci’lus  can  be  found  in  the  breast  milk  in 
ten  out  of  thirteen  nursing  mothers  with 
cases  of  - incipient  tuberculosis,  and  in  the 
breast  milk  of  all  with  far-advanced  tuber- 
culosis. 

Funk  pointed  out  the  following  order  of 
frequency  of  involvement  of  the  organs: 

(1)  the  lungs,  (2)  the  bronchial  glands,  (3) 
the  pleura,  (4)  the  spleen  and  liver,  (5)  the 
mesenteric  lymph  nodes. 

Next,  the  study  of  resistance  and  of  its 
factors  will  be  presented.  It  has  been  con- 
clusively shown  that  the  primitive  races  ac- 
quire the  infant  or  childhood  type  of  tuber- 
culosis with  usually  fatal  results,  while  the 
civilized  races  have  an  acquired  resistance 
causing  a chronic  form  of  disease  with  a 
great  tendency  to  limitation  and  recovery. 

Individually  resistance  depends  on  age, 
sex,  previous  diseases  and  social  and  eco- 
nomic factors.  In  the  first  year  of  life  the 
disease  is  very  acute  and  has  a high  mortal- 
ity. From  five  to  fifteen  years,  resistance 
breaks,  and  it  has  been  shown  that,  during 
the  so-called  productive  period  of  life,  the 
highest  mortality  occurs. 

In  children,  particularly,  measles  and 
whooping  cough  predispose  to  the  disease. 
Acute  diseases  of  all  sorts  activate  disease 
present ; and  chronic  debilitating  diseases 
predispose  to  it,  if  it  is  not  present.  Other 
factors  of  individual  resistance  depend  upon 
social  and  economic  conditions,  including  ex- 
posure, economic  status  of  the  country  and 
industrial  depression  and  epidemics. 

Now  a short  outline  of  symptoms  and 
physical  findings,  in  lymph  node  involve- 
ment. The  symptoms  may  be  either  gen- 
eralized or  local,  or  both. 

I.  Generalized  Symptoms. 

(1)  Lassitude. 

(2)  Loss  of  appetite. 

(3)  Irregular  temperature. 

(4)  Anemia  and  wasting. 

II.  Local  Symptoms. 

Signs  of  pressure  or  irritation,  such  as 

pain  or  cough.  The  cough  may  be  harsh 

or  metallic  and  catarrhal. 

III.  Physical  examination  with  enlargement 
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of  the  mediastinum  lymph  nodes,  re- 
veals : 

(1)  Dullness  on  percussion  between  the 
vertebral  column  and  the  border  of  the 
right  scapula. 

(2)  The  Eustace  Smith  bruit  may  be 
heard  over  the  right  sterno-clavicular 
juncture  when  the  head  is  fully  extend- 
ed. 

(3)  D’Espine’s  sign,  consisting  of  bron- 
chial breathing  and  whispered  pector- 
iloquy over  the  vertebra  below  the  3rd 
thoracic  spine. 

(4)  X-rays  are  also  helpful,  showing 
mediastinal  shadows  cast  by  glands 
about  the  trachea  and  bronchus.  The 
so-called  hilar  type  of  tuberculosis  re- 
veals an  advanced  type  of  mediastinal 
gland  involvement. 

(5)  Besides  physical  signs  and  x-rays, 
must  be  added  one  test  which,  in  the 
hands  of  recent  investigators,  has 
proved  of  greater  value  than  any  other 
one  test ; namely  the  Mantoux  intra- 
dermic  tuberculin  test.  In  fact,  I believe 
that  the  clinicians  today  are  wont  to 
place  a strongly  positive  Mantoux  tu- 
berculin test  next  in  importance  to  a 
clinical  history ; for  physical  findings 
are  only  too  few  and  difficult  of  ascer- 
tainment in  bronchial  lymph  node  tu- 
berculosis. 

By  a few  examples,  I wish  to  stress  the 
importance  of  contact  in  childhood  tubercu- 
losis, and  the  help  in  diagnosis  that  may  be 
obtained  from  Mantoux  and  x-ray  findings. 
I wish  to  thank  Dr.  Barrett  for  the  following 
clinical  data  obtained  from  his  clinic  and 
the  help  he  personally  gave  in  the  assem- 
bling of  it. 

LUJAN  FAMILY 

This  family  has  five  children.  The  child  first 
seen  was  Luis,  aged  5,  whose  father  died  of  pul- 
monary tuberculosis  in  the  City-County  Hospital  in 
April  of  this  year,  and  whose  young  sister  died, 
following  the  death  of  her  father,  with  tuberculous 
meningitis,  May,  1930. 

Luis  had  a positive  tuberculin  test;  clinical  find- 
ings were  malaise,  glandular  enlargement,  loss  of 
weight  and  temperature  99.0  to  99.6. 

Physical  Findings:  Negative,  with  the  exception 
of  malnutrition  and  temperature.  X-ray:  Shows 
bronchial-hilar  nodes  with  peribronchial  thickening. 
This  child  is  considered  as  a case  of  latent  tuber- 
culosis, and  here,  may  I state  that  Opie  makes  a 
distinction  between  latent  and  manifest  childhood 
tuberculosis;  he  calls  those  cases  latent,  where  pos- 
itive clinical  findings  are  present  with  positive 
Mantoux  and  suggestive  x-ray  findings;  while  man- 
ifest tuberculosis  is  an  active  progressive  lesion 
easily  recognizable  by  both  clinical  and  x-ray  find- 
ings. 

Second  Child:  Enriqueta  Lujan,  aged  3 years, 
whose  symptoms  were  loss  of  weight  and  poor  ap- 
petite. 

Physical  Findings:  Negative,  except  for  malnu- 


trition and  temperature,  99.0  to  100.6.  Mantoux 
Test:  Strongly  positive  in  one  to  ten  thousand  dilu- 
tion. X-ray  findings:  Enlargement  with  peri-bron- 
chial  thickening.  This  is  considered  as  a case  of 
latent  tuberculosis. 

Third  Child:  Roberto  Lujan,  aged  one  month, 
born  after  the  father’s  death.  The  child  is  under- 
nourished and  is  a feeder  in  the  Clinic  with  temper- 
ature 98.6  to  100;  Mantoux  test  is  negative. 

SECOND  FAMILY  (McGhee). 

The  second  family  is  that  of  McGhee,  two  chil- 
dren. Doris,  aged  eight,  was  brought  to  the  Clinic 
because  she  was  frail,  undernourished,  pot-bellied 
and  nervous.  Her  father  is  still  living,  but  has  had 
tuberculosis  for  the  past  nine  years. 

Examination  The  child  shows  generalized  glandu- 
lar enlargement,  gives  the  story  of  repeated  at- 
tacks of  tonsillitis  and  fever.  Pulmonary  examina- 
tion is  completely  negative.  Mantoux  test  is 
strongly  positive.  X-rays  show  hilar  thickening 
with  marked  peribronchial  thickening. 

Diagnosis:  The  diagnosis  lies  between  latent  and 
manifest  tuberculosis,  though  the  signs  are  hardly 
sufficient  to  warrant  the  diagnosis  of  manifest  tu- 
berculosis. 

The  brother,  aged  12,  presents  no  symptoms  and 
a negative  physcial,  but  has  a strongly  marked 
Mantoux  test. 

THIRD  FAMILY  (Blackburns.) 

Three  children: 

(1)  Louis,  aged  6,  is  brought  in  because  of  con- 
tact with  his  father,  who  has  been  at  a local  sana- 
torium for  treatment  of  pulmonary  tuberculosis. 
The  child  is  underweight.  He  appears  well  nourish- 
ed, but  has  a temperature  varying  from  98  to  99. 
The  Mantoux  test  is  4 plus.  X-rays  show  hilar 
changes  with  peribronchial  thickening  and  calcified 
nodes. 

(2)  Clarence,  aged  three,  has  negative  physical 
examination,  with  standard  weight;  however,  his 
Mantoux  test  is  4 plus  and  x-rays  are  suggestive  of 
hilar  involvement. 

(3)  Charlotte,  aged  ten,  has  negative  history, 
negative  physical  findings;  only  a questionable 
Mantoux  test  and  negative  x-ray  findings. 

So,  in  this  family,  two  out  of  three  children  have 
positive  evidence  of  tuberculous  involvement  from 
a tuberculous  father. 

In  the  Lujan  family,  one  child  has  died,  one  is  un- 
accounted for.  and  3 have  positive  evidences  of  tu- 
berculous infection,  following  contact  with  the 
father,  who  died  of  tuberculosis. 

In  the  McGhee  family,  both  children  show  posi- 
tive findings  of  infection  by  Mantoux,  though, 
clinically,  only  one  child  suffers  with  tuberculous 
involvement. 

FOURTH  FAMILY  (Hill). 

Three  children:  ages  3 years,  17  months  and  3 
months.  The  aunt  has  been  diagnosed  as  a case 
of  tonsillar  tuberculosis;  has  been  fond  of  the  chil- 
dren and  in  close  contact  with  them.  The  mother 
brought  in  the  oldest  child  for  examination  and 
physical  findings.  Mantoux  test  is  4 plus;  x-rays 
show  interweaving  at  apices  with  soft  shadows, 
presumably  tuberculous. 

Secoril  child,  aged  17  months,  appears  well  nour- 
ished; no  clinical  symptoms,  but  this  child  has  a 4 
plus  Mantoux  and  x-rays  plainly  show  soft  mot- 
tling. 

Third  child,  aged  three  months,  has  negative  his- 
tory, negative  Pirquet  test  and  x-ray. 

In  conclusion,  I wish  to  state  that,  al- 
though measles  and  whooping  cough  cause 
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marked  enlargement  of  bronchial  nodes  and 
peribronchial  thickening,  they  are  likewise 
the  two  most  serious  predisposing  causes  of 
childhood  tuberculosis. 

Hence,  in  any  case  of  bronchial  lymph 
node  enlargement,  the  presumptive  evidence 
is  that  of  a tuberculous  involvement  of  the 
lymph  nodes  until  proved  negative. 

HEART  SYMPTOMS  DUE  TO  THE 
EMOTIONS 
G.  WERLEY,  M.  D. 

El  Paso,  Texas. 

This  paper  will  be  confined  to  a consider- 
ation of  cardiac  symptoms  of  emotional  and 
functional  origin.  In  one  half  of  all  patients 
that  I have  examined  because  either  they  or 
some  physician  feared  organic  heart  disease, 
I have  been  unable  to  find  convincing  evi- 
dence to  support  such  a diagnosis.  A large 
part  of  errors  are  due  to  wrong  interpreta- 
tion of  symptoms.  A few  examples  will  il- 
lustrate: 

A small  child  is  found  to  have  an  irregular 
heart  and  organic  disease  is  suspected.  On 
examination  we  find  that  the  heart  is  rapid 
on  inspiration  and  slows  markedly  on  ex- 
piration. We  all  know,  but  do  not  always  re- 
member, that  this  is  sinus  arrhythmia  due 
to  the  vagus  and  has  nothing  to  do  with  or- 
ganic disease. 

A woman,  aged  43,  was  seen  April  29,  1929.  She 
complained  of  pain  about  her  heart,  aching  in  her 
left  shoulder,  shortness  of  breath,  and  indigestion. 
She  said  that  her  heart  jumped  and  seemed  to  turn 
over.  She  had  a short  dry  cough,  was  extremely 
nervous,  and  could  not  sleep.  The  heart  and  gener- 
al examination  was  negative.  Fluroscopic  exami- 
nation was  negative  for  pathology.  During  the 
taking  of  the  electrocardiogram  I noticed  several 
premature  beats  and  that  the  cough  immediately 
followed  these  beats.  As  we  all  know,  premature 
beats  are  harmless.  In  this  case,  no  doubt,  the  over- 
distended left  auricle,  during  the  pause  folllowing 
the  premature  beat,  pressed  on  sensory  nerves  and 
caused  the  cough.  The  other  symptoms  were  due 
to  fear.  She  was  given  quinidine,  3 grains  twice  a 
day.  She  returned  in  two  weeks  very  much  im- 
proved, due  mostly,  I believe,  to  the  fact  that  her 
fears  had  been  dispelled  by  an  explanation  of  the 
nature  and  harmlessness  of  her  symptoms. 

A man,  aged  47,  has  for  30  days  noticed  a sensa- 
tion like  a bubble  of  gas,  starting  below  the  heart 
and  going  rather  slowly  up  the  left  side  of  the 
sternum  into  the  neck.  There  is  a sensation  of 
tightness  over  the  stomach  and  he  belches  a great 
deal.  He  has  shortness  of  breath  on  going  up 
stairs,  but  no  pain.  He  fears  heart  trouble.  Neither 
the  history  nor  the  physical  examination,  neither 
the  x-ray  nor  electrocardiogram  gave  us  any  clue 
to  an  explanation. 

His  doctor  had  him  off  tobacco  without  result.  I 
told  him  to  go  home,  eat  a good  meal,  smoke  three 
or  four  cigars  and  return  in  three  hours.  I then  had 
him  exercise  and,  on  sitting  down,  I caught  several 
premature  beats.  I then  tried  the  electrocardio- 
graph and  with  every  premature  beat  he  would 
say,  “There  is  the  bubble  again.”  His  doctor  was 


advised  to  give  him  quinidine  and,  at  last  reports, 
he  has  been  much  better. 

Here  we  see  false  cardiacs  in  the  making. 

The  following  case  was  more  fully  devel- 
oped : 

Mrs.  B.,  aged  34  years,  was  seen  March  11,  1930, 
because  of  pain  over  the  heart,  going  to  the  left 
neck,  shoulder,  and  arm,  and  also  in  the  back  be- 
tween the  shoulders.  She  had  dyspnea  on  walk- 
ing, and  palpitation,  which  was  attributed  to  gas 
on  the  stomach.  She  was  afraid  to  eat  because  it 
aggravated  her  symptoms. 

She  had  the  Spanish  influenza  in  1918  and  pye- 
litis during  her  first  pregnancy.  Fourteen  years 
ago  she  had  rheumatism  and  one  year  ago  she  had 
a tonsillectomy.  Three  years  ago  a lump  was  re- 
moved from  her  right  breast.  With  the  exception 
of  nervousness  and  palpitation  she  has  been  quite 
well. 

December  13,  1929,  her  second  child  was  born. 
Everything  ran  the  usual  course  until  the  twelfth 
day.  Then,  while  lying  in  a cramped  position  and 
nursing  the  baby,  she  suddenly  felt  a sharp  pain 
in  her  groin,  and  then  a choking  sensation,  and  then 
she  fainted.  The  nurse  said  that  the  pulse  jumped 
suddenly  to  160  and  the  respirations  were  32.  The 
heart  rate  maintained  the  same  rate  of  160  for  a 
week,  during  which  time  she  was  very  nervous  and 
sleepless.  After  the  attack  she  developed  a phle- 
bitis in  the  right  leg.  The  attending  physician  felt 
that  Mrs.  B.  had  suffered  embolism  of  the  coronary 
artery,  and  informed  the  family  that  the  situation 
was  very  serious.  The  pain  about  the  heart  and 
other  symptoms  subsequent  to  the  attack  were  at- 
tributed to  cardiac  infarct.  Naturally  she  became 
alarmed  and  constantly  feared  heart  failure  and 
death. 

Examination  showed  many  caps  and  fillings  in 
the  teeth  and  considerable  pyorrhea;  acne  quite 
marked;  thyroid  normal;  all  heart  sounds  well  pro- 
duced and  of  normal  intensity;  no  murmurs;  an 
occasional  premature  beat.  Arch  5 cm.  wide;  heart 
border  8.5  cm.  to  left  and  3 cm.  to  right.  No  edema 
in  lungs  or  elsewhere,  no  cyanosis.  Liver  not  pal- 
pable; some  tenderness  to  pressure  over  gallblad- 
der. Pain  goes  upward.  Chest  tender  over  second 
and  third  left  ribs  arteriorly.  X-ray  of  heart  showed 
it  normal  in  size  and  shape.  Graham  test  gave 
marked  delay  in  emptying  of  the  gallbladder,  which 
appeared  atonic  and  suggested  old  cholecystitis. 
X-ray  of  teeth  negative  for  abscesses.  There  was 
marked  general  alveolar  absorption.  The  blood 
count  was  normal.  Hemoglobin,  85  per  cent;  basal 
metabolism,  7 per  cent.  Electrocardiogram  was 
normal.  Wassermann  negative. 

Discussion : This  rather  extensive  exam- 
ination was  made  in  order  to  settle  definite- 
ly the  question  of  heart  disease.  When  a 
patient  comes  convinced  that  she  is  suffer- 
ing with  a serious  heart  ailment,  mere  asser- 
tion that  she  has  a good  heart  will  not  cure 
her. 

Pain  about  the  heart,  going  to  the  left 
neck,  shoulder  and  arm,  suggests  angina 
pectoris.  This  patient  had  rheumatism 
fourteen  years  ago,  which  might  have  left 
a damaged  heart.  She  has  palpitation  and 
dyspnea  on  walking  and  gas  on  the  stom- 
ach, all  symptoms  of  heart  disease.  The 
heart  was  under  suspicion  before,  but  in  De- 
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cember,  1929,  she  suffered  a sudden  heart 
attack  with  pulse  rate  of  160,  syncope, 
marked  dyspnea,  prostration,  sleeplessness, 
cyanosis  and  pain  about  the  heart.  The 
doctor  suspected  coronary  embolism.  Could 
it  have  come  from  incipient  crural  phlebitis  ? 
Could  there  be  coronary  sclerosis?  The  at- 
tack began  with  pain  in  the  leg. 

When  a heart  with  normal  rate  suddenly 
jumps  to  160  and  maintains  that  rate  stead- 
ily, we  are  certain  that  it  is  due  to  par- 
oxysmal tachycardia.  Paroxysmal  tachycar- 
dia sometimes  occurs  after  acute  coronary 
obstruction.  Syphilis  with  plastic  closure 
of  a coronary  artery,  is  also  to  be  considered 
as  a possibility. 

We  are  dealing  with  a nervous,  highly 
emotional  patient.  That  does  not  exclude  or- 
ganic disease.  A clot  from  the  leg  could  not 
reach  the  aorta  and  coronaries,  because  it 
would  not  be  able  to  pass  through  the  lungs. 
I know  of  no  case  of  cardiac  infarct  due  to 
paroxysmal  tachycardia.  Can  we  have 
sclerosis  of  the  coronaries  in  the  early  thir- 
ties? A man  aged  39,  who  died  of  cardiac 
infarct,  showed  marked  coronary  sclerosis 
at  postmortem.  The  normal  electrocardio- 
gram does  not  exclude  acute  coronary  ob- 
struction. 

I think  that  this  case  shows  the  necessity 
of  extreme  caution  in  weighing  evidence  be- 
fore drawing  conclusions.  While  she  has  a 
history  of  rheumatism  which  might  cause 
coronary  disease,  the  attack  was  indefinite 
and  the  pain  in  the  shoulder  might  have 
been  due  to  neuritis.  Her  pain  about  the 
heart  and  in  the  left  arm  was  constant  from 
day  to  day  and  not  sudden  and  of  short  du- 
ration, Ijke  true  angina  pectoris  due  to  cor- 
onary disease.  Palpitation  and  rapid  heart 
are  not  symptoms  of  angina,  as  a rule.  Gen- 
erally the  heart  is  slow  and  steady  and  the 
pressure  high  during  the  attack.  Paroxysmal 
tachycardia  does  not  initiate  cardiac  infarct. 
It  may  follow  it. 

This  woman  has  two  healthy  babies  and  a 
negative  Wassermann.  That  is  against 
syphilis.  X-ray  shows  an  aorta  of  normal 
shape,  width,  and  density.  Generally  with 
coronary  sclerosis  there  is  evidence  of  aor- 
tic sclerosis.  Nearly  all  of  her  symptoms 
can  be  accounted  for  by  emotional  factors. 
The  role  of  the  emotions  as  a cause  of  heart 
symptoms  will  be  discussed  later. 

When  it  was  explained  that  the  evidence 
for  organic  disease  was  entirely  unconvic- 
ing,  she  began  to  improve.  Some  of  her 
worst  teeth  were  extracted  and  the  rest  giv- 
en attention.  A diet  was  prescribed  for  her 
gallbladder,  and  luminal  for  sleep,  with 
quinidine  to  steady  the  heart.  She  was  as- 
sured that,  should  her  tachycardia  return, 


we  possess  remedies  to  control  and  prevent 
it. 

After  spending  the  summer  on  the  coast, 
she  returned  much  improved,  nervously 
composed,  free  from  pain,  and  convinced 
that  she  has  a good  heart.  The  case  shows 
how  cardiac  symptoms  of  a quite  innocent 
nature,  when  misunderstood  and  misinter- 
preted, may  start  a fear  complex  with  more 
and  more  heart  symptoms. 

Mrs.  L.  R.,  aged  50,  was  seen  May  17,  1930.  For 
the  last  four  months  she  has  had  almost  constant 
pain  over  the  heart  and  sternum,  which  is  made 
worse  op  stooping.  There  is  some  pain  in  the  left 
arm.  These  symptoms  are  made  worse  on  walking 
rapidly  and  she  gets  cold  during  the  attacks.  Some- 
times the  pain  comes  at  night;  for  the  last  month 
it  is  worse  on  talking.  Worry  nearly  always  pre- 
cedes the  pain.  The  pain  is  not  made  worse  by 
physical  activity  during  the  attack.  She  had 
similar  trouble  20  years  ago,  after  her  first  baby 
was  born.  At  that  time  she  went  to  the  mountains 
and  got  worse.  The  pain  has  never  been  unbear- 
able. 

She  is  irritable,  despondent  at  times,  and  cries  a 
great  deal.  She  recently  inherited  valuable  prop- 
erty, which  the  government  of  Mexico  is  trying  to 
take  away  from  her.  Her  father  died  suddenly  at 
58,  of  angina  pectoris. 

Examination  shows  a woman  of  good  muscula- 
ture and  youthful  appearance,  5 feet  3 inches  in 
height,  weight  155  pounds.  Eye  and  knee  reflexes, 
active.  No  goiter.  Blood  pressure  110/84.  Heart 
sounds  all  well  produced  and  of  normal  intensity. 
No  murmurs. 

Fluoroscopic  examination  of  the  chest  and  the 
heart  is  negative  for  pathology.  The  electrocardio- 
gram is  normal  in  every  way.  Hemoglobin  85  per 
cent.  Wassermann  negative. 

While  the  physical  examination  discloses 
no  pathology,  still  the  possibility  of  coro- 
nary sclerosis  cannot  be  dismissed  in  a per- 
son of  50.  The  father  died  of  angina  at  58. 
She  is  emotional  and  gets  cold  during  the  at- 
tacks and  they  are  not  brought  on  by  ex- 
ercise, but  worry  may  precipitate  true  an- 
gina. 

Recently,  S.  A.  Levine,  of  Harvard,  tested 
with  adrenalin  thirteen  cases  of  undoubted 
angina  attacks.  Pain  came  on  within  half 
an  hour.  The  result  of  adrenalin  in  my  case 
was  entirely  negative.  So  the  evidence 
points  to  emotional  or  vaso-motor  angina  so 
far,  but  coronary  sclerosis  may  supervene 
later.  I think,  on  the  whole,  that  the  heart 
symptoms  are  of  emotional  origin  due  to  her 
father’s  sudden  death  and  her  business  and 
other  worries.  She  was  given  a low  choles- 
terol, low  fat,  low  proteid  diet  in  the  hope  of 
preventing  coronary  sclerosis,  and  the  harm- 
lessness of  her  present  symptoms  was  fully 
explained. 

C.  F.  B.,  an  ex-service  man,  age  31,  was  first 
seen  in  May,  1925.  He  complained  of  pain  about  the 
heart,  knife-life  in  character,  constriction  of  the 
chest,  choking  sensation,  and  pain  down  the  left 
arm.  The  attacks  came  on  suddenly  and  the  pain 
was  very  severe. 
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He  was  gassed  in  France  in  June,  1918,  and  was 
sent  to  the  hospital,  where  a diagnosis  of  mitral 
stenosis  and  angina  pectoris  was  made.  He  re- 
mained there  until  February  1919,  when  he  was 
discharged  with  the  same  diagnosis,  and  was  told 
by  the  ward  surgeon  that  he  would  never  be  able 
to  run  again. 

My  examination  showed  no  sign  whatever  of  or- 
ganic heart  disease.  His  response  to  exercise  was 
normal.  All  laboratory  tests  negative. 

He  was  seen  again  Nov.  15,  1927:  all  physical 
signs  negative.  He  was  still  having  attacks  every 
week  or  two  and  more  severe;  he  was  very  ner- 
vous and  sleepless. 

A few  days  later  he  came  to  the  office  with  pain 
in  the  heart  and  going  down  the  left  arm.  He  said 
that  it  had  been  almost  continuous  for  four  days. 
He  was  stooped  over,  holding  and  rubbing  his  arm, 
and  seemed  in  great  distress.  I gave  him  1/50  gr. 
of  nitroglycerin  sublingually,  and  in  a few  minutes 
the  pulse  fell  from  120  to  96  and  he  got  relief.  He 
was  last  seen  Oct.  9,  1929,  again  in  the  office.  His 
pain  had  continued  for  a week.  The  pain  had  the 
usual  distribution.  The  muscles  of  the  left  face 
were  spastic,  the  left  arm  and  hand  cold  and  numb, 
the  fingers  white,  and  the  hand  cramped,  with  in- 
ability to  relax  it.  Pinching  the  skin  produced  no 
pain.  He  said  that  the  pain  in  his  chest  was  deep 
seated  and  felt  like  the  pulling  of  a hook  in  his 
heart.  So  far  as  the  pain  is  concerned,  the  pic- 
ture in  many  ways  is  that  of  angina  due  to  coron- 
ary disease.  There  was  relief  by  nitroglycerin. 

Coldness  and  numbness  and  even  anes- 
thesia of  the  arm,  may  occur  in  true  angina. 
The  sudden  onset  is  also  characteristic.  That 
he  actually  suffers  cannot  be  questioned.  I 
do  not  believe  that  he  is  malingering,  though 
muscular  cramps  and  anesthesia  belong  to 
hysteria  at  times.  I believe  that  almost  all 
of  his  symptoms  are  of  emotional  origin. 

Against  angina  due  to  organic  heart  dis- 
ease are:  (1)  No  physical  sign  of  heart  dis- 
ease. (2)  His  age:  aortic  insufficiency  is 
about  the  only  cause  of  angina  under  32 
years  of  age.  (3)  Cardiogram  is  normal. 
(4)  The  very  prolonged  attacks.  Such  pro- 
longed pain  might  be  due  to  cardiac  infarct, 
but  that  could  not  happen  so  often.  (5)  Pa- 
tients with  true  angina  are  seldom  seen  in 
the  office.  Walking,  and  even  moving, 
makes  it  worse.  Emotionalism  and  coronary 
sclerosis  do  not  often  go  together.  So  I think 
this  is  a case  of  heart  symptoms  without 
heart  disease.  Ten  years  is  a long  time  for 
such  severe  symptoms  to  continue  if  due  to 
coronary  dclejrosis.  At  prestent,  he  looks 
much  better  and  I have  heard  of  no  more  at- 
tacks. 

Mrs.  X,  age  34,  was  seen  Aug.  19,  1930,  com- 
plaining of  shortness  of  breath,  a smothering  feel- 
ing, inability  to  sleep  except  when  propped  up 
straight,  dizziness,  and  fainting  spells.  She  says 
that  at  times  she  is  just  a nervous  wreck,  almost 
maniacal  and  feels  like  jumping  in  the  river.  Fol- 
lowing worry,  fright  or  overwork,  she  has  spells 
with  her  heart  which  begin  with  a pain  as  though 
she  had  been  hit  in  the  epigastrium.  This  pain  goes 
up  over  the  heart  and  into  the  left  shoulder  and 
mid-scapular  region  and  down  the  whole  left  arm. 


The  pain  seems  to  be  inside  the  body.  The  first 
symptom  is  always  lack  of  air  and  the  chest  feels 
as  though  it  would  burst.  After  the  attack  she 
often  vomits  and  has  crying  spells.  The  hands  and 
feet  get  icy  cold  and  the  lips  and  nails  are  blue.  She 
is  alarmed  and  fears  death  in  an  attack.  Sometimes 
amyl  nitrate,  nitroglycerine,  or  morphine,  gives 
relief;  at  other  times  they  have  no  effect. 

Her  physician  has  told  her  that  she  has  genuine 
angina  pectoris,  and  to  lie  perfectly  still,  as  even 
turning  over  might  cause  death.  However,  she  has 
ridden  five  miles  to  see  me  when  in  an  attack 
and  has  talked  over  the  phone  during  other  attacks, 
with  no  ill  effect.  She  says  that  eating  peppers  or 
cabbage  or  other  heavy  food,  gives  relief.  She 
talks  excitedly  and  gives  a very  vivid  description 
of  her  symptoms. 

She  has  never  been  well  since  an  attack  of  scar- 
latina at  14  years  of  age.  She  was  delicate  as  a 
child  and  could  not  stand  the  summers  in  New  Or- 
leans. So  she  was  sent  to  the  Alps,  but  could  not 
breathe  at  high  altitudes.  She  was  in  bed  for  sev- 
eral weeks  with  inflammatory  rheumatism  when  7 
years  old.  Some  twelve  or  fourteen  years  ago  she 
spat  blood  for  a long  time  and  was  told  that  she 
had  tuberculosis  and  could  not  live  for  more  than 
six  months.  Our  specialists  in  El  Paso  were  un- 
able to  confirm  this  diagnosis.  Some  six  years  ago 
she  had  abdominal  pain  and  other  symptoms  and 
was  examined  thoroughly,  including  an  x-ray  study 
of  the  digestive  tract.  She  was  told  that  she  has 
gastric  ulcer,  gallstones,  fixation  of  the  appendix, 
and  tuberculosis  of  the  fallopian  tubes,  and  that  she 
would  need  several  separate  operations  to  cure  her. 
It  was  finally  discovered  that  she  was  three  months 
pregnant  and  she  got  better  without  operation. 
During  another  illness  she  was  told  that  she  had  a 
blocked  ureter.  On  another  occasion  an  abdominal 
exploratory  operation  was  attempted,  but  she  went 
“dead  away”  and  no  incision  was  made. 

She  does  the  housework  and  cooks  for  a husband 
and  four  children  and  is  very  active  except  when 
sick.  Her  father  died  of  apoplexy.  Her  mother  is 
living  and  well  at  74. 

She  weighs  117  pounds  and  does  not  gain  or  lose. 
She  has  no  goiter.  Blood  pressure  is  120/80;  heart 
rate,  80.  The  heart  is  normal  in  size  and  shape 
and  there  are  no  murmurs  or  other  signs  of  heart 
disease.  Fluoroscopic  examination  discloses  no 
pathology  in  the  heart  or  lungs.  X-ray  of  the  diges- 
tive tract  shows  gallbladder  stasis  rather  marked 
but  no  stones.  Electrocardiogram  normal. 

Discussion:  We  are  struck  at  once  by  the 
fact  that  there  is  a great  poverty  of  phy- 
sical signs  compared  with  all  the  serious  ail- 
ments that  have  been  discovered.  How  can 
we  account  for  her  symptoms  ? Has  she  true 
angina  pectoris  due  to  coronary  disease? 
She  has  pain  of  that  type  and  a very  good 
doctor  is  convinced  that  such  is  her  ailment. 
Her  pain  has  yielded  to  nitroglycerin,  and 
she  has  had  scarlatina  and  inflamma- 
tory rheumatism,  which  may  cause  coronary 
disease.  Syphilis  with  plastic  closure  of  the 
coronaries  could  be  present. 

On  the  other  hand  she  has  had  other  ail- 
ments, apparently,  of  a very  serious  nature, 
which  subsequently  were  not  confirmed.  At 
times  morphine  in  repeated  doses  has  failed 
to  control  her  pain.  I have  never  seen  or 
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heard  of  it  entirely  failing  in  organic  an- 
gina pectoris.  Her  attacks  begin  with 
dyspnea.  Angina  begins  with  pain  and  it 
generally  is  accompanied  by  rigidity  of  the 
chest  and  momentary  inability  to  breathe. 
I have  seen  her  in  an  attack  and  injected 
morphine  which  gave  relief  before  it  could 
have  had  effect,  I believe,  because  her  fears 
are  dissipated.  Is  she  a malingerer?  Not  at 
all,  in  my  opinion.  There  is  a real  cause  for 
all  of  her  symptoms,  but  it  is  not  to  be  found 
in  organic  disease.  The  emotional  element 
in  her  case  stands  out  above  all  else  and  is 
the  starting  point  of  her  perplexing  symp- 
toms. 

The  emotions,  such  as  anger,  fear  and 
rage,  arouse  the  mechanism  of  self  defense 
and  lie  deepseated  in  the  primitive  brain. 
Cannon  and  his  associates  have  shown  that 
the  decerebrated  cat  will  show  fight  and 
the  expressions  of  anger  and  self  defense, 
such  as  growling,  showing  of  teeth,  putting 
out  the  claws  and  bristling  of  the  tail,  im- 
mediately on  coming  out  of  anesthesia. 

The  emotional  center  lies  in  the  hypothal- 
amus, and  here  and  in  the  thalamus  all  sen- 
sations are  relayed  before  going  to  the  cere- 
brum. The  higher  brain  centers  ordinarily 
exert  an  inhibitory  effect  upon  the  emo- 
tional center,  but  under  great  excitement 
this  inhibition  is  overcome  and  the  mechan- 
ism of  self  protection  and  defense  comes  into 
full  play.  The  outward  expression  may  be 
suppressed  but  the  inward  preparation  for 
defense  goes  on.  The  sympathetic  nervous 
system  becomes  highly  excited,  the  pulse 
rate  is  increased,  the  blood  reserve  in  the 
liver,  spleen  and  splanchinic  areas,  is  thrown 
into  the  circulation,  the  adrenals  are  stimu- 
lated, the  arterioles  are  contracted,  the  blood 
pressure  raised,  the  speed  of  the  blood 
stream  quickened,  the  sugar  stored  in  the 
liver  is  mobilized,  and  the  blood  sugar 
greatly  increased,  while  gastic  secretion 
stops  and  peristalsis  is  suspended.  Thus  we 
see  that  the  viscera,  which  are  entirely  be- 
yond voluntary  control,  are  reached  and 
profoundly  affected  by  the  emotions.  These 
facts  enable  us  to  trace  the  genesis  of  many 
obscure  symptoms.  We  are  here  principally 
interested  in  visceral  pain,  especially  in  blood 
vessels. 

From  the  time  when  Harvey  touched  and 
handled  the  ectopic  heart  of  the  young 
Count  of  Montgomery  and  found  it  insensi- 
tive so  far  as  he  could  determine,  up  to  mod- 
ern times,  the  internal  viscera  have  been 
thought  to  be  insensitive.  But  more  recent 
experiments  demonstrate  that  they  are 
sensitive  to  adequate  stimulation.  Most  of 
the  hollow  viscera,  and  especially  the  blood 
vessels,  are  painful  to  stretching,  overdis- 


tention and  overcontraction.  Puncture  of  a 
vein  is  painful,  puncture  of  an  artery  still 
more  so.  Ligation  of  arteries  is  very  pain- 
ful at  times.  Spasm  of  blood  vessels  is 
painful,  as  seen  in  Reynard’s  disease  and 
intermittent  claudication.  The  pain  of  chron- 
ic arthritis,  in  some  cases,  has  been  found 
due  to  arterial  spasm  and  has  been  relieved 
by  sympathetic  ganglionectomy,  resulting 
in  improved  circulation  and  relief  from  pain. 

The  weight  of  evidence  points  to  coronary 
spasm  as  the  cause  of  angina  pectoris.  The 
Coffey  operation  of  removing  the  superior 
sympathetic  ganglion  has  cured  angina  pec- 
toris. This  ganglion  has  no  sensory  nerves. 
It  is  purely  motor  and,  hence,  the  effect  of 
its  removal  can  be  only  one  thing  and  that 
is  to  lessen  contraction  of  the  coronaries, 
the  overcontraction  of  which  is  painful.  Re- 
cent experiments  of  passing  a ligature  about 
the  coronary  artery  in  dogs,  and  pulling  on 
it,  give  all  the  evidence  of  severe  pain  and 
also  cause  limping  in  the  left  front  leg,  in- 
dicating the  same  distribution  of  the  pain 
as  in  angina  pectoris  in  man. 

Now  to  go  back  to  the  emotions  and  our 
cases.  It  makes  no  difference  if  a highly 
sensitized  coronary  artery  becomes  spastic 
because  of  an  emotion  or  because  of  an 
overloaded  stomach  or  physical  exertion. 
The  symptoms  are  much  the  same  except 
for  the  emotional  element  or  its  absence. 
Even  in  true  angina  due  to  coronary  sclero- 
sis, the  attack  may  be  precipitated  by  emo- 
tional excitement.  John  Hunter,  who  had 
severe  angina  for  twenty  years,  often  re- 
marked that  his  life  was  in  the  hands  of  any 
rogue  who  chose  to  anger  or  plague  him. 

That  which  has  been  said  about  the  heart, 
applies  to  the  other  viscera,  because  the 
mechanism  of  pain  in  them  is  the  same. 
Contraction,  overdistention,  pressure  and 
pulling,  cause  pain  and  the  result  is  very 
similar  whether  these  conditions  are  brought 
about  by  local  or  organic  disease  or  by  over- 
action of  the  sympathetic  nervous  system 
under  the  drive  of  the  emotions.  It  is  the 
same  mechanism  that  is  brought  into  play, 
just  as  the  fire  department  responds  to  a 
false  alarm  as  promptly  as  to  a great  con- 
flagration. 

Our  efforts  in  treatment  must,  therefore, 
be  directed  to  tracing  the  source  of  the 
alarm  and  the  removal  of  its  cause.  This 
is  sometimes  easy,  as  in  the  first  cases  re- 
cited in  this  paper.  The  frightened  adult  is 
no  different  than  the  frightened  child,  he 
must  be  shown  that  there  is  no  danger.  If 
the  symptoms  are  of  emotional  origin  they 
will  disappear  when  all  fear  has  been  dis- 
pelled and  the  causes  for  emotional  storms 
have  been  removed. 
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The  first  thing  is  a thorough  examination 
that  convinces  the  patient  that  no  stone  has 
been  left  unturned,  and  that  no  dire  danger 
still  lurks  hidden  somewhere.  A good  his- 
tory, going  into  every  detail,  a complete 
physical  examination,  laboratory  tests  and 
especially  x-ray  studies  and  an  electrocar- 
diogram, help  greatly  in  carrying  conviction 
that  no  tumor,  ulcer,  aneurysm,  or  the  like, 
has  been  overlooked.  The  genesis  of  the 
heart  symptoms  must  be  explained  with  ab- 
solute frankness  and  all  questions  answered 
honestly.  Any  evasion  will  lead  to  tha  idea 
that,  after  all,  the  trouble  is  so  bad  that 
you  dare  not  tell  the  truth. 

Digitalis  should  not  be  given  for  two  rea- 
sons: (1)  because  the  heart  is  sound  and  it 
can  have  no  good  effect  in  any  way;  (2)  giv- 
ing digitalis  increases  the  patient’s  convic- 
tion that  he  ready  has  a bad  heart. 

Quinidine  to  regulate  the  cardiac  rhythm 
does  good  because  it  helps  to  remove  one 
cause  of  fear,  the  premature  beats.  But  we 
must  remember  that,  in  cases  such  as  have 
been  disucssed  in  this  paper,  the  whole 
trouble — the  dyspnea  ; rapid,  irritable  heart ; 
weakness  and  exhaustion ; the  cold  hands 
and  feet ; and  even  the  cardiac  pain  simulat- 
ing angina  pectoris — is  due  to  the  defensive 
mechanism  brought  into  play  by  the  sym- 
pathetic system  and  primarily  aroused  by 
the  emotions.  The  moment  that  we  get  rid 
of  fear  the  patient  is  cured. 


CASE  OF  MASTOIDITIS,  MENINGITIS 
AND  BRAIN  ABSCESS 
(CASE  REPORT) 

JOHN  J.  McLOONE.  M.  I).,  F.A.C.S. 

Phoenix,  Ariz. 

(Present  at  the  Staff  Meeting  of  St.  Joseph’s 
Hospital,  Phoenix,  Nov.  10,  1930.) 

Male,  aged  21,  admitted  to  St.  Joseph’s  Hospital 
for  the  first  time  February  6,  1930,  for  operation 
on  account  of  a subacute  mastoiditis.  A semi- 
radical mastoid  operation  was  done  at  this  time. 
As  hearing  was  reduced  to  the  minimal,  and  on  ac- 
count of  certain  pathological  characteristics  of 
chronicity  disclosed  previous  to  and  at  the  time  .of 
operation,  the  patient  was  advised  to  have  a radical. 
However,  since  he  was  very  desirous  of  maintain- 
ing even  a very  small  amount  of  hearing,  a compro- 
mise procedure  was  agreed  to  and  the  above  de- 
scribed operation  was  done. 

The  cortex  was  found  to  be  very  much  thickened. 
The  mastoid  was  mostly  of  the  sclerotic  type,  with 
few  pneumatic  cells.  Bone  necrosis  was  encoun- 
tered in  both  the  superficial  and  deeper  mastoid 
areas.  The  antrum  was  located  high  and  deep  in 
the  mastoid  structure.  I refer  to  these  pathological 
characteristics  in  order  to  clarify  the  subsequent 
course  of  this  case.  The  above  findings  are  prima 
facie  evidence  of  chronicity  and  are  very  frequently 
the  forerunners  of  grave  sequelae.  It  might  be 
added  that  the  patient  had  an  abscess  in  the  right 
middle  ear  when  a child  of  two  years.  He  had  a 
similar  attack  of  otitis  media  in  the  same  ear,  for 
which  I treated  him,  two  years  ago. 


Following  the  mastoid  operation,  for  a month 
after  patient  left  hospital,  the  middle  ear  was  dry 
and  the  postauricular  wound  was  making  a satis- 
factory healing.  There  reoccurred,  however,  some 
discharge  from  the  middle  ear.  On  April  26,  1930, 
he  came  to  the  office  complaining  of  a very  severe 
headache.  The  cerebral  pains  were  not  referred  to 
any  definite  locality  but  were  more  or  less  general- 
ized. The  head  pains  became  more  and  more  ag- 
gravated and  he  was  readmitted  to  St.  Joseph’s 
Hospital  on  April  28th. 

Examination:  Patient  was  extremely  ill  and  rest- 
less and  complained  of  severe  pain  in  parietal  and 
occipital  regions.  Pupils  reacted  to  light  and  ac- 
commodaton.  He  was  very  much  nauseated  and 
vomited  frequently.  Ophthalmoscopic  examination 
was  negative  at  this  time.  General  physical  con- 
dition revealed  no  other  abnormalities. 

There  was  a small  amount  of  non-pulsating  dis- 
charge coming  from  a medium-sized  perforation  of 
right  drumhead  in  its  lower  anterior  quadrant.  The 
operative  wound  showed  some  drainage  following 
probing  as  far  as  the  antral  cavity.  The  culture 
taken  from  aural  secretion  showed  the  offending 
organisms  to  be  streptococcus  and  staphylococcus. 
Temperature  was  103.8.  Pulse  90.  Respiration 
20.  The  temperature  ranged,  in  the  early  part  of 
his  present  illness,  from  100  to  102.3  and  pulse  80 
to  90. 

Laboratory  examination:  The  urine  showed  a 

trace  of  albumin  and  a few  pus  cells.  Spinal  punc- 
ture was  done  immediately  after  admission.  It 
was  found  to  be  under  increased  pressure,  con- 
tained 760  cells  per  cubic  centimeter  and  showed  a 
hemolytic  streptococcus.  Spinal  punctures  were 
done  about  every  other  day  as  cerebral  symptoms 
indicated. 

On  May  2nd,  the  fifth  day  after  admission  to  hos- 
pital, the  spinal  fluid  was  found  to  be  under  great- 
ly increased  pressure  and  contained  1700  cells  per 
cubic  centimeter.  The  blood  picture  was  not  in 
keeping  with  the  severity  of  the  illness  except  that, 
on  the  29th,  his  third  day  in  the  hospital,  the 
leukocytes  reached  19,400  with  87  per  cent  polys. 
On  the  second  of  May,  the  fifth  day  in  the  hospital, 
the  leukocyte  count  was  14,800,  with  86  per  cent 
polys.  Hemoglobin  80  per  cent.  Other  counts  re- 
corded showed  a lower  leukocytosis  but  an  increase 
in  polys. 

Dr.  Kingsley,  who  acted  as  neurological  con- 
sultant, concurred  in  the  diagnosis  of  septic  men- 
ingitis and  it  was  thought  wise  first  to  combat  the 
meningeal  involvement,  hoping  thereby  that  a lo- 
calization of  a probable  abscess  might  ensue.  A 
blood  transfusion  was  given  the  patient  on  the  day 
of  admission  and  another  on  the  fifth  day.  The  sec- 
ond donor  had  been  immunized  with  an  autog- 
enous vaccine  made  from  the  spinal  fluid  of  the 
patient.  The  vaccine  contained  hemolytic  strep- 
tococcus. A polyvalent  streptococcus  serum  was 
injected  into  the  spinal  canal  after  removal  of  fluid. 

The  condition  of  patient  remained  practically 
unchanged  until  May  7th,  which  was  his  tenth  day 
in  the  hospital.  At  this  time,  examination  showed 
that  the  right  pupil  was  still  larger  than  the  left. 
However,  both  pupils  reacted  to  light  and  accom- 
modation. There  was  a slight  amount  of  neck 
rigidity  remaining.  There  were  no  pathological  re- 
flexes present  and  the  Kernig’s  sign  was  much 
less  marked.  The  temperature,  until  following  the 
operation,  ranged  from  normal  to  100.8.  Pulse 
dropped  to  70. 

Ophthalmoscopic  examination:  Right  eye  dis- 
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closed  a grayish  hue  to  optic  nerve  along  the  tem- 
poral border.  There  were  no  abnormal  findings  in 
the  left  eye.  Patient  complained  of  a diplopia. 
The  diplopia  was  accounted  for  by  paresis  of  the 
third  nerve;  and  an  involvement  of  the  contracting 
fibers  of  this  same  nerve  probably  explains  the 
persistent  mydriasis.  Patient  steadily  improved 
from  this  time,  except  for  a very  slight  tempera- 
ture. The  discharge  from  middle  ear  remained 
about  the  same.  On  the  13th  of  May  all  reflexes 
were  reestablished  to  normal.  The  general  condition 
of  patient  was  satisfactory.  The  spinal  fluid  cell 
count  had  dropped  to  50  cells  per  cubic  centimeter 
and  there  had  been  an  absence  of  pathological  or- 
ganisms for  several  days. 

The  second  operation  was  done  on  the  14th  of 
May.  After  making  skin  opening,  the  previously 
operated  cavity  was  found  to  be  clean.  However, 
on  extending  incision  down  to  the  middle  ear  and 
the  aditus  ad  antrum,  these  cavities  were  found  to 
contain  considerable  necrotic  tissue.  The  ossicles 
were  destroyed  with  the  exception  of  the  head  of 
the  malleus,  which  was  bound  down  by  the  dense 
adhesions.  Just  posterior  and  internal  to  the  in- 
ner border  of  the  fallopian  canal,  was  found  a de- 
hiscence in  the  roof  of  mastoid  antrum,  3 by  2 
millimeters  in  area.  An  exposed  necrotic  dura  en- 
meshed in  granulation  was  present.  After  probing 
of  this  area,  a few  drops  of  pus  exuded.  The  rad- 
ical mastoid  operation  was  completed.  No  flaps 
were  made  and  wound  left  wide  open.  Cigaret 
drain  and  iodoform  gauze  were  inserted  into  oper- 
ated cavity.  From  this  time  on,  except  for  slight 
nausea  and  headache,  patient  made  an  uneventful 
recovery. 

The  bifocal  vision  due  to  third  nerve  involvement 
gradually  subsided  and  the  dilated  pupil  became 
normal  in  size.  Another  spinal  puncture,  done  on 
the  16th  day  of  May,  three  days  following  opera- 
tion, showed  the  fluid  to  contain  only  30  cells  to  a 
cubic  centimeter.  Another  transfusion  was  done  at 
this  time,  using  an  immunized  donor.  Before  the 
patient  left  hospital  I closed  the  operated  wound 
with  plastic  flaps.  The  middle  ear  drainage  grad- 
ually subsided  and  the  ear  was  dry  when  epidermi- 
zation  was  complete. 

In  commenting  upon  this  case,  there  was  mani- 
festly a latent  hemolytic  streptococcus  infection  in 
the  deeper  recesses  of  mastoid.  This  was  undoubt- 
edly present  for  an  indefinite  period.  This  organ- 
ism gradually  eroded  the  bony  covering  of  the  tem- 
poral lobe,  exposing  dura  and  finally  producing  an 
intrameningeal  abscess.  When  patient  was  admitted 
to  the  hospital,  the  abscess  had  advanced  far 
enough  to  rupture  into  the  cerebrospinal  circula- 
tion, which  was  evidenced  by  the  presence  of  a pur- 
ulent meningitis.  An  immediate  operation  at  this 
time  might  have  resulted  disastrously. 

Spinal  fluid  drainage  and  blood  transfusion  were 
very  important  factors  in  minimizing  the  meningeal 
symptoms  as  well  as  localizing  the  infective  focus. 
The  use  of  blood  from  an  immunized  donor,  or  one 
recently  recovering  from  a hemolytic  streptococcus 
infection,  is,  I believe,  a valuable  adjunct  in  the 
treatment  of  this  type  of  disease. 

DISCUSSION 

DR.  SCHWARTZ:  Statistics  show  about  80  per 
cent  of  brain  abscesses  are  caused  by  infection  from 
the  middle  ear  and  mastoid  process.  It  is  for  this 
reason  these  cases  are  frequently  seen  by  the  otolo- 
gist. 

A common  route  of  infection  is  by  way  of  the 
thin  plate  of  bone  that  separates  the  middle  ear 


and  mastoid  antrum  from  the  inside  of  the  cranium. 
The  infection  may  travel  through  the  various  chan- 
nels, especially  the  diploic  veins.  The  perivascular 
spaces  are  another  frequent  avenue  of  infection 
into  the  cerebral  substance.  Infective  infarcts  occur 
occasionally.  They  may  or  may  not  develop  into 
a brain  abscess.  Some  cases  with  obscure  symp- 
toms, that  get  well,  can  be  explained  by  these 
infarcts.  The  abscess  may  be  extradural  or  intra- 
dural. 

Extradural  abscesses  are  commonly  located  be- 
neath the  temporal  bone  over  the  roof  of  the  an- 
trum, or  in  the  posterior  fossa  in  the  region  of 
the  sigmoid  sinus. 

Intradural  abscesses  have  two  sites  of  predilec- 
tion in  the  temproal  lobe  and  cerebellum.  In 
Korner’s  series,  63  per  cent  occurred  in  the  tempo- 
ral lobe,  and  31  per  cent  in  the  cerebellum. 

The  most  characteristic  symptoms  are  often  en- 
tirely lacking.  Before  operation  the  symptoms  may 
be  masked  by  middle  ear  suppuration.  The  patient 
appears  sick  and  has  a mask-like  facial  expression. 
Headache  is  probably  the  most  constant  symptom. 
The  pain  is  dependent  upon  the  amount  of  intra- 
cranial pressure.  As  the  intracranial  pressure  in- 
creases, the  pain  becomes  more  severe.  Vomiting 
should  arouse  suspicion  of  an  intracranial  lesion., 
particularly  abscess.  The  mentality  is  dull,  and  rea- 
soning becomes  slow  and  difficult.  With  increase 
of  intracranial  pressure,  we  shall  have  the  charac- 
teristic syrpptoms  of  vomiting,  pain,  choked  discs, 
and  slow  pulse.  These  symptoms  are  more  com- 
mon in  brain  tumor.  Indentation  of  the  visual 
fields  is  characteristic  and  the  fields  should  be  tak- 
en daily  for  any  change.  The  field  changes  are 
due  to  the  edema  which  accompanies  the  abscess. 
Nystagmus  occurs  in  an  involvement  of  the  laby- 
rinth or  brain.  Abscess  in  the  functional  areas  gives 
rise  to  symptoms  of  definite  localizing  value.  There 
are  vast  silent  areas  that  may  harbor  extensive 
lesions  without  giving  rise  to  any  localizing  symp- 
toms. 

When  the  abscess  is  suspected  in  the  posterior 
fossa  of  midbrain,  a lumbar  puncture  is  not  ad- 
visable. The  patient  might  suddenly  stop  breath- 
ing. As  a rule,  the  number  of  cells  in  the  spinal 
fluid  is  increased.  The  treatment  is  entirely  sur- 
gical. If  a mastoid  operation  has  been  done,  the 
pathological  changes  revealed  may  suggest  what  to 
do  or  where  to  go.  It  is  well  to  become  familiar 
with  and  follow  the  refined  technic  of  the  neuro- 
surgeon. A timely  operation  and  good  technic  may 
save  a life. 

The  prognosis  is  always  grave.  The  percentage 
of  recovery  is  comparatively  small. 

In  this  particular  case,  Dr.  McLoone  is  to  be 
congratulated  upon  the  excellent  result  obtained. 


FRACTURE  OF  RIGHT  FEMUR  WITH 
SEPARATION  OF  THE  LOWER 
EPIPHYSIS 
(CASE  REPORT) 

J.  M.  GREER,  M.D. 

Phoenix,  Ariz. 

(Discussed  at  the  Staff  Meeting  of  St.  Joseph’s 
Hospital,  Phoenix,  Nov.  10,  1930). 

The  patient,  a schoolboy  aged  twelve,  was  brought 
into  St.  Joseph’s  Hospital  on  Sept.  8,  1929,  with  a 
fracture  of  the  lower  third  of  the  right  femur,  a 
puncture  wound  of  the  right  knee,  which  was 
draining  synovial  fluid.  This  condition  followed  an 
automobile  accident  which  occurred  on  Septem- 
ber 1st  near  Winslow,  Arizona.  The  car  in  which 
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the  boy  was  a passenger,  and  which  was  said  to 
have  been  going  about  eighty  miles  per  hour,  turn- 
ed over  three  times,  throwing  the  occupants  out, 
and  this  boy  was  thrown  into  a pool  of  water  which 
covered  him  entirely.  Had  it  not  been  for  the  im- 
mediate aid  of  passers-by  he  would  have  been 
drowned. 

He  was  taken,  with  the  rest  of  the  passengers, 
to  a doctor’s  office,  was  placed  on  the  floor  and 
later,  when  he  revived  somewhat,  was  placed  in  a 
chair.  When  the  doctor  came  in  he  noticed  the 
boy  slumping  down  in  the  chaw  and  his  leg,  in- 
stead of  being  in  front  of  him.  was  around  back  of 
the  chair  lee’s.  It  was  not  until  then  that  they  were 
aware  that  the  boy’s  leg  was  broken. 

Physical  Examination:  Rom  aged  twelve,  lying 

on  a board  spl'nt,  which  held  the  right  hin.  thigh 
and  leg  in  good  alignment.  There  was  marked 
swelling  of  the  right  thigh  and  knee,  with  marked 
discoloration  and  ecchymosis  and  puncture  wound 
of  the  right  knee,  from  which  was  exuding  a fluid 
resembling  synovial  fluid.  The  general  examina- 
tion was  essentially  negative  except  that  the  pulse 
was  rather  rapid  and  the  boy  looked  tired  from 
his  trip.  There  was  a pustular  eruption  on  his  face 
and  hands — probably  an  impetigo. 

The  patient  was  placed  in  a Thomas  Splint  with  a 
Pearson  attachment  and  the  thigh  and  leg  suspend- 
ed, with  the  knee  in  a flexed  position. 

X-ray,  Sept.  10.  1929,  showed  wide  separation  of 
the  fragments  of  the  femur,  and  the  proximal  frag- 
ment internal  and  anterior  to  the  distal  one.  There 
was  also  separation  in  the  epiphyseal  line  of  the 
femur,  with  some  displacement  of  the  fragment. 

Sept.  11,  Dr.  Palmer  saw  the  case  in  consulta- 
tion and  it  was  decided  to  do  an  open  reduction,  as 
it  did  not  seem  possible  to  reduce  the  femur  by  the 
closed  method  as  this  had  been  diligently  tried  in 
Winslow.  Because  of  the  condition  of  the  patient, 
it  was  decided  to  wait  a few  days  for  him  to  recu- 
perate somewhat. 

Sept.  16,  open  reduction  was  done.  There  was  a 
large  amount  of  clotted  blood  found  about  the 
ends  of  the  fragments  with  considerable  laceration 
of  the  soft  parts  and  the  muscle  tissue  between  the 
fragments,  which  prevented  the  reduction  by  the 
closed  method.  The  fracture  being  only  slightly 
oblique  and  with  rough  ends,  it  was  decided  to 
place  the  fragments  end  on  and  not  put  in  any  inter- 
nal fixation,  because  of  the  hematoma  and  the 
marked  contusion  of  soft  tissues.  The  case  was  put 
in  a cast  from  toes  to  rib  margins  and  to  the  knee 
of  the  left  side. 

Oct.  8,  x-ray  showed  fragments  in  apposition  but 
with  external  bowing  at  the  point  of  fracture.  There 
was  definite  hard  callus  along  the  inner  side  of 
the  fracture. 

Oct.  9,  patient  was  taken  out  of  the  cast  and 
put  up  in  traction  abduction. 

Oct.  10,  under  gas  anesthesia,  the  bowing  of  the 
femur  was  straightened  out  and  the  thigh  and  leg 
left  in  traction  abduction.  It  was  thought  that  it 
would  be  possible  to  hold  the  fragments  inward 
with  the  application  of  Pearson  pads.  This  method 
was  tried  for  some  time  but  without  very  much 
success.  The  wound  opened  and  a superficial  in- 
fection developed,  probably  from  the  skin  infection 
that  the  patient  had.  The  continual  adjustment  of 
the  pads  kept  continued  movement  in  the  fragments 
and  th_e  union  did  not  become  firm. 

October  29,  there  is  another  x-ray  report  and  a 
“dirty  dig’’  from  a radiologist  who  signs  himself 
“W.W.W.”:  “We  have  tried  to  secure  the  desired 


information  on  this  patient  by  means  of  a lateral 
projection  taken  with  stereoscopy.  The  only  thing 
that  we  are  able  to  determine  is  that  the  alignment 
is  good.  Bone  detail  is  obscured  by  splint  and  we 
are  unable  to  get  at  the  patient  in  a position  which 
would  permit  anteroposterior  view.  Some  other 
arrangements  will  need  to  be  made  before  we 
can  secure  roentgenograms  of  this  patient  in  the 
location  and  with  the  scaffolding  which  he  has 
around  him  at  the  present  time.” 

We  decided  to  treat  the  case  as  best  we  could 
until  the  infection  cleared  enough  to  be  safe  to  put 
in  a Steinman  nail  and,  by  means  of  skeletal  trac- 
tion, to  get  a better  alignment.  We  could  not  get 
traction  enough,  even  with  the  knee  flexed,  to  over- 
come the  bowing  bcause  of  the  separation  of  the 
lower  epiphysis. 

Nov.  30,  x-ray  roentgenograms  of  the  right 
femur,  taken  with  portable  machine,  show  the  frac- 
ture in  the  middle  portion  of  the  bone  with  consid- 
erable outward  angulation;  fragments  of  the  bone 
apparently  in  good  position,  and  there  is  evidence 
of  bony  callus  being  deposited,  although  the  point 
of  fracture  is  overlapped  with  the  rubber  pressure 
pads.  There  is  also  fracture  at  the  epiphyseal  line 
which  shows  some  increase  in  density  of  the  distal 
end  of  the  shaft,  probably  representing  attempt  at 
healing. 

Here,  again,  we  did  not  get  the  information  we 
wanted,  the  rubber  pads  being  in  the  way.  However, 
there  was  not  union  as  there  was  mobility  at  the 
site  of  fracture. 

Dec.  9,  1929.  Although  the  infection  was  not  en- 
tirely cleared  up  we  decided  not  to  wait  longer,  and 
put  a Steinman  nail  in  the  lower  end  of  the  femur 
above  the  epiphyseal  line,  put  on  fifteen  pounds 
weight,  and  in  a short  time  began  to  move  the 
knee. 

Dec.  30,  1929:  Roentgenograms  of  this  patient’s 
thigh  and  knee,  taken  with  the  mobile  x-ray  unit, 
show  good  position  and  alignment,  with  extensive 
callus  formation  along  the  internal  and  posterior 
aspect  of  the  bone,  extending  well  above  and  well 
below  the  fracture  of  the  femur.  There  is  evidence 
of  union  at  the  piphyseal  line. 

Jan.  18,  1930,  the  Steinman  nail  was  removed. 

Jan.  26,  the  leg  was  taken  out  of  the  splint. 

Jan.  29,  the  patient  was  up  in  a wheel  chair. 

Feb.  24,  1930,  patient  was  discharged.  Union 
firm,  slight  angulation  at  the  knee.  April  1,  pa- 
tient was  bearing  some  weight  but  the  knee  could 
not  be  extended  to  the  normal  potition.  May  1,  pa- 
tient was  walking  without  crutches,  knee  almost 
straight. 

Aug.  1,  1930,  patient  walking  without  limp  but 
slight  knock  knee. 


CASE  RETORT. 

F.  C.  JORDAN,  M.  D. 

Phoenix,  Ariz. 

(Presented  at  the  Staff  Meeting  of  St.  Joseph’s 
Hospital,  Phoenix,  Dec.  8,  1930). 

Male  infant,  born  in  St.  Joseph’s  Hospital,  Sep- 
tember 18th,  and  died  October  8th.  Family  history 
negative;  father  and  mother  both  well.  Wassermann 
on  mother’s  blood  was  negative.  No  brothers  nor  sis- 
ters. One  brother  died  last  year  at  age  of  three  days. 
(Death  was  due  to  enlarged  thymus.  X-ray  show- 
ed- large  thymus.  One  x-ray  treatment  was  given.  Ba- 
by *became  cyanosed  and  died  in  cyanotic  attack.) 
Record  states  that  this  second  baby  was  a normal 
delivery  but  that  the  baby  was  covered  with  pus- 
tules at  birth.  These  lesions  seemed  to  improve. 
The  baby  nursed  well  and  by  the  sixth  day  had  re- 
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gained  its  birth  weight.  On  the  sixth  day  it  was 
noticed  that  the  left  breast  was  swollen  and  red. 
This  was  opened  by  the  physician  and  a bloody 
purulent  fluid  escaped.  Culture  of  this  fluid  showed 
staphylococcus  aureus.  The  temperature  ranged 
from  99  to  100.8  degrees.  At  this  time,  the  skin 
eruption  on  the  body  had  cleared  up  except  upon  the 
buttocks.  The  drainage  in  the  breast  gradually  be- 
came less  and  had  ceased,  but  the  breast  was  still 
swollen  and  red.  The  baby  left  the  hospital  on  the 
13th  day,  apparently  in  fairly  good  condition,  al- 
though it  was  still  3M>  ounces  under  its  birth 
weight.  The  baby  seemed  to  be  doing  well  at  home 
until  the  third  day,  when  it  commenced  to  cry, 
especially  when  the  head  was  moved.  It  cried  as  if 
in  severe  pain.  There  was  some  edema  and  tender- 
ness over  the  occipital  region.  This  swelling  rapidly 
involved  the  entire  scalp,  and  the  baby  was  taken 
back  to  the  hospital.  Consultation  advised  reopen- 
ing of  abscess  in  the  breast;  also,  that  erysipelas 
antitoxin  be  given  and  free  opening  of  any  other 
abscess  which  should  occur.  There  was  a question- 
able fluctuation  in  the  occipital  temporal  region. 
Three  doses  of  erysipelas  antitoxin  were  given  at 
twelve-hour  intervals,  with  no  apparent  improve- 
ment. The  following  day,  there  was  a distinct 
fluctuation  in  the  left  occipital  temporal  region. 
This  was  freely  opened  and  a large  amount  of  thin 
bloody  sero-purulent  secretion  escaped.  This  was 
cultured,  as  well  as  the  purulent  fluid  from  the 
breast.  Both  showed  staphylococcus.  A hard  indu- 
rated cellulitis  developed  on  both  sides  of  the  neck, 
extending  around  in  front,  completely  surrounding 
the  neck  girdle.  There  wTere  no  definite  fluctuating 
areas.  One  area  seemed  a little  softer  and  was  in- 
cised, but  only  a small  amount  of  serous  fluid  es- 
caped. The  baby  commenced  to  have  clonic  con- 
vulsive seizures.  Spinal  puncture  showed  a clear 
fluid  with  some  increase  in  pressure.  There  were 
four  cells  and  no  organisms  were  found.  These 
convulsions  became  more  frequent  and  the  babe 
died  on  the  fifth  day  of  his  second  admittance  to 
the  hospital.  An  attempt  was  made  immediately 
after  death  to  obtain  a specimen  of  heart  blood  for 
culture.  This  was  unsuccessful  but  a clear  paricar- 
dial  fluid  was  obtained,  which  contained  no  organ- 
isms. 

The  autopsy  report  was  as  follows:  The  body  is 

that  of  a male  babe  showing  evidence  of  a large 
abscess  involving  the  left  breast,  which  has  been 
opened  by  incision,  and  another  abscess  under  the 
left  ear,  which  has  been  incised,  and  a large  area 
of  induration  below  the  right  ear  extending  over 
the  right  side  of  the  neck.  There  is  a thickening 
and  induration  of  the  scalp.  The  left  lung  was  re- 
moved. There  was  a small  amount  of  pleural 
fluid  present.  The  lower  lobe  showed  passive  hyper- 
emic — right  lung  very  dark  in  color— lower  lobe 
increased  in  volume  and  of  firm  consistency,  evi- 
dently a pneumonic  consolidation.  There  is  one 
large  dark  area  with  a gray  striation  just  beneath 
the  pleura.  The  thymus  shows  moderate  enlarge- 
ment, with  slight  excess  of  pericardial  fluid.  Heart 
is  normal  in  size.  The  valve  leaflets,  both  tricuspid 
and  mitral,  show  reddening  and  a slight  irregular 
roughened  appearance,  mostly  representing  an 
early  endocarditis.  The  liver  and  spleen  were  nor- 
mal. Left  kidney  pelvis  is  enlarged  with  narrowing 
of  the  cortex  of  the  kidney,  representing  a slight 
degree  of  hydronephrosis.  Sections  of  lower  lobe 
of  right  lung  show  complete  consolidation.  The 
air  vessels  filled  with  blood  cells  and  inflammatory 
exudate:  pus  cells  and  edema  with  multiple  miliary 


lesions  of  necrosis.  Septic  pneumonia.  Examina- 
tion of  the  left  ureter  shows  almost  complete  ob- 
struction of  the  lumen  at  its  junction  with  the  blad- 
der. Apparently  congenital  narrowing  and  is  the 
cause  of  the  hydronephrosis  of  the  kidney. 

Anatomical  Diagnosis:  Septic  pneumonia;  ery- 
sipelas of  scalp;  cellulitis  of  both  sides  of  neck;  ab- 
scess, left  breast;  possible  early  endocarditis. 

The  septic  pneumonia  which  was  found  at  the  au- 
topsy might  have  been  an  insufflation  process,  as 
the  baby  expectorated  similar  bloody  purulent  ma- 
terial. It  is  possible  that  the  marked  cellulitis  of 
the  neck  might  have  been  discharging  somewhere 
in  the  throat.  New-born  infants  bear  infections 
very  poorly.  For  that  reason,  our  nurseries  are  ex- 
tremely careful  to  protect  the  babies  from  colds, 
skin  infections  and  other  contagious  diseases,  for, 
not  uncommonly  these  terminate  fatally.  It  would 
seem  that  this  was  a blood-borne  infection.  Just 
where  the  staphylococcus  first  gained  entrance  is 
problematical.  The  septic  pneumonia,  beginning  en- 
docarditis, widely  separated  absceses,  would  warrant 
a diagnosis  of  septicemia,  without  a positive  blood 
culture. 


ENURESIS 

Review  of  Current  Literature 

().  H.  BROWN,  Phoenix,  Ariz. 

(Continued  from  December  Issue) 

J.  Jacobavici,  C.  I.  Urechia  and  E.  Tepasu36  re- 
port 19  cases  of  urinary  incontinence  and  nocturnal 
enuresis,  in  which  the  finding  was  made  in  16  of 
occult  spina  bifida.  Operation  was  done  on  this 
group  with  good  results.  They  say  education  should 
first  be  attempted  especially  in  the  mentally  defic- 
ient, and  where  this  fails  a large  per  cent  should 
be  operated  upon. 

G.  J.  Mohr  and  E.  H.  Waterhouse38  found  the 
causes  of  enuresis  in  15  children  to  be  poor  train- 
ing, emotional  factors,  physical  factors,  suggestion 
and  fatigue.  They  conclude  that  a neurosis  is  fre- 
quently a fundamental  condition.  The  treatment 
must  be  based  upon  the  etilogic  factors  and  must 
be  highly  individualistic. 

Wm.  S.  Ezickson37  had  two  serious  cases  of  enu- 
resis, one  in  a boy  six,  with  a duration  fo  two 
years  and  the  other  a boy  eight  and  a half  with  enu- 
resis since  babyhood.  The  first  case  was  found  to 
have  a calon  bacillus  infection  of  the  urine  with 
a large  amount  of  pus.  A vaccine  was  prepared  and 
administered;  the  child’s  urine  gradually  cleared  of 
pus  and  after  about  two  months  there  was  no  more 
enuresis;  the  other  case  was  found  to  have  occult 
spina  bifida.  Treatment  of  this  was  not  permit- 
ted. 

Lemoine38  had  one  case  of  urinary  incontinence  as- 
sociated with  fecal  incontinence  as  a result  of  men- 
ingeal cyst  of  the  lumbar  region.  Diagnosis  was 
made  by  iodized  oil  and  x-ray.  Removal  effected 
cure. 

Arthur  I.  Blau3”  studied  90  cases  of  enuresis. 
Thirty-eight  cases  were  of  ages  four  to  six,  28  were 
over  10  years.  Forty-one  were  male  and  49  fe- 
male. Two  of  the  cases  were  diurnal  in  type,  69 
were  nocturnal  and  19  were  both  diurnal  and  noc- 
turnal. There  were  a variety  of  findings  such  as 
enlarged  tonsils,  adenoids,  anemia,  caries,  malnu- 
trition, phimosis  and  bronchitis,  but  correction  of 
the  abnormalities  were  without  great  benefit.  The 
duration  of  enuresis  before  treatment  was  insti- 
tuted, was  less  than  one  year  in  10  cases,  less  than 
two  in  28  cases,  and  over  two  years  in  37  cases. 

W.  Howell10  says  the  bladders  of  children  are  sen- 
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sitive  to  reflex  stimuli,  local  irritation  and  sensory 
stimuli  of  various  sorts,  various  psychic  acts  are 
prone  to  cause  a contraction  of  the  bladder. 

A.  Friedeir1  has  had  three  cases  of  enuresis  in 
which  there  was  reversal  of  the  day  and  night 
specific  gravity  of  the  urine,  and  hence  with  un- 
due nocturia. 

S.  A.  Moss4'  says  enuresis  may  result  from  re- 
flexes caused  by  local  irritation  from  phimosis,  ad- 
herent foreskin  of  clitoris,  balanitis,  epispadis,  hy- 
pospadis,  vaginitis,  renal  or  vesical  calculi,  pyelitis, 
cystitis,  tuberculosis  of  the  genital  tract,  pin- 
worms,  lack  of  cleanliness,  skin  diseases  of  exter- 
nal genitals,  etc.  He  also  says  masturbation,  spina 
bifida,  myelitis  and  nocturnal  epilepsy  may  be 
causative  factors. 

Pfister43  says  that  the  type  of  nocturnal  enure- 
sis which  is  the  result  of  epilepsy  occurs  relatively 
infrequently. 

E.  Pototsky44  thinks  enuresis  occurs  especially  in 
the  psychopathic  children  and  divides  them  into  four 
groups,  the  obstinate  children  whose  lack  of  inhi- 
bition is  due  to  desire  to  annoy  the  parents,  the 
highly  anxious  children  who  have  undue  fear  of 
punishment,  the  children  with  decreased  capacity 
for  attention  and  concentration  and  children  ex- 
cessively indifferent  to  all  forms  of  impressions. 

D.  Patterson13  found  that  75  of  his  cases  had  un- 
due frequency  of  urination  and  hence  tended  to 
evacuate  the  bladder  at  the  slightest  provocation. 

Pierre  Delbet  and  Andre  Leri40  have  operated 
upon  occult  spina  bifida  in  several  cases  of  enuresis, 
and  effected  prompt  cures. 

F.  O.  Pybus41  says  enuresis  has  been  a common 
symptom  in  cases  of  spina  bifida  which  he  has 
seen. 

J.  S.  Leopold4’  had  a girl  age  six  with  spina  bifida 
and  enuresis  in  which  operation  of  the  spina  bifida 
cured  the  anuresis. 

C.  Beck49,  Von  Recklinghausen30,  Mr.  Barst31,  F. 
Hesse32,  and  J.  Van  Finck33  have  written  extensively 
upon  spina  bifida  and  enuresis. 

Maurice  Ostheimer  and  I.  V.  Levi34  claimed  that 
80  per  cent  of  their  cases  of  enuresis  were  benefited 
by  the  use  of  atropin  used  to  the  point  of  toleration. 

Knotz33  recommends  a vegetable  diet  for  enuritic 
children  because  by  it  a large  amount  of  the  water 
of  the  body  is  carried  off  by  the  bowel;  he  restricts 
the  fluids  after  4 p.  m.  and  raises  the  foot  of  the 
bed  and  endeavors  to  make  the  child  sleep  upon  his 
side,  tying  a brush  to  the  child’s  back  if  necessary, 
to  make  him  uncomfortable  if  he  gets  onto  his 
back.  He  says  most  of  enuretics  are  excessively 
heavy  sleepers  and  need  to  be  waked  up  at  intervals 
during  the  night.  He  recommends  a two-hour  sleep 
for  morning  and  for  afternoon. 

Lewis50  advises  putting  the  patients  on  a strict 
anti-diabetic  diet;  his  results  have  often  been  excel- 
lent from  this  regime.  He  also  uses  tonics. 

A.  Collin57  finds  enuresis  is  sometimes  a result  of 
digestive  disorders  often  from  over  eating.  He  ad- 
vises mild  laxatives,  restriction  of  diet,  hot  com- 
presses and  light  massage  to  abdomen. 

Klotz39  prescribes  cold  douches  to  the  anal  and 
perineal  region  in  a specially  built  chair. 

Cipriati3"  recommends  the  diathermic  current. 

Baruch00,  Watson01,  and  others  testify  to  the  value 
of  belladonna. 

Fleischner62  uses  belladonna  in  suppositories. 

J.  Allan03  says  there  are  two  varieties  of  enuresis, 
the  atonic  and  that  characterized  by  vesical  irrita- 
bility. In  the  vesical  irritability  type  belladonna  is 
highly  useful,  and  should  be  used  until  there  is 
dryness  of  the  mouth,  mydlriasiys,  disturbances  of  vis- 
ion, etc.;  for  a child  five  years  of  age  10  minims  of 


tincture  of  belladonna  may  be  given  three  times 
daily  and  increased  two  minims  every  few  days,  un- 
til tolerance  is  determined. 

Simpson04  has  used  tincture  of  belladonna  three 
times  daily  in  doses  as  large  as  20  to  25  minims.  He 
advises  neutralization  of  hyperacid  or  strongly  al- 
kaline urines,  thinks  strychnine  may  be  a service- 
able tonic  and  has  used  belladonna;  if  infection  is 
found  in  the  urine  it  should  be  eliminated. 

Herman05  had  his  patients  urinate  at  regular 
stated  intervals,  interrupting  the  streams  every  lit- 
tle while  until  the  bladders  were  empty.  This  was 
done  for  the  purpose  of  developing  a conscious  con- 
trol of  the  bladder  evacuations.  It  should  be  done 
at  first  under  supervision  of  the  physician. 

Haven™  cured  two  18  year  old  girls  by  gradually 
distending  every  other  day  their  bladders  with  four 
per  cent  boric  acid  solutions.  The  bladders  in  both 
cases  were  abnormally  small. 

Sir  Henry  Thompson67  instils  silver  nitrate  solu- 
tion into  the  posterior  urethra  and  claims  it  is  bene- 
ficial if  used  in  a strength  to  produce  smarting. 

J.  Wilson  White  and  Edward  Morton™  say  that 
nocturnal  enuresis  of  the  type  due  to  carelessness  or 
laziness  can  often  be  successfully  treated  by 
awakening  the  children  each  night  an  hour  or  so 
in  advance  of  the  time  they  are  likely  to  void  in 
bed. 

Wachenheim™  treats  enuresis  as  a “tic  convulsif;” 
i.  e.  the  child  must  urinate  at  regular  intervals  dur- 
ing both  day  and  night.  When  this  does  not  cure 
he  cuts  off  all  late  afternoon  and  evening  fluids  and 
reduces  the  evening  meal.  He  thinks  atropin  may 
be  beneficial  as  may  tonics,  removal  of  adenoids 
and  tonsils,  etc. 

Freyberger01  advises  a regulation  of  the  diet, 
sleeping  on  a hard  mattress,  light  coverings,  cold 
sponging  along  the  spine  and  taking  the  children 
up  once  or  twice  during  the  night  to  pass  urine. 

Valentine  and  Townsend71  used  Fernand  Cathe- 
lin’s  method  of  injecting  10  c.c.  of  saline  solution 
into  the  “sacral  canal  between  the  periosteum  of 
the  vertebrae  and  the  dura  mater.”  The  patient  is 
placed  in  Sims’  position  and  by  using  the  last  pal- 
pable spinous  processes  of  the  sacrum  the  needle  is 
introduced  into  the  sacral  canal. 

Jabouilay77  obtained  favorable  results  in  several 
cases  by  retrocecal  injections  of  sterile  saline  in- 
jections. Several  injections  were  often  necessary. 

Allaria73  applied  Cathelin’s  method  of  epidural  sa- 
line solution  injections  into  the  sacral  canal  in  22 
cases  and  obtained  good  results  in  about  half  the 
cases,  all  he  thinks  entirely  from  suggestion. 

Cahier'4  injected  60  to  70  c.c.  saline  solution  sub- 
cutaneously into  the  anterior  perineum  to  make  a 
swelling  the  size  of  an  egg  with  slight  pain  and 
obtained  satisfactory  results. 

G.  Sisto”  had  excellent  result  in  a child  14  years 
old,  afflicted  with  enuresis  all  of  his  life,  by  Cathe- 
lin’s epidural  injection  of  saline  solution. 

Zanoni  ’ treated  134  cases  of  enuresis  with  supra- 
renal gland  substance  and  cured  66  cases,  improved 
21;  14  were  better  during  the  period  of  treatment; 
21  were  unchanged.  He  thinks  the  treatment  was 
not  continued  a sufficient  length  of  time  in  his  fail- 
ures. 

Hertoghe77  says  nocturnal  incontinence  is  due  to 
thyroid  insufficiency  and  a per  cent  of  his  cases 
were  benefited  by  administration  of  thyroid  extract. 
He  also  gave  potassium  iodide  and  bromide. 

Leonard  Williams7'  cured  25  cases  by  giving  them 
small  doses  of  thyroid  extract.  He  says  it  is  ex- 
tremely important  not  to  give  large  doses  as  such 
may  cause  enuresis. 

Fleischner79  treated  ten  patients  with  thyroid  ex- 
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tract,  cutting  out  fluids  after  four  p.  m.  and  elevat- 
ing the  foot  of  the  bed.  Eight  were  improved  and 
in  four  of  them  circumcision  had  previously  been 
done  without  benefit. 

McCready30  recommends  supervision  of  the 
child’s  exercise,  diet,  and  bathing,  and  guarding 
against  physical  or  mental  strain.  He  also  gives 
thyroid  extract. 

- A.  C.  D.  Firth'1  treated  28  cases  with  thyroid  ex- 
tract and  obtained  cures  or  marked  improvement 
in  16. 

John  Rehrah32  reports  that  of  716  cases  of  ade- 
noids operated  by  Fisher,  14.9  per  cent  had  enure- 
sis; that  Mygino  found  enuresis  in  7.75  per  cent  in 
500  cases  and  Gruback  14.28  per  cent  in  427  cases; 
he  also  says  Hamonic  circumcised  187  cases  of  in- 
continence with  cure  of  130.  He  has  used  thyroid 
extract,  fluid  extract  of  ergot  and  atropin  with 
good  results. 

Samway  33  claims  good  results  from  painting  col- 
lodion over  the  outlet  of  the  urethra.  The  heightened 
intraurethral  pressure  awakened  the  child. 

Gersung34  injected  paraffin  along  a relaxed  ure- 
thra, especially  for  atonic  sphincters. 

Semb35  reports  that  the  outcome  in  one  of  the 
cases  treated  by  Gersung  by  paraffin  injections 
along  the  urethra  and  in  another  treated  by  him 
was  good  years  afterwards.  In  one  case  the  ure- 
thra had  been  lacerated  by  childbirth  and  repeated 
operation^  had  failed  to  effect  a cure. 

Fabre  and  Trillatso  injected  solid  paraffin  for  se- 
vere incontinence  due  to  trauma  of  the  urethra, 
with  perfect  results. 

E.  H.  Eising”  treated  two  cases  of  intractable  in- 
continence with  paraffin  injections  along  the  ure- 
thra66— one  injection  in  one  case  and  three  in  the 
other — with  cures. 

Robt.  K.  Rewaldss  reports  that  his  cases  of  enu- 
resis were  otherwise  healthy,  well-nourished  and 
intelligent  and  but  few  were  neurotic.  He  stresses 
another  point,  which  many  authors  mention,  that 
the  physician  should  have  the  full  cooperation  of 
the  child  and  his  parents  in  treating  enuresis.  He 
uses  general  measures,  drugs  and  suggestion  in 
treatment.  His  general  measures  are,  limited  fluid 
after  4 p.  m.,  evacuation  of  bladder  just  before  re- 
tiring, getting  the  child  up  and  awake  at  intervals 
through  the  night,  and  compelling  him  to  walk  to 
the  bath  room.  In  drugs  he  has  no  confidence,  ex- 
cept in  atropin.  This  he  uses  in  a 1-1000  solution  in 
ascending  doses  to  the  point  of  tolerance;  for  the 
diurnal  and  nocturnal  type  he  gives  doses  at  10  a. 
m.  and  three  and  seven  p.  m.  For  the  nocturnal  type 
doses  at  10  a.  m.  _and  three  and  seven  p.  m.  The 
first  dose  is  one  drop  and  this  is  increased  daily 
until  short  of  the  point  of  tolerance.  The  maximum 
dose  is  maintained  for  a period  of  from  two  to 
six  weeks  and  these  gradually  reduced.  He  admits 
that  psychiatrists  scoff  at  the  value  of  atropin  but 
he  is  thoroughly  convinced  that  it  is  of  much  help; 
in  cerain  cases  which  were  doing  well  under  the 
atropin  he  substituted  water  and  the  cases  prompt- 
ly relapsed;  they  improved  again  as  soon  as  the 
atropin  was  resumed.  He  repeats  the  course  of 
treatment  whenever  necessary.  One  case  was 
treated  ten  times  in  four  years  before  a permanent 
cure  was  effected.  He  approves  of  suggestive 
therapeutics. 

Bronson  Crothers39  tells  the  enuretic  that  he  can 
stop  his  bed  wetting  if  he  wishes  to  and  each  specif- 
ic case  is  told  that  he  must  wash  the  bed  clothes 
each  morning  after  they  had  been  soiled.  He  has 
the  mother  promise  the  child  25  cents  for  each 
night  in  which  he  remains  dry  for  the  first  month 
and  a dollar  a week  thereafter  for  a time.  One  child 


fell  from  grace  twice  the  first  week  and  once  the 
second  and  has  been  dry  ever  since. 

L.  Coffe,  Bainglas  and  Comsa90  report  the  use  in- 
travavenously  of  methenamine  in  a group  of  cases 
with  involuntary  micturition  from  a variety  of 
causes,  with  satisfactory  results  in  a small  per  cent 
of  the  cases. 

Francis  B.  Jacobs'1  uses  pituitrin  as  a routine 
measure  in  enuresis.  He  treated  50  cases;  17  were 
cured;  17  were  geratly  benefited;  16  were  not  ben- 
efited. 

Harry  Lowenburg92  admonishes  physicians  against 
promising  their  patients  that  removal  of  tonsils,  ad- 
enoids, and  correcting  other  abnormalities  by  sur- 
gery will  cure  enuresis. 

A.  R.  Thompson83  recommended  stretching  the 
bladder  with  a 75  c.c.  column  of  salt  solution  but 
the  method  has  not  stood  the  test  of  time. 

C.  Bruns94,  F.  Korats95,  Gallaria90,  and  P.  Mueller97 
have  demonstrated  to  their  satisfaction  that  psycho- 
therapeutic measures  are  fully  as  serviceable  wheth- 
er used  without  or  with  drugs  or  placebos. 

Editor83  recommends  for  the  treatment  of  a man, 
age  25,  who  had  suffered  from  bedwetting  for  six 
years,  x-ray  examination  to  discover  if  spina  bifida 
exists  and  epidural  injections  of  an  indifferent  fluid 
as  sodium  chloride  to  relieve  enuresis. 

H.  Cramer89  reports  on  Goebell’s  operation  for  en- 
uresis, and  says  his  results  have  been  good.  The 
upper  part  of  the  neck  of  the  bladder  are  grasped 
from  behind  and  pulled  upward  and  forward  by  a 
loop  which  is  fixed  to  the  fascia  of  the  anterior  ab- 
dominal wall.  The  operation  seems  to  be  for  those 
cases  of  enuresis  due  to  local  abnormality — usually 
lacerations. 

G.  Brown  Miller100  advises  operation  upon  the 
urethra  where  incontinence  is  due  to  lacerations  of 
the  urethra,  provided  there  is  adequate  tissue  to  of- 
fer hope  of  cure;  where  operation  is  futile  paraffin 
injetions  may  give  good  results. 

Caspar101  advised  cauterization  in  two  or  three 
deep  grooves  of  the  vesical  sphincter  through  a 
vesical  cystoscope  with  reasonable  hope  of  cure. 

H.  A.  Kelly102  describes  in  detail  an  operation  for 
repair  of  a lacerated  bladder  sphincter. 

E.  L.  Young103  gives  the  operative  procedure  for 
treatment  of  incontinence  when  associated  with  or 
dependent  upon  epispadial  and  other  conditions. 

Cumston104  thinks  there  is  virtue  in  the  usual  med- 
ical treatment  of  enuresis  and  especially  recom- 
mends.jthe  instillation  of  a silver  nitrate  solution 
into  the  urethras. 

W.  E.  Carter105  approves  of  the  recommendation 
of  Sachs  that  treatment  for  enuresis  is  largely  a 
matter  of  habit  training. 

A.  Mattes100  says  from  his  studies  the  causes  may 
be  grouped  under  three  heads:  Psychic,  neurogenic 
and  mechanical.  He  says  there  may  be  a combina- 
tion of  any  two  or  all  three  of  these  factors.  For 
treatment  he  recommends,  alkalinization  of  urine, 
reduction  of  fluid  intake  after  3 p.  m.,  last  meal 
never  later  than  5 p.  m.,  no  sweets  nor  pastries  in 
afternoon,  and  voiding  before  retiring.  If  improve- 
ment is  not  prompt  he  prescribes  sodium  bromide 
and  t ncture  hyoscyamus.  If  needed,  he  uses  silver 
nitrate  instillations,  (two  to  six  per  cent),  every 
second  to  fifth  day,  for  about  ten  times  to  increase 
the  tone  of  the  vesical  sphincter.  The  urethra  may 
be  advantageously  dilated.  He  reports  a series  of 
20  cases  successfully  treated. 

J.  R.  Stamper107  especially  recommends  early 
treatment,  the  use  of  thyroid  in  hypothyroid  cases 
and  the  correction  of  whatever  local  pathology  may 
be  found. 

H.  W.  E.  Walther103  advises  the  use  of  infant  cys- 
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toscopes  in  order  to  properly  make  the  diagnosis.  A 
catherterized  specimen  of  urine,  specially  in  little 
girls,  should  always  be  studied.  He  advises  the  use 
of  one  holf  to  two  per  cent  silver  nitrate — one  to 
two  drams — instillations  into  the  bladder. 

Frank  J.  Chalaron1™  says  he  has  seen  obstinate 
cases  of  enuresis  in  soldiers  or  would-be  soldiers  in 
which  all  ordinary  treatment  had  failed.  He  used 
treatment  first  recommended  by  Cathelin,  consist- 
ing of  epidural  injection  of  10  c.c.  of  a sodium  chlo- 
ride solution.  In  three  men  this  method  produced 
marvelously  successful  results.  A young  girl  had 
to  have  two  epidural  injections  to  effect  a cure. 

Porter110  uses  a method  suggested  by  F.  L.  Dun- 
ham which  consists  of  a card  on  which  are  printed 
four  lines  as  follows:  “I  will  not  wet  the  bed.  I 
will  wake  up  at  10  o’clock.  I will  get  up  and  pass 
water.  I will  not  wet  the  bed  any  more.”  These 
four  lines  are  to  be  repeated  ten  times  during  a di- 
urnal urination  and  again  ten  times  just  before  go- 
ing to  bed.  The  child  should  be  awakened  at  10 
o’clock  if  he  does  not  awake  of  his  own  accord, 
and  made  to  walk  to  the  toilet  and  urinate.  The 
mother  has  a blue  card  and  red  and  gold  stars. 
For  each  night  successfully  passed  the  child  is  al- 
lowed to  paste  a red  star  on  the  card  and  for  each 
week  a gold  star.  Allowing  the  child  to  report  his 
success  by  telephone  to  his  physician  may  be  ben- 
eficial. 

C.  Wile111  recommends  the  formation  of  classes  of 
enuretics  in  dispensary  practice  so  that  all  may  be 
trained  simultaneously. 

Dunham112  emphasizes  the  importance  of  having 
the  child  repeat  sentences  to  the  effect  that  he  will 
not  micturate  in  bed,  etc. 

Arthur  I.  Blau113  says  the  drugs  used  in  a series 
of  cases  were  strychnine,  ergot,  atropin,  belladonna, 
and  many  others,  but  the  results  were  unsatisfac- 
tory. Pituitary  extract  was  used  both  by  mouth, 
and  hypodermic.  About  75  per  cent  of  the  cases 
treated  with  pituitary  substance  were  cured. 

Bonacarse114  reports  eight  of  12  cases  of  enuresis 
treated  with  pituitary  extract  were  cured  and  three 
others  were  greatly  benfited.  Atropin  and  massage 
of  the  bladder  were  the  only  measures  that  Adrien 
Bleye115  found  effective  in  the  treatment  of  true  en- 
uresis. In  the  main  however,  bladder  massage  was 
effective  only  against  diurnal  enuresis. 

I report  from  among  a number  that  I have  treat- 
ed two  cases  of  nocturnal  enuresis  in  boys  about 
16  years  of  age;  one  was  successfully  treated  by  the 
administration  of  potassium  bromide.  There  seemed 
to  be  no  abnormality  in  this  case  except  that  the 
bladder  muscles  responded  too  readily  to  a full 
bladder.  My  idea  in  this  treatment  was  that  the 
bromide  would  lower  the  sensibility  of  the  cord 
centers  which  respond  to  a full  bladder  by  evac- 
uating it  so  that  the  bladder  might  not  empty  itself 
before  the  child  awakes  in  the  morning. 

The  other  case  seemed  to  be  one  of  a diabetes  in- 
sipidus type.  He  was  given  pituitary  extract  and 
after  several  months’  treatment  obtained  a cure. 

The  case  that  prompted  this  study  of  the  litera- 
ture seems  to  be  a case  with  hypersensitive,  un- 
trained spinal  cord,  centers.  He  has  not  been  im- 
proved by  bromides  and  restriction  of  fluids  of  late 
afternoon  and  evenings.  He  has  tried  putting  an 
alarm  clock  timed  to  go  off  to  awaken  him  before 
emptying  of  bladder  would  occur  but  he  sleeps 
through  without  hearing  the  clock.  I have  had 
him  reduce  his  school  work  and  take  a two  hour 
sleep  each  afternoon  with  the  plan  that  he  is  to 
study  till  10  each  evening.  He  is  to  empty  his 
bladder  before  going  to  bed.  His  metabolism  test 
is  normal  and  I have  discovered  no  local  abnormal- 


ities. I shall  x-ray  his  back  for  occult  spina  bifida, 
and  shall  have  him  use  mental  therapy.  I shall  try 
atropin  if  the  suggested  methods  fail. 

It  has  seemed  to  me  that  protein  sensitization 
reactions  of  the  bladder  might  cause  a hyperirri- 
table  bladder  and  hence  be  largely  contributary  to 
enuresis  in  certain  cases. 

SUMMARY 

Enuresis  is  probably  most  commonly  the  result 
of  inadequate  training  in  bladder  control.  It  would 
seem  that  the  conscious'  centers  have  been  at  fault 
in  not  exerting  sufficient  inhibitory  power  to  pre- 
vent evacuation,  or  more  especially  to  overcome  the 
thought  of  the  desire  to  evacuate.  There  is  little 
doubt  but  that  certain  bladders  are  never  stretched 
to  the  same  extent  as  are  others.  Heavy  sleeping 
and  fatigue  seem  to  be  responsible  for  nocturnal 
enuresis  in  a proportion  of  cases;  laziness  and  not- 
caring  may  be  factors  in  occasional  cases.  The  low- 
er cord  centers  may  be  hyper-irritable  because  of 
such  abnormalities  as  occult  spina  bifida,  tumors, 
etc. 

The  bladder  and  posterior  urethra  may  be  hyper- 
sensitive and  the  bladder  muscle  hypertonic,  so 
that  the  desire  to  micturate  is  caused  by  even  a 
small  amount  of  urine  in  the  bladder.  The  ure- 
thra and  sphincter  may  be  abnormal  so  that  there 
is  little  or  no  possibility  of  normal  control  of  the 
outlet  of  the  bladder.  There  may  be  local  infec- 
tions and  irritations  of  the  genital  tract  rendering 
the  bladder  hyper-irritable.  There  may  be  abnor- 
malities in  the  body  elsewhere  than  in  the  genito- 
urinary system  which  may  reflexly  affect  the  blad- 
der as  its  nervous  control. 

The  treatment  seems  to  be  predominantly  habit 
training  and  mainly  by  mental  therapy.  The  pa- 
tient must  be  told  that  he  can  stop  his  bed  wetting 
if  he  tries  hard  enough,  that  success  will  come  after 
a period  of  trying;  he  must  determine  that  he  will 
not  sleep  heavy  and  he  must  do  everything  possible 
to  prevent  excessive  fatigue;  he  must  determine 
that  he  will  awaken  when  a desire  to  micturate 
becomes  strong.  If  he  will  but  analyze  the  problem 
thoroughly  and  use  his  will  power  to  overcome  it 
he  will  usually  succeed.  All  and  every  method  of 
treatment  has  an  element  of  mental  therapy  in  it. 
The  enuritic  child  should  not  be  allowed  to  become 
too  much  fatigued  by  day;  morning  and  afternoon 
sleep  periods  may  overcome  too  heavy  sleeping  at 
night.  All  inflammation  and  irritation  in  and  about 
the  genital  tract  should  be  given  careful  treatment. 
The  use  of  bromides  to  dull  the  cord  centers  seems 
entirely  logical.  The  administration  of  atropin  to 
relax  the  involuntary  muscle  of  the  bladder  also 
seems  rational.  I also  can  see  no  sensible  objection 
to  restriction  of  fluids  in  late  afternoons  and  even- 
ing. 

Pituitary,  thyroid,  suprarenal  or  other  internal 
secretion  extracts  in  cases  where  there  are  signs 
of  hyperactivity  of  the  respective  glands  seem  to 
be  logical  therapy  when  used  especially  with  the 
preceding  suggestions.  Pituitary  extract  particu- 
larly where  a large  amount  of  urine  is  being  evac- 
uated it  seems  should  have  curative  possibilities. 
Likewise  in  appropriate  cases  an  antidiabetic  diet 
would  seem  rational.  In  cases  where  protein  sensi- 
tization of  the  bladder  or  cord  centers  exists  a care- 
ful regulation  of  the  diet  would  certainly  be  indi- 
cated. It  is  always  well  I am  sure,  that  enuritics 
should  not  eat  excessively.  Teaching  the  enuritic 
to  control  the  premature  desires  to  micturate  and 
to  stretch  the  bladder  would  seem  to  be  a great  ben- 
efit in  certain  cases.  Operative  procedure  for  an  oc- 
cult spina  bifida  should  be  undertaken  when  such 
condition  is  proven  and  all  other  methods  have 


34 


SOUTHWESTERN  MEDICINE 


failed  to  cure.  Likewise  operations  on  lacerated  and 
traumatized  sphincters  are  indicated  when  there 
is  no  hope  from  other  procedures.  In  event  of  fail- 
ure from  operation  there  may  be  hope  through  par- 
affin injections  along  the  urethra.  Abnormalities 
such  as  tonsils,  adenoids,  and  other  diseased  areas 
should  be  corrected  but  the  procedure  should  not 
be  held  out  as  a cure  for  incontinence.  The  paint- 
ing of  collodion  over  the  urethra  outlet  seems  well 
worth  trials.  A string  should  not  be  placed  about 
the  penis  is  in  one  instance  of  which  I read  gan- 
grene resulted.  The  instillation  of  silver  nitrate 
into  the  bladder  to  the  point  of  causing  smarting  on 
micturition  might  be  worthy  of  trial  as  I am  sure 
it  might  sometimes  be  counted  upon  to  beat  an 
alarm  clock  for  awakening  a person.  I can  see  lit- 
tle if  any  excuse  for  epidural  or  perineal  or  retro- 
cecal injections  of  saline.  Last  but  not  least  pa- 
rents should  be  educated  to  the  understanding  that 
children  can  be  taught  early  in  life  to  get  control 
of  bladder  and  intestinal  evacuations.  The  early 
weeks  of  the  child’s  life  is  none  too  early  to  begin 
the  training  process.  The  proverbial  bedside  pot 
has  its  place  and  should  be  used  constantly.  The 
child  can  early  be  made  to  feel  that  he  has  dis- 
graced himself  when  he  has  soiled  himself.  The 
fault  for  enuresis  is  usually  more  in  the  parents 
than  in  the  children. 
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(6)  Chetwood — Pract.  of  Neurol.  1921 — Ref. 
from  Mitchell  (No.  8). 

(7)  H.  H.  Young — Surg.  Gyn.  Obs.  26:  608, 
1918 — Ref.  from  Rewalt — Penn.  Med.  Jour.,  33:  387, 
Mch.  1920. 

(8)  John  McR.  Mitchell — Atlantic  Med.  Jour., 
31:  469.  Apr.  1928. 

(9)  Grover — • Jour.  Am.  Med.  Assoc.,  71:  626. 
1918. 

(10)  Theodore  H.  Weisenburg — Jour.  Am.  Med. 
Assoc.,  93:  377.  Aug.  3,  1929. 

(11)  Ralph  C.  Hamill — Jour.  Am.  Med.  Assoc., 
93:  254.  July  27,  1929. 

(12)  K.  M.  Horton — Archiv.  Dis.  Childhood, 
London,  4,  Apr.  1929. 

(13)  Basil  A.  Hayes — Jour.  Okla.  State  Med. 
Assoc.,  22:  412.  Dec.,  1929. 

(14)  P.  J.  Crozier  Griffith  and  A.  Graeme  Mit- 
chell— The  Diseases  of  Infants  and  Children  Saun- 
ders, 1927,  p.  477. 

(15)  Langley  Porter  and  Wm.  E.  Carter — Man- 
agement of  the  Sick  Infant,  Mosby,  1927,  p.  383. 

(16)  Lewis  H.  Adler  Jr. — Sajous’s  Cyclopedia 
Pract.  Med.,  F.  A.  Davis  Co.,  1913,  p.  516. 

(17)  McKee — Ref.  from  Adler  (No.  16)  p.  516. 

(18)  Rachford — Ref.  from  Adler  (No.  16)  p.  516. 

(19)  Nocioletopoulos — Arch,  de  Med.  des.  en- 
fants,  Sept.  1910 — Ref.  from  Adler  (No.  16)  p.  517. 

(20)  Leonard  Williams — Adenoids,  Nocturnal 
Enuresis,  and  The  Tthyroid  Gland,  1909 — Ref.  from 
Adler  (No.  16)  p.  517. 

(21)  Ozerezkowski — Ref.  from  Adler  (No.  16) 
p.  517. 

(22)  Wachenstein  — N.  Y.  Med.  Jour.  Feb.  5, 
1910 — from  Adler  (No.  16)  p.  517. 


(23)  Monro — Ref.  from  Adler  (No.  16)  p.  517. 

(24)  Thiemich — Berl.  Clin.  Woch.,  July  30,  1901 
— Ref.  from  Adler  (No.  16)  p.  518. 

(25)  Fuchs — Deut.  Med.  Woch.,  July,  6,  1911 — 
Ref.  from  Adler  (No.  16)  p.  518. 

(26)  Constantiesco — Jour.  d’Urol.,  May,  1912. 
— Ref.  from  Adler  (No.  16)  p.  518. 

(27)  Robson — Ref.  from  Adler  (No.  16)  p.  518. 

(28)  Beilby — Am.  Med.  Mch.  5,  1904 — Ref.  from 
Adler  (No.  16)  p.  518. 

(29)  C.  E.  McGirk — Sug.  Gyn.  Obst.  Nov.  1907 
— Ref.  friom  Adler  (No.  16)  p.  519. 

(30)  J.  Allan — Prescriber.  Aug.  1912. — Ref. 
from  Adler  (No.  16)  p.  519. 

(31)  Koplik — Dis.  Childhood  and  Infancy,  1918 — - 
Ref.  from  Mattes — New  Orleans  Med.  and  Surg. 
Jour.  80:  310.  Nov.,  1927. 

(32)  Holt — Diseases  of  Infancy  and  Childhood. 

(33)  Editor — Jour.  Am.  Med.  Assoc.,  93:  1494, 
Nov.  9,  1829. 

(34)  Isaac  A.  Abt.,  Herman  M.  Adler  and  Phyll- 
is Bartelme — Jour.  Am.  Med.  Assoc.,  93:  1351.  Nov. 
2,  1929. 

(35)  J.  Jacobavici,  C.  I.  Urechia  and  E.  Tepasu 
— Presse  Medicale,  37 : 1103.  Aug.  24,  1929.  Ab.  J. 
A.  M.  A.  93:  1342.  Oct.  26,  1929. 

(36)  G.  J.  Mohr  and  E.  H.  Waterhouse — Am. 
Jour.  Dis.  Child.,  37:  1135,  June,  1929. 

(37)  Wm.  S.  Ezickson — Med.  Jour,  and  Rec., 
Oct.  20,  1926,  p.  493. 

(38)  Lemoine — Jour,  de  chir.  etc.,  Brassels,  27: 
198.  Apr.  1928.  Ab.  J.  A.  M.  A.,  92:  596.  Feb.  16, 
1929. 

(39)  Arthur  I.  Blau — Med.  Jour,  and  Rec.,  1924, 
Oct.  20,  1926,  p.  492. 

(40)  W.  Howell — Text  book  of  Physiol.  Phila- 
delphia, 1915. 

(41)  A.  Friedell — Ref.  from  Mitchell  (No.  8). 

(42)  S.  A.  Moss — Med.  Jour,  and  Rec.,  121, 
1925 — Ref.  from  Mitchell  (No.  8). 

43)  Pfister — Monatschr,  f.  Phychiat  u.  Neurol. 
15,  1905,  p.  113 — Ref.  from  Griffith  and  Mitchell 
(No.  14). 

(44)  E.  Potosky- — Ztschr.  f.  Kinderh.,  37,  1924. 
— Ref.  from  Mitchell  (No.  8). 

(45)  D.  Patterson — Practitioner,  116,  418,  1926 
- — Ref.  from  Mitchell  (No.  8). 

(46)  Pierre  Delbet  and  Andre  Leri — Bulll.  et 
Mem.  de  la  Soc.  Med.  d.  Hop.  d.  Par.  39,  1923,  p. 
105— Ref.  from  Ezickson  (No.  37). 

(47)  F.  O.  Pybus — Lancet,  London,  11,  1921,  p. 
599 — Ref.  from  Ezickson  (No.  37). 

(48)  J.  S.  Leopold — Jour.  Am.  Med.  Assoc.,  74: 
439,  1920. 

(49)  O.  Beck — Ergebn.  d.  Chir.  u.  Orthop.,  15, 
1922 — Ref.  from  Ezickson  (No.  37). 

(50)  Von  Recklinghausen  — Virchow’s  Archiv., 
105:  243,  1886.  Ref.  from  Ezickson  (No.  37). 

(51)  M.  Barst — Ergebn  d.  Chir.  d.  allgem. 

Pathol.  Anat.,  9:  468,  1904. — Ref.  from  Ezickson 

(No.  37). 

(52)  F.  Hesse — Ergebn  d.  Chir.  u.  Orthop.,  1918 
— Ref.  from  Ezickson  (No.  37). 

(53)  J.  Van  Finck — Ztschr.  f.  Orthop.  Chir.,  42: 
65,  1921. — Ref.  from  Ezickson  (No.  37). 

(54)  Maurice  Ostheimer  and  I.  V.  Levi — Jour. 
Am.  Med.  Assoc.,  43:  1844,  Dec.  17,  1914. 

(55)  Klotz — Dentsch  Med.  Woch.,  Dec.  5,  1912, 
— Ref.  from  Adler  (No.  16). 

(56)  Lewis — Brit.  Med.  Jour. — Med.  Review  of 
Reviews,  Sept.  1912 — Ref.  from  Adler  (No.  16). 

(57)  A.  Collin— Jour.  d.  Urol.  Jan.  1913— Ref. 
from  Adler  (No.  16). 

(58)  Klotz — Berl.  clin.  Woch.,  May  1,  1911  — 
Ref.  from  Adler  (No.  16). 
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(59)  Cipriati — Ref.  from  Adler  (No.  16). 

(60)  Baruch — Ref.  from  Adler  (No.  16). 

(61)  Watson — Ref.  from  Adler  (No.  16). 

(62)  Fleischner — Calif.  State  Med.  Jour.,  Feb. 
1911 — Ref.  from  Adler  (No.  16). 

(63)  J.  Allan — Prescriber,  Aug.  1912 — Ref.  from 
Adler  (No.  16). 

(64)  Simpson — Edinburgh  Med.  Jour.  Jan.  1913 
— Ref.  from  Adler  (No.  16). 

(65)  Herman — Archi.  of  Ped.,  Aug.  1910 — Ref. 
from  Adler  (No.  16). 

(66)  Haven — Ref.  from  Adler  (No.  16). 

(67)  Sir  Henry  Thompson — Ref.  from  Adler 
(No.  16). 

(68)  J.  Wm.  White  and  Edward  Morton  — Ref. 
from  Adler  (No.  16). 

(69)  Wachenheim — N.  Y.  Med.  Jour.,  Feb.  5, 

1910 —  Ref.  from  Adler  (No.  16). 

(70)  Freyderger — Ref.  from  Adler  (No.  16). 

(71)  Valentine  and  Townsend — Med.  Rec.,  Sept. 
26,  1903 — Ref.  from  Adler  (No.  16). 

(72)  Jabouilay — Tribune  Med.,  41,  1908,  p.  202 
— Ref  from  Adler  (No.  16). 

(73)  Allaria — Ga.  Degli.  Ospedali,  Apr.  27,  1909 
■ — Ref  from  Adler  (No.  16). 

(74)  Cahier — Arch.  de.  Med.  et  de  Pharm.  mili- 
taires,  June  1909, — Ref.  from  Adler  (No.  16). 

(75)  G.  Sisto — Arnolds  de  med.  et  de  chir.  en- 
fants,  Mch.  1,  1910 — Ref.  from  Adler  (No.  16). 

(76)  Zanoni — Med.  Standard,  Nov.  1908 — Ref. 
from  Adler  (No.  16). 

(77)  Hertoghe — Bull,  de  l’Acad.  royale  de  Med. 
de  Belgique,  21,  4,  1907 — Ref.  from  Adler  (No.  16). 

(78)  Leonard  Williams — Lancet,  May  1,  1900 — 
Ref.  from  Adler  (No.  16). 

(79)  Fleischner — Ref.  cit.  (No.  62). 

(80)  McCready — Penn.  Med.  Jour.,  Jan.  1911- — • 
Ref.  from  Adler  (No.  16). 

(81)  A.  C.  D.  Firth — Lancet,  Dec.  9,  1911  ■ — 
Ref.  from  Adler  (No.  16). 

(82)  John  Rehrah — Am.  Jour.  Med.  Sc.,  Feb. 

1911 —  Ref.,  from  Adler  (No.  16). 

(83)  Sainway — Ref.  from  Adler  (No.  16). 

(84)  Gersung— Ref.  from  Adler  (No.  16). 

(85)  Semb — Norsk.  Mag.  f.  Laegevidenskaben, 
Nov.  1911 — Ref.  from  Adler  (No.  16). 

(86)  Fabre  and  Trillat — Am.  de  Gynec.  et  d’Obs, 
Sept.  1908.  (Ref.  Adler  (No.  16). 

(87)  E.  H.  Eising — Med.  Rec.,  Apr.  27,  1912 — 
Ref.  from  Adler  (No.  16). 

(88)  Robt.  K.  Rewald — Penn.  Med.  Jour.,  33: 
386,  Mch.  1930. 

(89)  Bronson  Crothers — Clin.  Pediat.,  5,  Apple- 
ton,  1926, — Ref.  from  Rewalt  (No.  88). 

(90)  L.  Coffe,  Boinglas  and  Comsa  — Presse 
Medicale,  Paris,  37:  1202,  Sept.  14,  1929.  Ab.  J.  A. 
M.  A.  93:  1687,  Nov.  23,  1929. 

(91)  Francis  B.  Jacobs — Penn.  Med.  Jour.,  33: 
388,  Mch.  1930. 

(92)  Harry  Lowenburg — Penn.  Med.  Jour.,  33: 
388,  Mch.  1930. 

(93)  A.  R.  Thompson — Brit.  Jour.  Child.  Dis.,  19, 
1910 — Ref.  from  Bleyer  (No.  1). 

(94)  C.  Bruns — Attid.  r.  Accad.  Med. — Chir., 
Naples,  1905 — Ref.  from  Mitchell  (No.  8). 

(95)  F.  Korats — Ztschr.  f.  Tuberk.,  39,  185,  1923 
— Ref.  from  Mitchell  (No.  8). 

(96)  Gallaria — Pediatria,  Naples,  1912  — Ref. 
from  Mitchell  (No.  8). 

(97)  P.  Mueller — Ztscr.  f.  Tuberk.,  42,  294,  1925 
— Ref.  from  Mitchell  (No.  8). 

(98)  Editor — Jour.  Am.  Med.  Assoc.,  92:  1698, 
May  18,  1929. 

(99)  H.  Cramer  — Zutrlblt  f.  Gynakol.  Leipzig, 


53,  Feb.  9,  1929.— Ab.  J.  A.  M.  A.,  92:  398,  Apr.  20, 
1929. 

(100)  G.  Brown  Miller  — Surg.  Gynec.  and 
Obstet..,  Jan.  1910, — Ref.  from  Adler  (No.  16). 

(101)  Caspar — Zeitscar.  f.  Urol.,  II  Beiheff,  S. 
238,  1912 — Ref.  from  Adler  (No.  17). 

(102)  H.  A.  Kelly — Therap.  Gaz.,  Oct.  5,  1912 — 
Ref.  from  Adler  (No.  17). 

(103)  E.  L.  Young — Jour.  Urol.,  7,  1922,  p.  1. — - 
Ref.  from  Mattes  (No.  106). 

(104)  Cumston — Therap.  Gaz.  45,  1921,  p.  171 
— Ref.  from  Mattes  (No.  106). 

(105)  W.  E.  Carter — Arch.  Pedi.,  38:  285,  1921. 
— ref.  from  Mattes  (No.  106). 

(106)  A.  Mattes — New  Orleans  Med.  and  Surg. 
Jour.,  80:  310,  Nov.  1929. 

(107)  J.  R.  Stamper — New  Orleans  Med.  and 
Surg.  Jour.  80:  312,  Nov.  1927. 

(108)  H.  W.  E.W  alther — New  Orleans  Med.  and 
Surg.  Jour.,  80:  312,  Nov.  1927. 

(109)  Frank  J.  Chalaron — New  Orleans  Med. 
and  Surg.  Jour.,  80:  313,  Nov.  1927. 

(110)  Porter — Ref.  from  Mitchell  (No.  8). 

(111)  C.  Will— Arch.  Ped.,  41:  232,  1924.— Ref. 
from  Mitchell  (No.  8). 

(112)  Dunham — Am.  Jour.  Dis.  Child.,  12:  618, 
1916. 

(113)  Arthur  J.  Blau — Med.  Jour,  and  Rec.,  124: 
492.  Oct.  20,  1926. 

(114)  Bonacarse  — Pediatria,  Naples,  Sept.  1, 
1925,  p.  936 — Ref.  from  Blau  (No.  113). 

(115)  Adrien  Blever — Am.  Jour.  Dis.  of  Child., 
36:  988,  Nov.  1928. 


St.  Joseph’s  Hospital  (Phoenix) 

(November  Staff  Meeting) 

St.  Joseph’s  Hospital  Staff  met  in  joint  meeting 
with  the  Maricopa  County  Medical  Society  on  Mon- 
day evening,  November  10,  1930,  at  8 p.  m.  The 
County  Society  presented  their  program  and  at  9 
p.  m.  the  meeting  was  turned  over  to  the  staff, 
Dr.  Brockway  presiding,  with  thirty-eight  members 
present. 

The  meeting  was  called  to  order  by  Dr.  Brock- 
way and  the  minutes  of  the  previous  staff  meeting 
and  the  previous  executive  council  meeting,  also  the 
analysis  of  hospital  service,  were  read  by  the  sec- 
retary. 

The  purpose  of  recommendation  of  the  council, 
that  the  office  of  emergency  surgeon  be  done  away 
with,  was  explained  to  the  staff  by  Dr.  Brockway. 

The  following  applicants  were  voted  to  member- 
ship by  the  staff. 

Loren  C.  Barlow,  M.D.;  Martin  C.  Flohr,  M.D.; 
Robert  Franklin,  M.D.;  Guy  French,  M.D.;  V.  F. 
Kennedy,  M.D.;  Hilary  Ivetcherside,  M.D.;  Leslie 
R.  Kober,  M.D.;  J.  D.  Hamer,  M.D.;  M.  I.  Leff,  M. 
D.;  William  Maloney,  M.I).;  John  H.  Patterson,  M. 
D.;  Norman  Ross,  M.D.;  Oscar  W.  Theony,  M.D.; 
W.  A.  Baker.  D.D.S. 

The  scientific  part  of  the  program  was  then  pre- 
sented, the  program  being  prepared  by  Dr.  W.  A. 
Schwartz. 

1.  Case  No.  18979.  Fracture  of  right  femur  with 
separation  of  the  lower  epiphysis,  pi-esented  by  Dr. 
Greer,  with  general  discussion. 

2.  Case  No.  18827.  Brain  abscess  and  meningi- 
tis, presented  by  Dr.  McLoone,  discussed  by  Dr. 
Schwartz. 
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COMPLETION  OF  THE  GRUNOW 
MEMORIAL  BUILDING  IN 
PHOENIX 

The  completion  of  the  Grunow  Memorial 
building  in  Phoenix  the  latter  part  of  De- 
cember has  adowed  the  physicians  and  sur- 
geons who  will  have  their  offices  there,  and 
who  will  form  the  Lois  Grunow  Memorial 
Clinic,  to  move  in.  The  building  of  this  in- 
stitution and  formation  of  the  clinic  group 
was  the  culmination  of  plans  laid  by  Mr. 
Wm.  C.  Grunow  of  Chicago  and  Dr.  W.  O. 
Sweek  of  Phoenix,  about  a year  ago.  Be- 
cause of  the  dominant  influence  of  Dr. 
Sweek  in  the  formation  of  this  organization, 
it  is  more  famiilarly  known  in  Phoenix  and 
vicinity  as  the  “Sweek-Grunow  Clinic.”  The 
plans  include  research  laboratories  to  be 
supported  by  rental  from  the  offices  and 
profits  from  the  commercial  laboratories 
connected  with  the  clinic  group.  Mr.  Gru- 
now's  gift  embraces  the  building  and  equip- 
ment, including  the  laboratory  equipment. 
The  doctors  in  Phoenix  who  will  have  of- 
fices in  the  building  and  participate  in  the 
work  which  is  performed  as  a clinic  organi- 
zation, are  the  following:  . 

Dr.  W.  0.  Sweek,  organizer  of  the  project, 
who  will  have  charge  of  all  the  surgical 
work ; assisting  him  will  be  Dr.  Guy  C. 
French,  who  has  been  associated  with  Dr. 
Sweek  for  the  past  two  years ; they  have 
moved  from  the  Heard  Building  to  the  new 
structure. 

Dr.  Win  Wylie,  who  has  moved  from  his 
offices  in  the  Goodrich  Building,  will  be  con- 
sultant in  diseases  of  women  for  the  clinic 
group. 

Dr.  Floyd  B.  Sharp  will  continue  in  the 


practice  of  the  specialty  of  obstetrics,  hav- 
ing moved  his  offices  from  the  Heard  build- 
ing; associated  with  him  will  be  Dr.  Martin 
C.  Fdohr,  who  has  recently  completed  his 
residency  work  at  St.  Joseph’s  Hospital. 

Dr.  William  A.  Kingsley,  formerly  located 
in  the  Heard  Building,  has  moved  to  the  new 
structure,  and  will  continue  in  his  specialty 
of  eye,  ear,  nose  and  throat  disease. 

Dr.  W.  P.  Sherrill,  formerly  in  the  Luhrs 
Building,  has  moved  and  will  continue  in  the 
practice  of  pediatrics. 

Dr.  H.  J.  McKeown  has  moved  from  the 
Heard  Building  and  will  continue  to  practice 
the  specialty  of  chest  diseases. 

Dr.  John  A.  Lentz  has  moved  from  his 
down-town  office  and  will  practice  dentistry 
from  the  new  location. 

The  physicians,  not  previously  practicing 
in  Phoenix,  who  will  have  offices  in  the 
building  and  form  part  of  the  clinic  organi- 
zation, are  the  following: 

Dr.  L.  B.  Baldwin,  from  Rochester,  N.Y., 
who  will  practice  in  the  field  of  internal 
medicine. 

Dr.  David  M.  Davis,  from  the  Brady  Uro- 
logical Institute,  Baltimore,  will  prabtice 
urology. 

Dr.  Percy  Brown,  formerly  of  Harvard 
University,  will  be  the  radiologist  for  the 
group. 

Dr.  Paul  H.  Guttman,  formerly  of  Minne- 
apolis, Minn.,  will  be  in  charge  of  the  clin- 
ical laboratory. 

The  doctors  in  the  new  building  will  all 
conduct  their  private  practices  as  hereto- 
fore, functioning  as  a clinic  organization  on 
those  cases  which  come  to  the  institution 
for  that  type  of  service. 
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ST.  JOSEPH’S  HOSPITAL  (Phoenix) 

(I)ecember  Staff  Meeting). 

The  St.  Joseph’s  Hospital  Staff  and  the  Marico- 
pa County  Medical  Society  met  December  8,  1930, 
in  the  Lecture  Hall  of  the  Nurses’  Home,  with  fifty- 
three  doctors  present. 

The  program  of  the  Maricopa  County  Medical 
Society  was  presented  first,  consisting  of  a talk 
by  Dr.  William  H.  Walsh  of  Chicago. 

The  staff  meeting  was  then  called  to  order  by 
Dr.  Brockway  and  the  minutes  of  the  November 
staff  meeting  were  read  by  the  secretary.  The  pro- 
posed Const. tution  and  By-Laws  were  then  dis- 
cussed and  Dr.  Brockway,  chief  of  staff,  proceeded 
with  the  reading  of  the  proposed  Constitution  and 
By-Laws  to  and  including  the  third  article.  There 
was  some  discussion  upon  Article  3,  relative  to 
membership. 

There  seemed  to  be  some  confusion  in  the  minds 
of  the  members  present  and  Dr.  Holmes  moved  that 
each  staff  member  be  furnished  with  a copy  of  the 
proposed  Constitution  and  By-Laws  and  that  the 
matter  be  taken  up  at  the  next  regular  meeting. 
The  motion  was  seconded  by  Dr.  Shields  and  was 
carried.  Later,  Dr.  Victor  Randolph  moved  that 
this  motion  be  reconsidered  and  that  the  members 
be  furnished  copies  immediately,  that  the  staff 
meeting  be  adjourned  to  Monday  night,  December 
15,  and  that  the  discussion  of  the  Constitution  and 
By-Laws  be  continued  at  that  time.  This  was  sec- 
onded by  Dr.  McLoone  and  the  motion  carried. 

The  scientific  part  of  the  program  was  then 
proceeded  with  and  Dr.  Jordan’s  case,  No.  20824, 
was  presented.  Discussion  was  offered  by  Dr.  Car- 
son  and  Dr.  Palmer.  Dr.  Carson  especially  request- 
ed a discussion  of  his  discussion  for  the  reason  that 
some  recommendations  for  the  Maternity  Depart- 
ment of  the  Hospital  were  suggested.  Very  little 
discussion  followed,  however. 

The  time  being  limited,  the  meeting  adjourned. 


ST.  JOSEPH  HOSPITAL  (Albuquerque.) 

(Staff  Meeting,  Nov.  18,  1930.) 

Dr.  E.  W.  Johns  presented  the  following  case 
reports: 

The  case  we  have  to  present  tonight  is  rather 
unusual.  We  first  saw  the  patient  October  18,  at 
which  time  she  had  an  exceedingly  intense  jaundice. 

The  past  history  was  unimportant,  except  for  a 
pelvic  fracture  one  year  ago  in  an  auto  accident. 
She  had  always  been  an  unusually  healthy  and  ro- 
bust girl.  Mother  and  father  and  one  sister  were 
living  and  well,  as  well  as  husband,  to  whom  she 
had  been  married  two  years  without  pregnancy. 
Menses  normal,  and  the  last  one  occurred  about  a 
week  before  we  saw  her.  She  had  no  particular 
stomach  trouble,  as  patient  stated  that,  if  she  ate 
properly,  she  had  no  trouble,  but  did  have  occasional 
attacks  of  indigestio.n,  which  were  attributed  to  in- 
discretions in  diet.  These  had  been  a little  more 
frequent  since  the  auto  accident,  but  none  of  a 
serious  nature. 

The  present  illness  had  begun  one  month  ago 
with  a severe  nasal  cold,  since  when  she  had  not 
felt  very  well,  but  had  been  well  enough  to  play 
golf  two  or  three  times  a week,  but  would  come 
home  all  tired  out  and  felt  tired  most  of  the  time. 
She  had  had  a little  more  than  usual  indigestion 
during  this  time,  but  no  attacks  which  gave  much 
d;scomfort  and  no  acute  attacks  of  pain.  She  had 
noticed  clay-colored  stools  for  the  past  two  weeks. 
About  one  week  before  we  saw  her,  she  menstru- 


ated, and  it  was  more  profuse  than  usual  and  she 
thought  she  might  be  miscarrying.  Any  attempt  at 
abortion  in  any  manner  was  emphatically  denied. 
While  menstruating,  and  five  days  before  we  saw 
her,  she  developed  edema  of  the  face  and  petechial 
hemorrhages  of  the  skin,  which  were  especially 
abundant  on  the  arms  and  face.  She  quickly  became 
very  ill,  with  marked  nausea  and  vomiting,  togeth- 
er with  severe  prostration.  The  following  day, 
severe  jaundice  appeared.  When  we  saw  her,  four 
days  later,  there  was  no  indication  of  the  skin  hem- 
orrhages, except  for  a few  scabs  on  the  face,  which 
were,  perhaps,  the  result  of  scratching.  The  out- 
standing thing  about  her  was  her  intense  jaundice, 
which  was  intense  everywhere,  including  the  sclera 
and  mucosa.  She  said  that  she  had  no  pain  and  ex- 
amination revealed  only  a very  little  tenderness  on 
rather  deep  palpation  in  the  gallbladder  region  and 
in  the  left  upper  quadrant  in  the  region  of  the 
spleen.  This  latter  pain  was  very  slight,  however; 
which  is  significant  in  the  light  of  postmortem  find- 
ings which  will  be  given  later.  The  abdomen  had 
considerable  distention  from  gas.  There  was  almost 
a complete  loss  of  liver  dullness  at  first,  which  later 
partially  returned.  The  heart  was  about  100  in 
rate.  Blood  pressure  120/70.  There  were  no  mur- 
murs. P.M.I.  was  inside  the  mid-clavicular  line. 
The  lungs  were  clear.  Respiration,  20.  Reflexes 
normal.  She  was  a very  obese  young  woman  about 
20  years  of  age.  Appeared  to  be  fairly  comfort- 
able with  moderate  degree  of  prostration.  Quite 
uncommunicative.  Her  unfailing  response  to  the 
question  as  to  how  she  felt,  was  always  “fine.” 
Leading  questions  always  were  answered  as  shortly 
as  possible. 

Temperature  on  admission  was  98  degrees  and 
at  8 p.  m.  that  night  a temperature  of  100  degrees 
per  rectum  was  recorded.  After  that  the  tempera- 
ture ranged  from  96.2  to  98.4  until  the  last  24  hours 
of  life,  when  it  went  to  100.6  per  rectum.  Pulse 
range  was  very  little,  being  between  90  and  100 
very  constantly  until  the  last  24  hours,  when  it 
reached  130.  Respirations  were  very  constant,  at 
18  to  24.  Van  den  Bergh’s  test  was  done  once 
shortly  after  admission  and  found  to  be  positive  in 
both  the  direct  and  indirect  reactions,  and  the  Fou- 
chet  test  was  found  postiive  for  hyper-bilirubinemia. 
The  blood  count  was  surprising,  the  first  white 
count  being  46,400,  with  91  per  cent  polymorphonu- 
clears,  7 per  cent  small  lympocytes  and  2 per  cent 
transitionals.  It  was  checked  the  following  day  and 
found  to  be  46,000.  On  the  25th,  the  white  count 
dropped  to  33,100;  and  on  the  28th,  to  18,600; 
while  on  the  30th,  which  was  the  day  preceding  her 
death,  it  had  gone  back  again  to  32,700.  The  non- 
protein nitrogen  on  Oct.  26  was  176  mg.  per  100 
c.c.  and  the  urea  nitrogen  104  per  100  c.c.,  showing 
great  retention  of  nitrogen.  The  urine,  on  several 
examinations,  two  of  which  were  catheterized 
specimens,  always  showed  a little  albumin  and 
many  white  blood  cells,  but  no  casts. 

We  instituted  Lyon  Meltzer  gallbladder  drainage 
and,  after  introducing  about  200  c.c.  of  30  per  cent 
magnesium  sulphate,  finally  got  good  drainage  of 
bile.  From  this  time  on,  her  jaundice  rapidly 
cleared  and  in  a very  few  days  her  skin  was  a 
good  color  except  for  a somewhat  ashen  hue.  The 
stools  changed  at  once  from  a gray  to  a greenish 
yellow  and  remained  so.  She  seemed  to  improve 
somewhat  for  a time  and  was  able  to  retain  a little 
-light  food  and  liquids  but  became  quite  anemic. 
The  blood  on  the  28th  showed  1,840,000  red  blood 
cells  and  36  per  cent  hemoglobin  by  Newcomer 
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method.  On  this  date  a transfusion  was  done  and 
600  c.c.  of  typed  blood  was  given  her.  Type  IV 
(Moss)  blood  was  used,  as  she  was  Type  III  and 
such  a donor  was  unavailable.  She  showed  a good 
reaction  but  intractable  nosebleed  soon  followed, 
which  was  not  controlled  until  posterior  packing 
wras  put  into  each  nostril,  in  spite  of  heavy  dosage 
of  fibrogen  and  calcium  chloride.  The  bleeding 
time  on  the  28th  was  3 minutes  and  the  coagulation 
time  4 minutes  on  admission  and  5%  on  the  30th, 
which  was  the  day  preceding  death.  Our  diagnosis 
at  first  was  obstructive  jaundice,  which,  in  the  face 
of  complete  relief  by  Lyon  Meltzer  drainage, 
seemed  conclusive  except  for  the  high  white  count. 
Acute  yellow  atrophy  was  considtered  strongly, 
because  of  the  diminished  liver  dullness  and  the 
diphasic  van  den  Bergh,  and  this  was  the  diagnosis 
of  a physician  seeing  her  before  we  did.  With  the 
successful  Lyon  Meltzer  drainage,  this  diagnosis 
became  untenable.  With  the  continued  prostration, 
vomiting  and  high  white  count  after  the  clearing 
up  of  the  jaundice,  we  sought  sources  of  toxemia. 
Her  condition,  however,  was  such  that  we  did  not 
think  that  an  exploratory  operation  was  warranted, 
in  view  of  the  lack  of  definite  indications  for  such. 
In  spite  of  the  transfusion,  together  with  rectal 
feeding  and  hypodermoclysis,  she  grew  gradually 
weaker  and  died  at  5 a.  m.  the  morning  of  the  31st. 

Consent  for  a postmortem  examination  was  ob- 
tained and  was  performed  by  Dr.  Warden.  His 
findings  were  as  follows: 

The  body  is  that  of  an  adult,  white  female,  ap- 
parently about  25  years  of  age,  and  about  5 ft.  3 
in.  tall,  and  rather  obese.  The  face  appears  to  be 
somewhat  swollen.  Red,  frothy  fluid  exudes  from 
the  mouth.  Both  nostrils  are  occluded  by  blood- 
stained gauze  packs.  There  is  a small,  surgical  in- 
cision in  the  right  cubital  fossa  which  has  been 
closed  by  adhesive  tape.  Needle  punctures  through 
the  sk'n  are  seen  at  the  lower  margin  of  each  breast 
and  on  the  inner  aspects  of  the  thighs.  The  mucous 
membranes  are  pale.  Some  body  heat  is  still  pres- 
ent. Rigor  mortis  has  appeared. 

Considerable  fat  is  encountered  when  a midline 
incision  is  made  over  the  thorax  and  abdomen.  The 
peritoneum  is  found  to  contain  a normal  amount 
of  fluid  and  its  surface  in  general  is  smooth  and 
glistening.  The  appendix  is  slightly  reddened  and 
its  peritoneal  coat  has  lost  some  of  its  luster.  The 
right  fallopian  tube  is  reddened  and,  when  it  is 
picked  up,  pus  exudes  from  its  fimbriated  end. 
Stained  smears  of  this  pus  reveal  numerous  pus 
cells,  gram-negative  rods,  and  gram-positive  cocci 
in  pairs  and  in  short  chains.  A few  flecks  of  fibrin 
are  seen  on  the  surface  of  the  peritoneum  adjacent 
to  the  fimbriated  end  of  this  tube.  The  gallbladder 
is  distended  and  pressure  upon  the  gallbladder  fails 
to  empty  it.  Several  enlarged  lymph  nodes,  the 
largest  having  a diameter  of  about  1.5  sm.,  are 
found  along  the  course  of  the  common  bile  duct. 

When  the  thorax  is  opened  about  750  c.c.  of  thin, 
red  fluid  is  found  in  the  left  chest  cavity.  Within 
this  fluid  a few  fibrin  flakes  are  found.  The  pleural 
surfaces  appear  to  be  smooth  and  glistening.  The 
lower  lobe  of  the  left  lung  is  almost  completely 
collapsed.  There  is  only  a small  amount  of  fluid 
in  the  right  chest  cavity.  Its  surfaces  are  smooth 
and  glistening.  The  pericardial  sac  contains  a 
normal  amount  of  fluid.  Its  surfaces  are  smooth 
and  glistening.  When  the  esophagus  is  opened  its 
mucosa  is  seen  to  have  a normal  appearance.  The 
trachea  contains  red,  frothy  fluid.  Its  inner  surface 
is  reddened.  No  abnormality  is  found  in  the  aorta 


or  in  the  inferior  vena  cava.  The  heart  has  a nor- 
mal size.  Its  pericardial  surface  is  smooth  and 
glistening.  Its  chambers  contain  a small  amount 
of  clotted  blood.  Its  valves  have  a normal  appear- 
ance. 

The  right  lung  feels  somewhat  boggy,  especially 
in  its  dependent  portion,  but  crepitates  throughout. 
Its  surfaces  are  smooth  and  glistening.  On  surfaces 
made  by  cutting,  a moderate  amount  of  pink,  frothy 
fluid  exudes.  The  lower  lobe  of  the  left  lung  is 
small  and  does  not  crepitate.  It  has  a fleshy  con- 
sistency. The  upper  lobe  crepitates  throughout 
but  feels  somewhat  boggy.  The  surface  of  the 
lower  lobe  is  red.  The  pleura,  however,  appears  to 
glisten.  The  surface  of  the  upper  lobe  is  gray.  On 
surfaces  of  the  lower  lobe  made  by  cutting,  very 
little  fluid  exudes;  surfaces  of  the  upper  lobe  exude 
considerable  pink,  frothy  fluid. 

The  kidneys  have  a normal  size.  The  consistency 
of  each  is  soft.  The  capsule  of  each  strips  readily, 
leaving  a smooth  surface.  That  of  the  left  kidney 
is  mottled,  due  to  the  presence  of  numerous,  minute 
petechial  hemorrhages.  The  renal  markings  are 
fairly  well  preserved  in  each  kidney.  Minute  red 
points  are  seen,  however,  on  the  surface  of  each 
within  the  renal  markings.  The  edges  of  cut  sur- 
faces do  not  roll  out.  In  adrenals,  ureters  and 
bladder,  no  abnormality  is  found.  The  surfaces  of 
the  renal  pelves,  likewise,  are  free  from  gross 
pathology. 

In  the  uterus  and  both  ovaries,  no  abnormality 
is  found.  The  left  tube  is  grossly  normal.  The 
surface  of  the  right  tube  is  moderately  reddened. 
When  the  tube  is  compressed,  pus  exudes  from  its 
fimbriated  end. 

The  liver  has  a normal  size.  Its  capsule  is  smooth 
and  glistening.  Its  consistency  is  normal.  On  sur- 
faces made  by  cutting,  the  centers  of  the  lobules 
are  seen  to  be  stained  green  by  bile,  while  the  peri- 
pheries have  a gray  appearance.  The  gallbladder, 
when  opened,  is  found  to  contain  thick  bile.  No 
stones  are  found  within  it.  No  obstruction  was 
demonstrated  in  the  common  bile  duct.  The  large 
lymph  nodes,  however,  previously  described,  lie  in 
close  approximation  to  the  common  bile  duct. 

When  the  spleen  is  displaced  downward  from  the 
left  diaphragm,  a small  sub-diaphragmatic  abscess 
is  encountered  between  the  spleen  and  diaphragm. 
The  surface  of  the  spleen  forms  part  of  the  wall  of 
the  abscess,  and  this  portion  of  the  surface  is  cov- 
ered by  a thick  layer,  apparently  fibrin.  Elsewhere 
on  the  surface  of  the  spleen,  several  small  miliary 
abscesses  are  encountered,  which,  when  incised, 
are  found  to  contain  thick  white  pus.  The  spleen 
has  about  a normal  size;  its  consistency  is  soft.  The 
gastric  surface  of  the  spleen  is  adherent  to  the 
posterior  wall  of  the  stomach  at  the  fundus. 

The  stomach,  when  opened,  is  found  to  contain 
about  a liter  of  thin  brown  fluid.  When  this  is 
washed  out,  and  its  mucosa  inspected,  a perforated 
ulcer  is  found,  high  up  in  its  fundus  and  on  the 
posterior  wall  adjacent  to  the  spleen.  It  is  this 
portion  of  the  wall  of  the  stomach  which  is  adher- 
ent to  the  spleen.  When  the  fibrinous  adhesions 
which  unite  the  two  are  broken,  a small  abscess 
containing  thick,  white  pus  is  found.  The  ulcer 
opens  into  this  abscess  pocket.  The  ulcer  itself 
has  a diameter  of  only  about  2 mm.  and  a normal 
mucosa  extends  up  to  the  edge  of  the  ulcer.  Pal- 
pation of  the  wall  of  the  stomach,  bordering  on  the 
ulcer,  reveals  no  thickening.  On  the  outer  surface 
of  the  stomach  the  peritoneum  has  disappeared 
over  the  portion  of  the  stomach  wall  which  forms 
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part  of  the  wall  of  the  abscess,  and  the  muscle 
coat  is  exposed  to  view.  In  the  remainder  of  the 
stomach  no  abnormality  is  found.  The  duodenal 
is  normal.  The  remainder  of  the  small  bowel  and 
the  large  bowel,  while  not  opened,  reveal  no  evi- 
dence of  pathology  when  examined  externally. 

In  the  pancreas  no  abnormality  is  found. 

In  a culture  made  from  the  heart’s  blood,  obtain- 
ed under  sterile  conditions,  no  growth  is  obtained. 

In  a culture  of  pus  from  the  right  fallopian 
tube,  there  are  gram-negative  rods,  gram-positive 
cocci,  separately  and  in  short  chains,  and  long 
threads  showing  no  branching,  resembling  the 
threads  of  some  of  the  higher  forms  of  bacteria. 

Microscopic  Examination 

In  stained  microscopic  sections  of  the  liver,  ac- 
cumulations of  greenish-brown  pigment  are  seen 
in  the  areas  surrounding  the  branches  of  the  he- 
patic vein.  In  the  portal  areas,  many  of  the  cells 
contain  large  vacuoles  and  have  a signet  ring  ap- 
pearence.  They  have  evidently  been  infiltrated 
by  fat.  A few  similar  cells  are  seen  in  the  hepatic 
areas. 

In  sections  of  the  kidneys,  both  are  found  to  have 
a similar  appearance.  The  majority  of  the  glom- 
eruli have  a normal  appearance.  In  a considerable 
number  of  the  glomeruli,  however,  dilated  capil- 
laries are  seen.  Within  the  spaces  surrounding 
some  of  the  glomeruli,  red  blood  cells  are  seen. 
Many  of  the  tubules  contain  dense  masses  of  red 
blood  cells.  No  further  abnormality  is  seen. 

In  sections  of  the  lower  lobe  of  the  lung,  the 
majority  of  the  alveolar  spaces  are  seen  to  be  col- 
lapsed. The  capillaries  in  the  alveolar  walls  are 
distended  by  blood.  Such  alveolar  spaces  as  are 
open  contain  pink-staining  granular  material. 

In  sections  from  the  spleen  taken  from  the  region 
of  the  abscess,  the  capsule  is  seen  to  be  thickened 
and  to  be  infiltrated  by  both  lymphoid  cells  and 
pus  cells.  Within  the  spleen  iself  the  capillaries  are 
dilated.  At  one  margin  there  is  an  area  in  which 
cell  outlines  are  seen  but  in  which  few  nuclei  are 
found. 

In  sections  of  a lymph  node  taken  from  the 
vicinity  of  the  common  bile  duct,  the  lymph  spaces 
appear  to  be  dilated.  There  appears  to  be  an  in- 
crease in  the  number  of  endothelial  cells. 

Anatomic  Diagnosis 

Perforation  of  an  ulcer  in  the  fundus  of  the 
stomach,  leading  to  a walled-off  abscess  between 


the  stomach  and  the  spleen,  and  to  a small  sub- 
phrenic  abscess  between  the  spleen  and  the  left 
diaphragm.  Secondary  miliary  abscesses  in  the 
spleen,  and  secondary  acute  hyperplastic  lymph- 
adenitis in  the  lymph  nodes  surrounding  the  com- 
mon bile  duct.  Right  acute  suppurative  salpingitis, 
with  peritonitis  localized  to  the  region  of  the  os- 
tium of  the  right  tube,  secondary  to  the  infection 
in  the  upper  abdomen.  Marked  anemia,  with  prob- 
able generalized  hemorrhagic  diathesis.  Recent 
hemorrhage  from  the  nose.  Multiple  small  hemor- 
rhages into  the  tubules  of  both  kidneys.  Fatty  in- 
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THE  PROFESSION  RENDERS  ITS  VERDICT  ON  THE  VICTOR  SHOCK-PROOF 


Only  the  Victor  Shock- 
Proof  permits  this 

Illustration  shows  the  Victor  Shock- 
Proof  X-Ray  Unit,  Model  B,  applied 
in  a manner  never  before  possible 
with  any  other  type  of  x-ray  appara- 
tus. Assume  this  to  be  an  emergency 
case,  where  a radiograph  of  the  head 
is  desired,  and  the  condition  of  the 
patient  preventing  transfer  to  the 
x-ray  table.  With  this  Victor  Shock- 
Proof  Unit,  it  is  only  necessary  to 
raise  the  table  top,  wheel  the  patient’s 
cart  into  position,  focus  the  tube 
(within  the  shock-proof  head),  and 
proceed  with  the  making  of  the 
radiograph.  A fluoroscopic  exam- 
ination may  be  done  with  the  same 
facility. 

Bear  in  mind,  that  in  such  proce- 
dure there  is  no  danger  of  the  high 
voltage  system  comingin  contactwith 
you  or  your  patient,  as  the  Victor 
Shock-Proof  Units  are,  as  the  name 
implies,  100#  electrically  safe. 


"The  Shock- Proof  has  given  me  a new 
conception  of  the  use  of  x-ray  technic” 


“ T HAVE  been  the  proud  possessor  of  the 

i-  Victor  Type  A Shock-Proof  X-Ray 
Apparatus  for  almost  one  year  and  can 
give  unqualified  endorsement  of  its  capa- 
bility and  ease  of  handling,”  writes  a Mis- 
souri physician. 

“As  a general  practice  in  which  it  has 
been  used,  it  has  been  revolutionary  in  the 
excellent  quality  of  pictures,  unusual  adap- 
tability to  any  position  or  angle,  and  in  the 
feature  of  electrical  safety.  It  is  especially 
satisfactory  in  fluoroscopy  above  or  under 
the  table,  or  for  the  unlimited  positions  at 


any  conceivable  angle  or  across  table.  The 
apparatus  is  easily  and  readily  changed  to 
meet  the  desired  setting,  even  by  a very 
small  technician  as  I happen  to  have. 

“The  shock-proof  apparatus  has  given  me 
a new  conception  of  the  use  of  x-ray  technic. 
To  say  that  I am  highly  pleased  with  my 
outfit  is  scant  praise.  ...  I can  gladly  recom- 
mend this  apparatus  to  any  prospective  user 
of  x-ray  equipment.” 

Let  us  send  you  an  illustrated  brochure 
and  tell  you  where  in  your  vicinity  you  may 
see  the  Victor  Shock-Proof  in  use. 


GENERAL  @ ELECTRIC 

X-RAY  CORPORATION 


2012  Jackson  Boulevard 


Chicago,  111.,  U.  S.  A. 


FORMERLY  VICTOR 


X-RAY  CORPORATION 


Join  us  in  the  Qeneral  Electric  program,  broadcast  every  Saturday  evening  over  a nationivide  N.  B.  C.  network 
Los  Angeles — Medico-Dental  Bldg.  Dallas  Branch — 316  Medical  Arts  Bldg. 

Regional  Service  Depots — Fort  Worth,  Houston,  Sin  Antonio,  Abilene,  Corpus  Christi,  Austin  and 

Albuquerque 
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filtration  in  a liver  which  is  bile-stained  from  a re- 
cent jaundice  (the  jaundice  probably  being  the  re- 
sult of  compression  of  the  common  bile  duct  by  an 
enlargement  of  the  lymph  nodes  surrounding  it.) 
Left  hydrothorax,  with  compression  atelectasis  of 
the  lower  lobe  of  the  left  lung.  Moderate  edema  of 
both  lungs.  Acute  catarrhal  tracheitis.  Small  sur- 
gical incision  in  the  right  cubital  fossa  (at  the  site 
of  a recent  blood  transfusion.  Multiple  needle 
puncture  marks  in  the  skin  (the  result  of  subcuta- 
neous administration  of  fluids.) 

DISCUSSION 

The  finding  of  the  perforated  gastric  ulcer  was 
somewhat  of  a surprise  to  us,  as  we  had  nothing 
in  either  the  history  or  the  physical  findings  point- 
ing toward  it,  except  for  the  vomiting  and  the 
very  slight  tenderness  in  the  splenic  area.  There 
was  the  diminished  liver  dullness,  but,  in  view  of 
the  jaundice,  it  was  associated  with  this  condition. 
The  lack  of  peritoneal  symptoms  was  due  to  the 
very  slow  perforation  into  the  culdesac  between  the 
stomach  and  spleen,  which  allowed  adhesions  to 
form  before  actual  perforation  occurred. 

We  have  another  case  to  report  which  is  worth 
reporting  because  of  its  much  more  usual  onset 
and  the  fact  that  it,  too,  was  a perforated  gastric 
ulcer.  This  case  gave  a history  of  severe  stomach 
trouble  for  one  year  relieved  by  food  taking.  The 
present  attack  began  shortly  after  a full  meal  at 
noon  and  was  very  sudden,  with  agonizing  pain 
which  was  not  relieved  by  morphine.  After  some 
delay  the  patient  was  brought  200  miles  by  auto 
to  St.  Joseph  Hospital  and  was  operated  upon  about 
9 hours  after  the  perforation  occurred.  A perforated 
ulcer  in  the  anterior  gastric  wall,  just  proximal  to 
the  pylorus,  was  found.  There  were  no  adhesions. 
The  convalescence  was  unusually  smooth  and  un- 
eventful. 

These  two  cases  are  unusual,  in  that  they  are 
both  gastric  ulcers  and  were  in  the  hospital  at  the 
same  time,  in  view  of  the  fact  that  all  statistics 
show  ulcers  to  be  about  75  per  cent  duodenal  and 
not  over  25  per  cent  gastric,  although  of  perfor- 
ated cases  about  two-thirds  are  usually  found  to 
be  gastric  and,  according  to  Eager,  if  duodenal  and 
gastric  ulcers  in  pyloric  region  are  considered  to- 
gether, they  will  form  about  two-thirds  of  all  per- 
forations. They  well  illustrate  the  difference  be- 
tween a quickly  penetrating  ulcer  without  walling 
off  adhesions,  which  represents  about  three-fifths 
of  all  ulcers,  and  the  more  slowly  forming  perfor- 
ations which  form  adhesions.  In  the  two-fifths  of 
all  ulcers  where  adhesions  form,  they  are  with  the 


pancreas  in  about  one-half  of  the  cases,  or  one-fifth 
of  all  perforated  ulcers;  next  most  commonly  the 
adhesions  are  with  the  left  lobe  of  the  liver,  and 
much  more  rarely  with  other  contiguous  parts,  as 
lymphatic  glands,  diaphragm,  spleen,  kidney,  supra- 
renal capsule,  omentum,  colon,  small  intestine,  gall- 
bladder, sternum,  or  anterior  abdominal  wall.  Our 
second  case  illustrates  the  more  usual  location  of 
the  peptic  ulcer  on  the  stomach  wall,  as  Balfour 
states  that  90  per  cent  are  on  or  near  the  lesser 
curvature.  Welch  reports  the  location  of  795  ulcers, 
in  566  cases,  as  follows,  using  a more  definite  lo- 
calization than  Balfour: 

Lesser  curvature  36.3%  \ 

Posterior  wall  29.6%' 1 77.9% 

Pylorus  12.0%) 

Anterior  wall  8.7%'  I 

<,.anl.la  l 22-1% 

Fundus  3.7%  f 

Greater  curvature  3.4% J 

Our  first  case  falls  in  the  fundus  group  of  3.7% 
of  all  cases,  which  is  next  to  the  lowest  group,  while 
our  second  probably  would  be  classed  by  Welch 
with  his  pylorus  group  of  12  per  cent. 

There  is  considerable  variation  in  the  percent- 
ages which  perforate  in  the  different  locations, 
which  have  been  reported  by  Brinton  as  follows: 


Posterior  surface  

....  2%’ 

Pyloric 

region  

...10% 

Middle  portion  of  stomach 

....13% 

Lesser 

curvature  

...18% 

Cardiac 

extremity  

...40%' 

Anterior 

surface  

...85%' 

Our  first  case  falls  into  the  2 per  cent  posterior 
surface  of  the  stomach  group,  while  our  second 
probably  would  be  grouped  with  the  10  per  cent 
pyloric  group,  but,  being  on  the  anterior  surface,  it 
is  at  least  akin  to  the  anterior  surface  group  with 
its  85  per  cent  of  perforations. 

These  two  cases  are  instructive  in  that  they  il- 
lustrate the  two  extremes  of  gastric  ulcer  perfor- 
ation. The  one,  insidious  and  slow  in  on- 
set, without  serious  symptoms;  in  fact,  so 
innocuous  that  the  patient  did  not  consult  a 
physician  until  17  days  before  her  death,  and  the 
symptoms  were  so  disguised  that  perforated  ulcer 
was  not  given  more  than  passing  consideration. 
The  second,  with  very  severe  characteristic  symp- 
toms, making  a probable  diagnosis  over  long-dis- 
tance telephone  possible.  The  outcome  of  the  two 
is  very  striking  in  that  the  one  with  the  mild  on- 
set, apparently  without  serious  illness,  resulted  in  a 
fatal  outcome  to  the  patient,  while  the  one  with  the 
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sudden  cataclysmic  onset,  with  most  apparent  des- 
perate illness  of  the  patient,  had  a happy  outcome. 


Following  a general  discussion  of  the  cases  re- 
ported by  Dr.  Johns,  Dr.  L.  S.  Peters  briefly  out- 
lined the  history,  the  clinical  course,  and  the  post- 
mortem findings  in  a young  boy  recently  seen  by 
him,  in  which  death  was  due  to  hemorrhage  from  a 
mediastinal  abscess  which  had  perforated  through 
the  trachea. 

A series  of  motion  pictures  was  then  presented, 
illustrating  the  surgical  treatment  of  peptic  ulcer. 


BOARD  OF  MEDICAL  EXAMINERS  OF 
ARIZONA 

The  following  physicians  have  been  grant- 
ed license  to  practice  medicine  in  Arizona,  at 
the  January,  1931  meeting  of  the  Board  of 
Medical  Examiners: 

DR.  G.  ARNOLD  STEVENS,  to  be  located  at 
Clifton,  Ariz.  Graduate  of  the  College  of  Medical 
Evangelists,  Loma  Linda,  Calif.,  by  reciprocity  with 
the  National  Board  of  Medical  Examiners. 

DR.  ALEXANDER  McKEAN,  Miami,  Ariz.,  to 
be  associated  with  the  Health  Department  of  Gila 
County.  Graduate  of  Northwestern  University,  pre- 
viously located  at  Salt  Lake  City.  Reciprocity  with 
Iowa. 

DR.  G.  BYRON  STEWARD,  Stockton,  Mo.,  grad- 
uate of  St.  Louis  University  (1920),  licensed  by  reci- 
procity with  Missouri. 

DR.'  HOMER  R.  LATHROP,  Casper  Wyo.,  grad- 
uate of  Rush  Medical  College  (1901),  licensed  by 
reciprocity  with  Illinois. 

DR.  PAUL  H.  GUTTMAN,  pathologist  associat- 
ed with  the  Grunow  Memorial  Clinic,  Phoenix. 
Graduate  of  Washington  University,  St.  Louis 
(1927),  licensed  by  reciprocity  with  the  National 
Board  of  Medical  Examiners. 

DR.  JAMES  OSCAR  HICKS,  Victoria,  Texas, 
graduate  of  Kentucky  School  of  Medicine  (1926), 
licensed  by  reciprocity  with  West  Virginia. 

DR.  ARTHUR  H.  WALL,  Kansas  City,  Mo., 
graduate  of  Kansas  City  Medical  College  (1895), 
licensed  by  reciprocity  with  Missouri. 

DR.  GEORGE  II.  SPIVEY,  Phoenix,  Ariz.,  in 
charge  of  the  work  sponsored  by  the  Rockefeller 
Foundation  for  the  Maricopa  County  Board  of 
Health.  Graduate  of  University  of  Louisville  Medi- 
cal Dept.  (1911),  licensed  by  reciprocity  with  Mis- 
sissippi. 

DR.  DAVID  M.  DAVIS,  who  will  practice  urol- 
ogy with  the  Grunow  Clinic  organization,  Phoenix. 
Graduate  of  Johns  Hopkins  University  (1911),  li- 
censed by  reciprocity  with  Michigan. 

DR.  HENRY  D.  WATSON,  B’inghampton,  N.  Y. 
Graduate  of  University  of  New  York  (1896),  licens- 
ed by  reciprocity  with  New  York. 

DR.  CHESTER  L.  WILSON,  Yuma,  Ariz.  Grad- 
uate of  University  of  Louisville  Medical  School 
(1929),  licensed  by  examination. 

DR.  HAROLD  L.  SNOW,  San  Pedro,  Calif.  Grad- 
uate of  Northwestern  University,  Chicago  (1929), 
licensed  by  examination. 

DR.  B.  P.  STORTS,  Jr.,  Ajo.  Ariz.  Graduate  of 
University  of  Louisville  (1929),  licensed  by  exam- 
ination. To  be  associated  with  the  New  Cornelia 
Copper  Company. 

DR.  GEORGE  F.  C.  FASTING,  Tucson,  Ariz.. 
graduate  of  Rush  Medical  College  (1926),  licensed 
by  examination. 

DR.  DOROTHY  M.  FRANKLIN,  Tucson,  Ariz., 
graduate  of  University  of  Illinois  College  of  Medi- 
cine (1928),  licensed  by  examination. 


The  Tulane  University  of 
Louisiana 

GRADUATE  SCHOOL  OF 
MEDICINE 


Approved  by  the  Council  on  Medical  Educa- 
tion of  the  A.M.A. 

Post-graduate  instruction  offered  in  all 
branches  of  medicine.  Courses  leading  to  a 
higher  degree  have  also  been  instituted. 

A bulletin  furnishing  detailed  information 
may  be  obtained  upon  application  to  the 

DEAN 

GRADUATE  SCHOOL  OF 
MEDICINE 

1430  Tulane  Avenue 

New  Orleans,  La, 


The  DALLAS  SOUTHERN 
CLINICAL  SOCIETY 

Will  hold  its  Third  Spring  Clinical  Confer- 
ence in  Dallas,  March  3 0th  to  April  3rd,  1931. 

FEATURES: 

17  DISTINGUISHED  SPEAKERS  including— 


Fishbein 

Hayden 

Hirschman 

Dean  Lewis 

Alvarez 

Means 

Berens 

Chevalier  Jackson 

Caulk 

W.  A.  Pusey 

Grulee 

Pancoast 

Polak 

Campbell 

Pollock 

Jeff  Miller 

Wilder 


DAILY  HOSPITAL  CLINICS 
POST-GRADUATE 
INSTRUCTION,  (96)  hours 

Round  Table  Luncheons,  Symposiums, 
Alumni  Dinners,  etc. 

No  increase  in  all-inclusive  $10.00  registration 
fee.  Railroad  Rates.  For  detailed  information 
write  the  Secretary,  1424  Medical  Arts  Bldg., 
Dallas,  Texas. 
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DR.  LOUIS  B.  B'ALDWIN,  Phoenix,  Ariz.,  to 
practice  internal  n^edicine  with  the  Grunow  Clinic. 
Graduate  of  College  of  Physicians  and  Surgeons  of 
New  York  (1919).  Licensed  by  reciprocity  with 
New  York. 

DR.  FRED  P.  PATTON,  Tucson,  Ariz.  Graduate 
of  Rush  Medical  College  (1901),  licensed  by  reci- 
procity with  Illinois. 


PERSONAL  NEWS  ITEMS 

DR.  H.  D.  ATWOOD,  formerly  located  at  Ajo, 
Ariz,  on  the  staff  of  thfe  New  Cornelia  Copper  Com- 
pany, has  entered  into  the  general  practice  of  medi- 
cine in  Phoenix,  occupying  the  offices  in  the  Heard 
Building  formerly  occupied  by  Dr.  Couch.  Dr.  At- 
wood has  taken  charge  of  the  work  vacated  by  Dr. 
Calvert  in  Scottsdale,  and  is  maintaining  office 
hours  in  this  isuburban  town,  as  well  as  in  Phoenix. 

DR.  WM.  C.  TODT,  of  Kingman,  Ariz.,  has  been 
spending  some  weeks  in  Phoenix  recuperating  from 
a respiratory  infection,  which  the  rigors  of  the 
northern  town  would  not  allow  to  recover. 

DR.  R.  0.  LIEUALLEN,  formerly  Superinten- 
dent of  the  State  Hospital  in  Phoenix,  whose  resig- 
nation from  that  position  followed  as  the  usual  re- 
sult of  change  in  state  administration,  has  accepted 
a responsible  position  with  the  California  State  Hos- 
pital at  Norwalk,  Calif. 

DR.  H.  B.  STEWARD,  of  Coolidge,  Ariz.,  has 
been  appointed  physician  for  the  State  Prison  at 
Florence,  and  has  moved  to  the  latter  town  to  as- 
sume charge  of  his  new  duties. 

DR.  GEORGE  W.  STEPHENS,  who  was  super- 
intendent of  the  Arizona  State  Hospital  under  the 
last  previous  administration  of  Governor  Hunt,  has 
been  re-appointed  to  that  position  and  has  takien 
charge  of  his  old  position  at  that  institution. 

DR.  J.  D,  MAULDIN,  of  Phoenix,  has  been  ap- 
pointed Health  Officer  for  Maricopa  County,  suc- 
ceeding Dr.  C.  W.  Brown,  who  gave  up  the  office  as 
the  inevitable  result  of  a new  lin<e-up  of  political 
forces  the  first  of  the  year. 

DR.  JOHN  R.  EARP,  formerly  of  Boulder,  Colo., 
has  been  appointed  Director  of  the  Bureau  of  Pub- 
lic Welfare  of  New  Mexico,  succeeding  Dr.  Luck- 
ett.  The  reasons  for  Dr.  Luckett’s  resignation  have 
not  been  learned  as  yet,  but  the  whole  medical  pro- 
fession of  the  southwest  will  regret  to  lose  him ; 
the  constructive  work  done  by  him  in  New  Mexico 
during  the  ten  years  or  more  of  service  there  has 
been  outstanding.  Dr.  Earp  comes  to  the  office  with 
many  years  of  experience  in  executive  work,  having 
served  among  other  responsible  positions,  as  editor 
of  Colorado  Medicine. 

DR.  E.  C.  WILLS,  of  Phoenix,  has  opened  offices 
at  704  N.  Central  Ave.,  where  he  will  give  special 
attention  to  electrotherapy.  He  has  equipped  his 
offices  for  medical  and  surgical  diathermy,  sin- 
usoidal and  galvanic  electrotherapy,  phototherapy 
by  infrared  or  ultraviolet,  electric  vibration,  mas- 
sage, nerve  regeneration  and  muscle  training. 

DR.  JOHN  WIX  THOMAS  has  moved  his  offices 
from  the  Heard  Building  to  his  residence  at  1217  N. 
Central  Ave.  He  will  observe  his  usual  office  hours 
at  the  new  location,  having  reniodelled  a portion  of 
the  residence  into  offic)e  quarters. 

DR.  T.  J.  B'OULDIN,  of  St.  Johns,  Apache  Coun- 
ty, is  spending  two  months  in  Phoenix,  as  the  state 
senator  from  that  county.  He  was  elected  without 
opposition  in  the  last  general  election. 

DR.  0.  C.  PATTON,  of  Ajo,  is  the  member  of  the 
state  legislature  for  the  Ajo  district  of  Pima  Coun- 
ty, and  is  spending  the  period  of  the  legislature  in 
Phoenix. 


FIFTEENTH  ANNUAL  CLINICAL  SESSION 
Of  The 

AMERICAN  COLLEGE  OF  PHYSICIANS 

The  Fifteenth  Annual  Clinical  Session  of  the 
American  College  of  Physicians  will  convene  in 
Baltimore,  Maryland,  March  23-27,  and  in  Wash- 
ington, D.  C.,  March  28.  1931.  Those  who  attend 
the  meeting  will  find  ample  in  the  way  of!  clinical, 
laboratory,  research  and  historical  interest,  to  repay 
them  for  the  time  spent  in  making  the  journey.  Dr. 
Sydney  R.  MilKer,  of  Baltimore.  President  of  the 
American  College  of  Physicians,  has  prepared  the 
program  for  the  General  Scientific  Sessions,  while 
Dr.  Maurice  C.  Pincoffs,  General  Chairman,  also 
of  Baltimore,  has  arranged  the  program  of  clinics, 
demonstrations,  entertainment,  etc. 

As  an  added  feature  of  the  Clinical  Session  this 
year,  an  additional  day,  March  28.  will  be  spent  in 
Washington,  D.  C.,  where  a special  program  of 
clinics  and  inspection  tours  has  been  arranged  un- 
der the  auspices  of  the  Medical  Departments  of  the 
U.  S.  Army,  U.  S.  Navy,  U.  S.  Public  Health  Ser- 
vice and  Georgetown  University.  Dr.  William  Ger- 
ry Morgan  is  acting  as  Chairman  of  the  Washing- 
ton Committee. 

The  entire  program  of  the  Clincal  Session  is  char- 
acterized by  r(ew  subjects,  new  authors  and  wide 
geographic  representation.  It  is  significant  that  the 
Committees  have  attempted  carefully  to  avoid  repe 
tition  of  subjects  and  authors,  as  has  so  often  been 
the  case  in  previous  years.  On  the  General  Scienti- 
fic Programs  there  will  be  forty-five  or  fifty  select- 
ed formal  papers.  Symposia  on  blood  diseases,  oxy- 
gen therapy,  diseases  of  the  liver,  recent  advances 
in  endocrinology  with  particular  reference  to  the 
newer  work  on  supra-renal  extracts,  myocarditis, 
and  several  other  subjects  have  been  arranged.  At 
Baltimore’s  many  modern  and  excellently  operated 
hospitals,  clinics,  ward-walks,  laboratory  demonstra- 
tions and  the  likje  will  be  held.  Johns  Hopkins  Hos- 
pital and  Medical  School,  under  Dr.  Alan  M.  Ches- 
nev,  Dean,  and  a specially  appointed  Committee, 
will  place  at  the  disposal  of  the  College  all  of  its 
facilities  and  offer  a program  of  great  interest. 
Additional  hospitals,  such  as  the  Union  Memorial 
Hospital,  St.  Agnes  Hospital,  at  which  Dr.  Joseph 
C.  Bloodgood  does  so  much  of  his  work,  the  Munici- 
pal Hospitals,  and  several  of  the  more  private  in- 
stitutions, such  as  the  Howard  A.  Kelly  Hospital, 
noted  particularly  for  its  radium  activities,  and  the 
Sheppard  and  Enoch  Pratt  Hospital,  which  is  one  of 
the  most  modern  dealing  wriht  psychiatric  problems, 
and  many  others  will  provide  programs  of  clinics. 

Hotel  headquarters  will  be  at  the  Lord  Baltimore 
Hotel,  while  general  headquarters,  at  which  the 
registration  of  members,  commercial  exhibits  and 
all  geriieral  sessions  will  be  held,  will  be  The  Alca- 
zar, Cathedral  and  Madison  Streets,  Baltimore. 
Transportation  on  the  Certificate  Plan  of  reduced 
fares  will  be  available  to  all  physicians  and  de- 
pendent members  of  their  family  from  all  parts  of 
the  United  States  and  Canada.  A special  program 
of  entertainment  hasi  been  arranged  for  visiting  la- 
dies. The  Convocation  for  the  induction  of  new 
members,  as  Masters  or  Fellows,  will  be  held  on 
Wednesday  evening,  March  25,  and  the  Annual  Ban- 
quet will  be  held  on  Thursday  evening,  March  26. 
The  Business  Meeting,  at  which  reports  of  admin- 
istration and  elections  for  the  new  year  will  take 
place,  will  be  held  during  the  forenoon  of  Thurs- 
day, March  26. 

Mr.  E.  R.  Loveland,  133-135  S.  36th  Street,  Phila- 
delphia, is  the  Executive  Secretai'y  of  the  College, 
and  it  is  to  him  that  requests  for  further  informa- 
tion or  programs  should  be  addressed. 


JANUARY,  1931 
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DALLAS  SOUTHERN  CLINICAL 
CONFERENCE 

The  third  Annual  Spring'  Clinical  Conference  of 
the  Dallas  Southern  Clinical  Society  will  be  hield  in 
Dallas  during  the  week  of  March  30th.  Invitations 
to  attend  are  being  sent  to)  all  orthodox  physicians 
of  the  Southern  States  and  Mexico. 

The  program  for  the  week  is  built  around  the  lec- 
tui'qs  and  hospital  demonstrations  of  (seventeen 
guest  lecturers,  among  whom  are  Dr.  Walter  C.  Al- 
varez of  Rochester,  Minnesota,  Dr.  Louis  J.  Hirsch- 
man  of  Detroit,  Drs.  Morris  Fishbein,  Russell  Wild- 
er, C.  G.  Grulee,  L.  J.  Pollock,  A.  A.  Hayden  and 
W.  A.  Pusey  of  Chicago,  Drs.  Chevalier  Jackson 
and  H.  K.  Pancoast  of  Philadelphia,  Dr.  Dean  Lew- 
is of  Baltimore,  Dr.  Jeff  Miller  of  New  Orleans  and 
others.  Ninety-six  hours  of  organized  post-gradu- 
ate work  is  being  offered  by  local  men  in  addition 
to  the  general  assemblies  and  hospital  clinics.  The 
Baker  Hotel  is  headquarters  for  registration  and  all 
assemblies. 


THE  DOCTOR  IN  COURT,  by  Edward  Hunting- 
ton  William?,  M.D.;  The  Williams  and  Wilkins 
Company;  Baltimore;  1929. 

The  physician  may  at  any  time  be  called  to  tes- 
tify in  court.  The  better  the  witness,  because  of 
his  knowledge,  the  more  likely  will  be  the  opposing 
attorney  to  attempt  to  embarrass  him. 

The  methods  by  which  a witness  may  be  attacked 
in  cross-examination  are  devious  and  numerous. 

Dr.  Williams  gives  actual  court  room  exper- 
iences, and  shows  the  reader  the  types  of  situations 
which  may  arise.  No  book  can  supplant  court 
room  experiences  and  make  the  novice  the  equal 
of  the  experienced  witness;  a careful  study  of  this 
book,  however,  must  make  the  physician  better  pre- 
pared to  testify  when  compelled  to  do  so. 

The  small  price  of  the  book  will  be  returned 
perhaps  many  times  to  the  physician  who  is  famil- 
iar with  its  contents  before  appearing  in  court. 

The  author  writes  entertaingly.  The  publisher 
has  done  excellent  work.  There  are  relatively  few 
typographical  or  grammatical  errors.  The  book 
can  be  read  in  an  evening. 

Every  physician  should  own  this  book  and  give  it 
frequent  re-readings.  O.  H.B. 


Eye,  Ear,  Nose  and  Throat  man  in  active  prac- 
tice and  good  standing,  experienced  and  accom- 
plished, desires  location  or  association  in  New 
Mexico  or  Texas  for  the  benefit  of  a warmer  cli- 
mate. Add.  Box  W,  Southwestern  Medicine. 


The  Dugdale  Libel  Suit. — Frederick  Dugdale,  M. 
D.,  of  Lowell  and  Boston  had  his  license  to  practice 
medicine  in  Massachusetts  revoked  April  18,  1929, 
for  “gross  misconduct  in  the  practice  of  his  profes- 
sion.” The  Lowell  (Mass.)  Sun  published  an.  account 
of  the  hearing  connected  with  the  revocation  pro- 
ceedings and  stated  that  the  charges  against  Dug- 
dale grew  out  of  the  alleged  professional  miscon- 
duct on  his  part  in  the  treatment  of  a patient  who 
subsequently  died  of  cancer.  As  a result  of  this 
publication  Dugdale  brought  suit  against  the  pub- 
lisher of  the  Sun,  charging  libel  and  demanding 
damages.  The  case  came  to  trial  and  the  jury 
brought  in  a verdict  in  favor  of  the  newspaper.  For 
some  years  Dugdale  advertised  as  a “specialist”  in 
“skin,  blood  and  nervous  diseases’’  and  operated  a 
mail  order  “rheumatism  cure”;  later  he  was  one  of 
the  disciples  of  the  Abrams  cult.  For  some  years 
Dugdale  had  his  own  “cancer  cure.”  Still  later,  as 
the  Koch  “cancer  cure”  became  a money-maker, 
Dugdale  became  a Koch  disciple  and  in  the  libel  suit 
the  Koch  “treatment”  figured  largely.  (Jour.  A.M. 
A.,  November  15,  1930,  p.  1523.) 


SITUATIONS  WANTED 
WANTED— Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections  en- 
able us  to  give  superior  service.  Aznoes  National 
Physicians’  Exchange,  30  North  Michigan,  Chicago. 
Established  1896.  Member  The  Chicago  Association 
of  Commerce. 


DIABETICS 


haVe  pa/alaile 

Starch-free  Bread 


ivAen  you  prescribe 


Self-rising  — contains  no  starch,  no  gluten 
Ask  for  nearest  Depot  or  order  direct 
LISTER  BROS.  Inc.  41  East  42nd  Street  NEW  YORK,  N.  Y. 


POSTGRADUATE  SCHOOL  OP  SURGICAL  TECHNIQUE,  Inc. 

2512  Prairie  Avenue  (opposite  Mercy  Hospital)  Chicago,  Illinois 

1.  General  Surgery:  100  hours  (2  weeks)  course  of  intensive  instruction  and  practice  in  surgical 
technique  combined  with  clinical  demonstrations  (for  practicing  surgeons) 

2.  General  Surgery  and  Specialties:  Three  months’  course  comprising:  (a)  review  in  anatomy  and 
pathology;  (b)  demonstration  and  practice  in  surgical  technique;  (c)  clinical  instruction  by  fac- 
ulty members  in  various  hospitals,  stressing  diagnosis,  operative  technique  and  surgical  pathology. 

3.  Special  Courses:  Orthopedica  and  Traumatic  surgery;  gynecology  and  radiation  therapy;  eye, 
ear,  nose  and  throat,  thoracic,  genito-urinary  and  goiter  surgery;  bronchoscopy,  etc. 

All  courses  continuous  throughout  the  year.  Detailed  information  furnished  on  request. 
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SOUTHWESTERN  MEDICINE 


uriosity  GAVE  the  world  a new  and 

^IMPORTANT  MEDICINE  r , , PHYSIOLOGICAL 
STANDARDIZATION  MADE  THIS  MEDICINE 
UNIFORMLY  POTENT  ,,,,,,,,, 


Old  mother  hutton,  the  Shropshire  herb- 
woman,  guarded  her  secret  jealously. 
Had  not  her  herb  tea  relieved  an  Oxford 
dean  of  his  dropsy,  when  all  other  remedies  had 
failed?  To  satisfy  his  curiosity,  Dr.  William 
Withering  sought  out  the  old  woman,  nearly 
150  years  ago.  At  first  she  stubbornly  refused  to 
talk  to  him.  But  finally  one  argument  prevailed. 
There  was  the  clink  of  golden  sovereigns  in 
Mother  Hutton’s  palm,  and  the  cherished  recipe 
was  his! 

Withering  saw  that  the  crudely  written  scrawl 
called  for  twelve  common  herbs  and  plants. 
After  long  and  patient  trial  he  found  eleven  of 
them  medicinally  worthless.  But  in  the  twelfth, 
the  purple  foxglove,  he  found  a new  and  power- 
ful drug,  now  more  commonly  known  as 
digitalis. 

Physicians  welcomed  Withering’s  contribu- 


tion to  medicine,  but  they  soon  found  that  the 
use  of  digitalis  was  attended  by  a serious  diffi- 
culty. Extracts  made  from  the  drug  were  by  no 
means  uniform  in  potency.  Some  were  too 
weak;  others  were  much  too  strong  for  safety. 

For  over  a century,  physicians  and  pharma- 
cists grappled  with  the  problem  of  making 
uniform  extracts  of  digitalis.  Then,  in  1898, 
exactly  113  years  after  Withering’s  discovery, 
the  Parke-Davis  medical  research  laboratories 
announced  the  first  standardized  tincture  of 
digitalis. 

111 

Parke,  Davis  & Company  is  justly  proud  of  the  part  it  has 
played  in  introducing , developing  and  extensively  applying  the 
principles  of  chemical  and  physiological  standardisation.  No 
product  leaves  our  laboratories  until  there  have  been  applied  to  it  all 
the  tests  that  scientific  investigation  has  found  necessary  to  determine 
its  purity  and  potency  as  a medicinal  agent. 


PARKE,  DAVIS  & COMPANY 

DETROIT  NEW  YORK  CHICAGO  KANSAS  CITY  ST.  LOUIS  BALTIMORE  NEW  ORLEANS 
MINNEAPOLIS  SEATTLE  In  Canada:  WALKER VILLE  MONTREAL  WINNIPEG 


The  world’s  largest  makers  of  pharmaceutical  and  biological  products 
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IMPORTANT 

ANNOUNCEMENT 

y 

Change  of  Corporate  Name 

o 

After  January  1st,  1931 

The 

Laboratory  Products 
Company 

will  be  known  as 

Ever  since  1921,  when 
S.M.A.  (an  adaptation 
to  breast  milk)  was  first 
announced  generally  to 
the  Medical  Profession, 
we  have  been  constant- 
ly referred  to  as  "the 
S.  M.  A.  Company". 
Common  usage,  there- 
fore, suggested  the 
change  from  The 
Laboratory  Products 
Company  to  S.  M.  A. 
Corporation.  It  is  how- 
ever, the  same  comp- 

any, the  same  personnel 

and  the  same  products. 

The  same  ethical  poli- 

S.M.A.  | 

cies  which  have  guided 
us  so  many  years  will 
also  be  strictly 
maintained. 

CORPORATION  | 

This  change  in  corpor- 
ate name  was  approved  at  a 
special  meeting  of  the  stock- 

o 

holders,  December  IO,  1930. 

S.  H.  A. 

Corporation 

CLEVELAND,  OHIO 

IN  ADDITION  TO 


Laboratory  and  X^Ray 
Diagnosis 
and 

Radio  Therapy 

(X-ray  and  Radium) 

WE  CAN  FURNISH 
POLLEN  TEST  SETS  FOR 
DETERMINING  CAUSE  OF 

Hay  Fever 

AS  WELL  AS  TREATMENT  SETS 
FOR  AFFORDING  RELIEF 

R 

Pathological  Laboratory 

Suite  320  Goodrich  Building 
Mail  Address  P.  0.  Box  1587 
Phoenix,  Arizona 


W.  Warner  Watkins,  M.  D. 
Harlan  P.  Mills.,  M.  D. 


Clarence  N.  Boynton,  M.  A 
Wm.  J.  Horspool,  Bus.  Mgr 


Arizona  State  Medical  Association,  No  gales May  7,  8 and  9 

American  Medical  Association,  Philadelphia  -----  June  8 to  12 
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OF  THE 

NEW  MEXICO  MEDICAL  SOCIETY 
ARIZONA  STATE  MEDICAL  ASSOCIATION 
EL  PASO  COUNTY  (TEXAS)  MEDICAL  SOCIETY 
THE  MEDICAL  AND  SURGICAL  ASSOCIATION 
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GASTRON 

Steadily  advances  in  use  and  repute  as 
it  becomes  more  and  more  widely  known 

GASTRON  fortifies  gastric  digestion,  relieving  and  correcting  dis- 
order of  gastric  function.  It  is  also  more  and  more  employed  as  an  ac- 
cessory to  other  treatment — to  enable  the  patient  to  get  the  maximum 
of  nutrition,  and  to  promote  tolerance  of  remedies. 

GASTRON — the  acid-aqueous-glycerin  extract  of  the  entire  gastric 
mucous  membrane*  prescribed  simply  by  the  name — G A S T R 0 N. 

Samples,  literature,  upon  request. 

♦Alcohol-free. 

_ _ ' C A DEMY 

Fairchild  Bros.  & Foster  ^ 

NEW  YORK  |*|AH  -5  iS?| 

| IIBRARY  j 


PHOTOGRAPHS  OF  TYPICAL  FILTER  DISKS  AFTER  SEDIMENT  TEST 

(These  are  not  Petri-dishes.  The  bacteriological  cleanliness  of  Mead's  Dextri-Maltose  is  a separate  test.) 

The  outside  ring  in  each  case  represents  the  crimp-  spots  are  of  the  utmost  significance  to  the  doctor 
ing  action  of  the  rim  wh ich  holds  the  cotton  disks  who  feeds  babies;  they  represent  particles  of  debris 
in  the  sediment  tester.  The  dark  areas  are  shadows  which,  when  added  to  the  milk,  undo  the  most 
which  have  no  significance.  But  the  little  black  rigid  sanitary  control  and  inspection  at  the  dairy. 


What  good  is  certified  milk 

or  pasteurized  milk 


if  the  carbohydrate  later 
mixed  with  it  is  unclean  » 

The  result  — in  the  baby’s  bottle  — can  only  be  an 
unclean  feeding.  The  strictest  sanitary  control  at 
the  dairy  is  nullified  by  an  unclean  carbohydrate. 

The  value  of  long  experience  in  preparing  Dextri- 
Maltose  is  evidenced  by  the  filter  tests  above  illus- 
trated. As  a result  of  twenty  years  of  careful  study 
and  application  of  improved  measures  for  sanitary 
control,  Mead’s  Dextri-Maltose  is  practically  free  from 
particles  of  foreign  matter.  This  feature  is  in  ad- 
dition to  its  being  bacteriologically  clean.  There  is 
a difference  between  a clean  product  and  a cleaned  one. 

M eadJs  Dextri-Maltose  is  Clean 


Mead  Johnson  & Co.,  Evansville,  ind.,  u.s.a. 

SPECIALISTS  IN  INFANT  DIET  MATERIALS 


SEDIMENT  TESTER 

( Wisconsin  Type) 

used  routinely  in  testing  Mead's 
Dextri-Maltose  and  Milk  Prod- 
ucts. One  ounce  of  the  prod- 
uct to  be  tested  is  dissolved 
in  distilled  water  and  placed  in 
chamber  A.  Washed  air  under 
pressure  is  applied  at  B which 
forces  liquid  through  cotton  fil- 
ter disk  held  in  cap  C.  Photo- 
graphs at  top  of  page  show  ap- 
pearance of  these  filter  disks  af- 
ter testing.  (1)  Dextri-Maltose. 
(2)  and  (3)  other  carbohydrates 
that  do  not  enjoy  the  long  man- 
ufacturing experience  of  Mead's 

Dextri-Maltose. 
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SOILAND  CLINIC 

Drs.  Soiland,  Costolow  and  Meland 

1407  South  Hope  Street,  Los  Angeles,  Calif. 

Telephone  Westmore  1418 
Hours  9:00  to  4:00 

An  institution  fully  equipped  for  the  study,  diagnosis  and 
treatment  of  neoplastic  disease.  Radiation  therapy  and 
modern  electro-surgical  methods  featured. 

Albert  Soiland,  M.  D.  Wm.  E.  Costolow,  M.  D. 

Orville  N.  Meland,  M.  D.  Egbert  J.  Bailey,  M.  D. 

A.  H.  Warner,  Ph.  D.,  Physicist 
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Specialists  in  the  Southwest 


EL  PASO,  TEXAS 


J.  A.  RAWLINGS,  M.  D. 

and 

HARRY  LEIGH,  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

1,01,  Roberts-Banner  Bldg.  El  Paso 


W.  E.  VANDEVERE,  M.  D. 

Eye,  Ear,  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 

S10  Bassett  Bldg.  El  Paso 


FRANKLIN  D.  GARRETT,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 


G.  WERLEY,  M.  D. 

Diseases  of  the  Heart 

1,01-2  Roberts-Banner  Bldg.  El  Paso 


ROBERT  B.  HOMAN,  M.  D. 

Practice  limited  to 

Chest  Diagnosis  and  Consultations 

Homan  Sanatorium  El  Paso,  Texas 


J.  W.  CATHCART,  M.  D.  C.  H.  MASON.  M.  D. 

DRS.  CATHCART  & MASON 

X-Ray  and  Radium  Laboratories 

310  Roberts  Banner  Bldg.  El  Paso 

E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 

Internal  Medicine 

610  Martin  Bldg.  El  Paso  i 


LESLIE  M.  SMITH,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 
x-ray  therapy  as  indicated  in  dermatology 

1029  First  National  Bank  Bldg.  El  Paso 


W.  R.  JAMIESON,  M.  D. 

Genito  Urin ary.  Skin  and  Rectal 
Diseases 

921  First  National  Bank  Bldg.  El  Paso 


W.  L.  BROWN.  M.  D C.  P.  BROWN.  M.  D 

BROWN  AND  BROWN 

Suite  UOU  Roberts-Banner  Bldg.  El  Paso 


DR.  L.  A.  NEIL 

Practice  limited  to 

Periodontia  (Pyorrhea)  and 
Oral  Diagnosis 

809  First  Nat’ l Bank  Bldg.  El  Paso,  Texas 


JAMES  VANCE,  M.  D. 

Practice  Limited  to 

Surgery 

313-1,  Mills  Bldg.  El  Paso 

HOURS:  11  TO  12:30 


K.  D.  LYNCH,  M.  D. 

Genito  urinary  Surgery 

1,11,  Mills  Bldg.  El  Paso 
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PHOENIX,  ARIZONA 

T.  T.  CLOHESSY,  M.  D. 

Practice  Limited  to 

Dermatology  and  Syphilology 

224-5  Luhrs  Bldg.  Phoenix 


EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 
Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

515  Goodrich  Building  Phoenix 


HARRY  R.  CARSON,  M.  D. 
Diseases  of  Children 
Heard  Building  Phoenix 


JOSEPH  MADISON  GREER,  M.  D. 

F.  A.  C.  S. 

SURGERY 

Bone  and  Joint  Surgery 

Consultation  by  appointment 
Security  Building  Phoenix 

FRED  G.  HOLMES,  M.  D. 
VICTOR  RANDOLPH,  M.  D. 
HOWELL  RANDOLPH,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
407  Goodrich  Bldg.  Phoenix 

H.  T.  BAILEY.  M.  D. 

MAYO  ROBB.  M.  D. 

Practice  Limited  to 

Eye,  Ear,  Nose  and  Throat 
323  Ellis  Bldg.  Phoenix 


MIHAJLO  MATANOVICH,  B.S..M  D. 

Genito-Urinary  Diseases 
402  Heard  Building  Phoenix 


H.  M.  PURCELL,  M.  D. 

Urology 

207  Goodrich  Bldg.  Phoenix 

ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

LOREN  C.  BARLOW 

Surgery 

422  Security  Bldg.  Phoenix 

ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER.  M.  □. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 
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STORM” 


“TYPE “N 


The  NEW 
“Type  N” 
STORM 
Supporter 

With  long  laced  back 
and  low  extension 
upon  hips;  The  re- 
inforcing band  at- 
tached in  front  at 
median  line,  also 
fastened  in  back. 
Hose  supporters  in- 
stead of  thigh  straps. 


Takes  Place  of  Corsets 

Gives  perfect  uplift  and  is  worn  with  comfort 
and  satisfaction.  Many  variations  of  the  “Type 
N”  Belt  provide  support  in  Ptosis,  Hernia, 
Obesity,  Pregnancy,  Sacroiliac  Strain,  etc. 

Each  Belt  Made  to  Order  Ask  for  Literature 

Katherine  L.  Storm,  M.D. 

Originator,  Owner  and  Maker 
1701  Diamond  St„  Philadelphia,  Pa.,  U.  S.  A. 
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LAS  ENCINAS 

Pasadena,  California 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


Las  Encinas 


Climate  Ideal,  Cuisine  Excellent,  Outdoor  Recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by  a 
20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance.  / i i i 

BOARD  OF  DIRECTORS 

George  Dock,  M.  D.  F.  H.  MacPherson  W.  Jarvis  Barlow,  M.  D. 
F.  C.  E.  Mattison,  M.  D.  Stephen  Smith,  M.  D. 

Write  for  beautiful  illustrated  booklet 

Stephen  Smith,  M.D.,  F.A.C.P.  C.  W.  Thompson,  M.D.,  F.A.C.P. 

Medical  Directors 

FAS  ENCINAS,  PASADENA,  CALIF. 
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When  convalescents 
demur  at  the 
monotony  of  milk 

Coco  malt  not  only  renders  it  more  palatable, 
but  increases  the  food  value  over  70% 

Cocomalt  is  a balanced  combination  of  milk  protein, 
milk  minerals,  converted  cocoa,  sugar,  malt  and  eggs 
— to  be  added  to  milk,  hot  or  cold.  So  mixed,  the  result 
is  a delicious,  chocolate  flavor  food  drink — high  in  nu- 
tritive value  and  extremely  palatable  to  convalescents, 
children  and  invalids. 

Cocomalt  contains  Vitamin  A and  also  Vitamin  B 
complex.  Moreover,  it  contains  Vitamin  D in  sufficient 
quantity  to  make  a definite  contribution  to  the  anti- 
rachitic potency  of  the  diet. 

Cocomalt  is  made  under  modern,  sanitary  conditions 
— packed  in  air-tight  tin  containers.  Sold  at  grocery  and 
drug  stores.  'A  lb.,  1 lb.,  hospital  5 lb.  can. 


Ever  since  1914,  when  S.  M.  A.  was  first 


developed  as  a diet  compound  adapted  to 
breast  milk,  it  has  always  contained  enough 
cod-liver  oil  to  make  it  anti-rachitic  and  anti- 
spasmophilic.  The  kind  of  food  constituents 
and  their  correlation  also  contribute  to  pre- 
vent rickets  and  spasmophilia. 


MAY  WE  SEND  YOU  SAMPLES  ? 


0S.  M.  A.  was  developed  at  the  Babies  and 
Childrens  Hospital  at  Cleveland,  and  is 
produced  by  its  permission  exclusively  by 


S.M.Ar 


CORPORATION 


CLEVELAND 


OHIO 


MERCUROCHROME 

220  SOLUBLE 

(Dibrom-oxymercuri-fluorescein) 


FREE 
to  Physicians 

Use  the  coupon  below. 
It  will  bring  you  a trial 
can  of  Cocomalt  with- 
out cost. 


MOflE 

NOU  fllSHME  NT 
TO  MILK 


R.  B.  DAVIS  CO.,  Dept.  242  Hoboken,  N.  J. 

Please  send  me,  without  charge,  a trial  can  of  Cocomalt. 

Name 

Address . 

City 


THE  STAIN  PROVIDES  FOR 
PENETRATION 
and 

FIXES  THE  GERMICIDE  IN  THE 
TISSUES 


Mercurochrome  is  bacteriostatic  in  exceed- 
ingly high  dilutions  and  as  long  as  the  stain 
is  visible  bacteriostasis  is  present.  Reinfecton 
or  contamination  are  prevented  and  natural 
body  defenses  are  permitted  to  hasten  prompt 
and  clean  healing,  as  Mercurochrome  does  not 
interfere  with  immunological  processes.  This 
germicide  is  non-irritating  and  non-injurious 
when  applied  to  wounds. 

HYNSON,  WESTCOTT  & 
DUNNING,  Inc. 

Baltimore,  Maryland 


.State. 


VI 


Southwestern  Medicine  Advertisers 


Southwestern  Surgical  Supply  Company 


No.  121  North  First  St. 
Phoenix,  Arizona 


311  Mills  Street. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES,  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LI  EBEL-FLARSH  El  M CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 

ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 


CO  CO 


lS[piv 

A World  Mart  for  Surgical  Supplies 


Brought  to  You 


Send  (or  this  FREE  book  of 
BARGAINS 


Save  money  on 
your  purchases. 
Greatly  reduc- 
ed prices  are 
quoted  in  this 
bookofBargains 
on  hundreds  of 
items.  Ma  i I a 
postal  for  your 
copy  TODAY. 


. . IN  LOS  ANGELES 

For  your  convenience,  Doctor,  a complete 
stock  of  surgical  equipment,  instruments  and 
supplies  from  the  dominant  foreign  and  do- 
mestic quality  markets  of  the  world  has  been 
concentrated  in  Los  Angeles.  Take  advantage 
of  this  convenient  source  of  supply.  Enjoy 
our  Same  Day  Service.  Use  our  Easy  Rental 
Purchase  Plan  to  get  that  needed  equipment. 

KENISTON-  ROOT  DIVISION 

A.  S.  ALOE  CO. 

932  South  Hill  Street 

LOS  ANGELES,  CAL. 


ME  DICAl 


■COATED 


iJnocNiN  base 


tyOiydroeupreine  Mei 

#UM0QUIN  BASE 

bf°NTAINS  * ORAIR* 


Mknwf*<rtttrtn| 

tb«ul»»* 


When 

pneumonia  is 

SUSPECTED 


OPTOCHIN 


(Ethylhydrocupreine  Merck) 

V\L  pneumonia  is  suspected,  the  patient  pre- 
senting subjective  & objective  respiratory  symptoms,  use  Optochin  Base 
as  a prophylactic.  Optochin  Base  exerts  specific  bactericidal  action  on 
all  forms  of  pneumococci. The  most  satisfactory  results  follow  the  use  of 
Optochin  Base  when  administered  early  in  the  course  of  the  disease. The 
prescribed  dosage  for  adults  is  4 grains  (2  tablets!  by  mouth  every  f ve 
hours  for  three  days  only.  Diet  must  be  limited  to  f ve  ounces  or  more  of 
milk  given  each  time  drug  is  administered  . . . Always  specify  Optochin 
Base  for  internal  use — never  Optochin  Hydrochloride.  Better  still,  carry 
a bottle  af  tablets  during  the  winter  months  so  that  each  case  of  im pend- 
ing pneumonia  may  ben  eft  from  the  prompt  use  of  Optochin  Base...  Ask 
for  additional  clinical  data  which  will  be  promptly  furnished  on  request. 


PACKAGING  OF 
OPTOCHIN  BASE 
Optochin  Base 
is  supplied  as 
powder  in  oz. 
vials;  & also  as 
2 -grain  coated 
tablets  in  bottles 
of  thirty  tablets 
each.  Eitherpack- 
ina  is  the  amount 
required  for  a 3- 
days'treatmentof 
one  adult  case. 


MERCK  &rCO.  Inc. 

MANUFACTURING  CHEMISTS 


RAHWAY,  N. J. 


L 


COPYRIGHT,  1931,  MERCK  & CO.  INC. 
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TRADE 


PYRIDIUM 


MARK 


Phenylazo-dlpha-alpha-didmino  pyridine  mono-hydrochloride.  (Manufactured  by  The  Pyridium  Corporation) 


Urinary  I nfecti o n s 


An  excellent  drug  for  combating  chronic  or  a- 
cute  urinary  infections  . . . Pyridium  penetrates 
rapidly  through  denuded  surfaces  and  mucous 
membranes,  and  exerts  marked  antibacterial 
action  against  staphylococcus,  streptococcus, 
gonococcus,  B.coli  and  even  B.diphtheriae... 
Pyridium  is  indicated  in  Gonorrhea,  Pyelitis, 
Cystitis,  Prostatitis,  Epididymitis  and  Vaginitis. 
Pyridium  is  supplied  in  tablets  for  administra- 
tion by  mouth  or  in  solution  for  irrigations  . . . 
Additional  information  together  with  clinical 
reports  will  be  promptly  furnished  on  request. 

M E RCK  & CO.  Inc 

MANUFACTURING  CHEMISTS 

RAHWAY.  . N.  J* 


COP  Y R I G 


19  3 1, 


MERCK  & 
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"Low  toxicity." 

sometimes  these  are 
dangerous  words 

Authorities  on  syphilology  are  emphasizing  the  fact  that  laying 
too  much  stress  upon  the  flash  solubility  and  low  toxicity  and  too 
little  upon  the  curative  activity  in  the  manufacture  of  Neoars- 
phenamine  is  a very  dangerous  thing  in  the  treatment  of  luetic 
cases . 

One  writer  believes  that  a high  incidence  of  tertiary  syphilis  will 
be  observed  in  later  years  because  of  the  lack  of  spirocheticidal 
activity  in  some  brands  of  Neoarsphenamine. 

The  production  of  Neoarsphenamine  Squibb  Improved  is  rigidly 
controlled  to  yield  a product  of  high  therapeutic  (spirocheticidal) 
activity  and  at  the  same  time  to  provide  an  ample  margin  of 
safety  from  the  standpoint  of  toxicity.  Neoarsphenamine  Squibb 
Improved  is  prepared  solely  from  the  therapeutic  viewpoint. 

Of  course  it  is  readily  soluble,  but  its  uniformity  and  parasiticidal 
activity  plus  a wide  margin  of  safety  are  the  features  of  greatest 
interest  to  the  physician. 

Neoarsphenamine  Squibb  Improved  is  distributed  in  ampuls 
containing  0.15,  0.3,  0.45,  0.6,  0.75,  0.9,  3.0,  and  4.5  Gm. 

I For  an  interesting  booklet  giving  complete 
information  about  Neoarsphenamine  Squibb 
Improved,  write  to  the  Professional  Service 
Dept.,  745  Fifth  Avenue,  New  York  City. 


EFcSquibb  & Sons.  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 
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Achieving  Alertness 

with  this  ACW  CailVip 
All-Over  Elastic  Support 

Much  of  a man’s  success  depends  on  his  air  of  alertness 
and  vigor.  Also,  bad  posture  and  carriage  affect  gen- 
eral health.  To  assist  men  in  maintaining  alertness.  Camp 
offers  this  new  knitted  elastic  belt.  It  acts  as  a reducer  of 
superfluous  flesh,  lends  abdominal  support,  helps  keep  the 
torso  erect— giving  a generally  correct  appearance.  The  fa- 
mous Camp  Patented  Adjustment  provides  the  degree  of 
tightness  desired.  The  garment  is  comfortable  and  easy  to 
manipulate.  Made  in  different  body  heights.  The  therapeutic 
correctness  of  Camp  Supporting  Garments  has  gained  for 
them  the  approval  of  physicians  and  surgeons  everywhere. 
Sold  at  the  better  drug  and  surgical  houses. 

Write  for  Physician's  Manual 


S.  H.  CAMP  and  COMPANY 

Manufacturers,  JACKSON,  MICHIGAN 

CHICAGO  NEW  YORK  LONDON 

1056  Merchandise  Mart  330  Fifth  Avenue  252  Regent  St.  W. 


THE  HOMAN  SANATORIUM 

For  the  Treatment  of  Tuberculosis 

EL  PASO,  TEXAS 

A privately  owned,  thoroughly  and  modernly  equipped,  ethical  institution  of  110  rooms. 
Heliotherapy,  pneumothorax,  phrenic  nerve  and  chest  surgery,  and  all  other  modern  meth- 
ods of  treatment. 


Write  for  booklet  c/ivinff  rates  and  other  information. 
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our 


Mellin’s  Food 


A Maltose  and  Dextrins 
Milk  Modifier 


Mellin’s  Food  Company 


Boston,  Mass. 


To  Meet  Your  Most  Exacting  Demands 

When  you  demand  the  very  best  . . . that  is  when  we  take  pride 
in  offering  our  service  . . . for  the  most  complete  stock  of  Surg- 
ical Instruments,  X-Ray  and  physiotherapy  Apparatus,  Hospital 
Furniture  and  Equipment,  sick  room  supplies,  and  sterilizers  to  be 
found  in  the  Southwest,  is  stocked  by  our  Los  Angeles  Office. 
Prompt  Delivery,  Invariably  high  quality,  and  efficient  service 
are  all  factors  in  our  ability  to  be  of  real  assistanc  to  you. 


R.  L.  SCHERER  CO. 

Authorized  Distributors 
For  Westinghouse  X-Ray  Corp. 


Locations: 

Los  Angeles  San  Francisco 

San  Diego  Long  Beach 
Fresno 
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The  New  Menninger  Sanitarium 


oA  Complete  (7N^uropsychiatric  Serriee 


Psychiatry 

at  the  Menninger  Sanitarium 


Modern  Psychiatric  Treatment  of 
Mental  Disease.  Psychotherapy 
Physiotherapy,  Hydrotherapy 


Nervous  Children 

at  the  Southard  School 


A Home  School  for  Feebleminded  and 
Nervous  Children,  including 
Endocrine  Cases. 


Neurology 

at  Christ’s  Hospital 


Diagnostic  and  Therapeutic 
Procedures  for  Strictly 
Neurological  Cases. 


Diagnosis 

at  the  Menninger  Clinic 


Complete  Study  of  Neurological, 
Endocrine,  and  Psychiatric  Cases, 
and  Behavior  Problems 


Karl  A.  Menninger,  M.  D.  C.  F.  Menninger,  M.  D.  William  C.  Menninger,  M.  D, 

3617  West  Sixth  Avenue, 

Topeka,  Kansas 
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OFFICIAL  DUGAN  OF 

ARIZONA  STATE  MEDICAL  ASSOCIATION 
NEW  MEXICO  MEDICAL  SOCIETY 
EL  PASO  COUNTY  (TEXAS)  MEDICAL  SOCIETY 
THE  MEDICAL  AND  SURGICAL  ASSOCIATION 


OF  THE  SOUTHWEST 

Volume  XV 

FEBRUARY,  1931 

No.  2 

ANNUAL  SUBSCRIPTION  $2 

SINGLE 

COPIES 

25  CENTS 

Entered  at 

"Acceptance  for  mailing  at  special 

the  Postoffice  at  Phoenix,  Arizona,  as  second  class  matter, 
rate  of  postage  provided  for  in  section  1103,  Act  of 
authorized  March  1,  1921.” 
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ACUTE  CRANIOCEREBRAL  INJURIES 

ALTON  OCHSNER,  M.D. 

Department  of  Surgery,  Tulane  University 
School  of  Medicine,  New  Orleans,  La. 

(Read  before  the  Annual  Meeting  of  the  Medical 
"nd  Surgical  Association  of  the  Southwest,  at  Ul 
Paso,  Texas,  Nov.  6-8,  1930). 

Because  of  the  increasing  incidence  of 
tycute  craniocerebral  injuries,  the  impor- 
tance of  an  adequate  understanding  of  these 
les’ons  is  today  emphasized  more  than  pre- 
viously. The  present  day  conception  of 
craniocerebral  iniuries  differs  considerably 
from  that  held  urior  to  the  last  two  decades. 
Prior  tn  this  time  more  attention  was  paid 
to  the  iniurv  of  the  cranium,  which  was 
considered  the  al'-important  phase  of  cra- 
niocerebral injury,  Han  to  the  iniurv  of  the 
brain,  which  is  contained  within  the  cra- 
nium. Even  though  at  the  present  time  the 
degrep  of  cerebral  injury  is  considered  as 
the  al'-imprrtant  factor  in  craniocerebral 
injuries,  by  most  phviscians,  there  is  still 
the  tendenev  among  laymen  and  insurance 
companies,  aud,  unfortunately,  among  cer- 
tain of  our  fellow  practitioners  to  place 
more  stress  on  iniuries  of  the  rigid  skull 
than  iniuries  of  the  delicate  cranial  con- 
tents, the  brain.  This  differentiation  may 
appear  to  be  a didactic  point,  because,  as  a 
rule,  an  injury  which  is  severe  enough  to 
cawse  a fr?c+ure  of  the  cranium  will  also 
prcd"ce  cerebral  injury.  The  symptoms, 
however,  in  s”ch  a case  are  due  to  the  cere- 
bral injury,  and  it  is  the  cerebral  injury 
which  requires  treatment  much  more  than 
the  lesion  of  "he  cranium.  On  the  other 
hand,  simple  fractures  of  the  skull  do  occur 
in  which  there  is  no  cerebral  injury,  and, 
v'ce  versa,  extensive  cerebral  injuries  may 
be  present  without  any  concomitant  lesions 
of  the  cranium.  In  a series  of  autopsies  re- 
rorted  bv  Vance,  with  special  reference  to 
fracture  of  the  skull,  brain  lacerations  were 


found  even  though  a fracture  of  the  skull 
was  not  present.  In  Vance’s  series  of  cases 
these  were  invariably  produced  by  contre- 
coup  vio’ence,  usually  resulting  from  a fall. 
In  a series  of  441  cases  of  craniocerebral 
iniuries  reported  by  McClure  and  Crawford, 
172.  or  39  per  cent,  were  associated  with 
skul’  fracture. 

ETIOLOGY 

The  etiology  of  craniocerebral  injuries 
varies  as  fme  progresses,  the  automobile 
becoming  relatively  more  frequent  as  the 
cause  of  cran’ocerebral  injuries  each  year. 
Vu1Tie+  found  that  the  percentage  of  cran- 
iocerebral injuries  admitted  to  the  hospital 
in  the  “pre-automobile  era”  (in  the  years 
1896  and  1897)  was  0.86,  whereas  the  per- 
centage of  these  cases  admitted  in  recent 
years  (in  the  years  1927  and  1928)  was 
2.5,  a relative  increase  in  the  number  of 
craniocerebral  injuries  of  about  four  times. 
In  a series  of  530  cases  of  craniocerebral  in- 
jures, reported  bv  Crandon  and  Wilson  in 
1906,  a fall  was  the  etiological  factor  in  80 
per  cent,  whereas,  in  McClure  and  Craw- 
ford’s recent  presentation,  the  automobile 
was  responsible  for  54.2  per  cent  of  the  in- 
juries, fa’ls  a’M  blows  20  per  cent  and  18.4 
per  cent,  respectively. 

CLASSIFICATION 

I.  Those  with  cerebral  injury  with  or 
without  cranial  injury. 

1.  Concussion 

2.  Edema 

3.  Contusion 

4.  Laceration 

5.  Hemorrhage 

a.  Intradural 

b.  Extradural 

II.  Those  without  brain  involvement. 

1.  Scalp  wounds 

2.  Skull  fracture 
a.  Vault 
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b.  Base 
e.  Simple 

(1)  Linear 

(2)  Comminuted 
d.  Depressed 

c.  Compound 

CONTUSION 

Cerebral  Injuries 

There  is  considerable  controversy  at  the 
present  time  among  physiologists,  clinicians, 
and  pathologists  concerning  the  use  of  the 
term,  concussion.  The  controversy  has 
arisen  largely  because  of  the  indefiniteness 
of  the  term.  If  it  is  kept  in  mind  that  con- 
cussion is  a clinical  syndrome  which  is 
based  upon  no  pathologic  findings,  but  is 
based  upon  definite  clinical  svmptoms  and 
signs  together  with  a typical  clinical  course, 
its  use  seems  justifiable.  Concussion  is  in 
reality  a physiologic  and  not  an  anatomic 
lesion,  in  that  no  changes  can  be  demon- 
strated in  the  cerebrum.  Miller  defines 
concussion  as  a condition  which  ic  sharac- 
terized  bv  a “group  of  symptoms  which  are 
the  result  of  a temporary  inhibition  of  cor- 
tical function  with  or  without  stimulation 
or  inhibition  of  one  or  more  of  the  medullary 
centers,  but  which  are  not  accompanied  by 
pathological  lesions.” 

Concussion  is  characterized  bv  immedi- 
ate and  temporary  unconsciousness,  usually 
followed  bv  headache,  nausea,  and  occasion- 
al^ vomit'nrr.  with  rapid  recovery  from  all 
symptoms.  Whereas,  most  patients  with 
concuss’on  as  a condition  which  is  charac- 
concussion  recover,  it  not  infrequently 
occurs  that  patients  die  without  recov- 
ering consciousness  and  in  whom  at 
necropsy  no  gross  lesions  can  be 
demonstrated.  Supposedly,  these  individu- 
als die  from  the  same  condition  which  pro- 
duces concussion.  In  McClure  and  Craw- 
ford’s cases,  there  were  351  cases  of  con- 
cussion. 257  of  which  were  associated  with 
skull  fractures  and  ninety-four  associated 
with  no  skull  fractures.  In  a series  of  507 
autopsies  reported  by  Vance,  death  from 
cerebral  concussion  occurred  in  139,  or  27.4 
per  cent:  eieTity-six  died  within  a few  min- 
utes ; thirty-four  in  from  one  to  four  hours ; 
eleven  in  from  five  to  ten  hours ; and  in 
eight  the  duration  was  unknown. 

The  necessity  of  recognizing  concussion 
of  the  brain  is  particularly  important  in 
order  that  proper  therapy  may  be  instituted. 
In  all  individuals  in  whom  unconsciousness 
has  occurred,  irrespective  of  the  length  of 
time  which  it  has  persisted,  a period  of  rest 
is  imperative  in  order  to  prevent  sequelae 
developing. 


Edema 

Edema  of  the  brain  has  been  recognized 
by  pathologists  for  a long  period  of  time.  Its 
significance  has  not  been  appreciated  by 
clinicians  until  relatively  recently,  since  the 
introduction  of  the  dehydration  therapy, 
which  is  directed  entirely  against  the  “wet 
brain.”  LeCount  and  Apfelbach,  in  a study 
of  504  postmortem  examinations  of  patients 
with  craniocerebral  injuries,  state  that  the 
most  frequent  change  in  the  brains  of  pa- 
tients dying  with  fracture  of  the  skull  was 
traumatic  edema  of  the  brain.  They  describe 
the  convolutions  as  being  flat  and  the  cere- 
bral veins  relatively  empty  and  flat,  the 
fluid  in  the  leptomeninges  being  decreased. 
Apfelbach,  two  years  later,  in  describing 
the  edema  of  the  cerebrum  associated  with 
craniocerebral  injuries,  states  that  it  is  a 
generalized  edema  and  not  a localized  one 
associated  with  contusions.  Edema  in  Ap- 
felbach’s  series  of  cases  was  found  most  fre- 
quently in  the  brains  of  persons  who  died 
within  the  first  two  or  three  days  after  the 
accident.  Green  emphasizes  the  importance 
of  cerebral  edema  and  the  necessity  of  its 
prompt  treatment.  He  states  that  relative- 
ly slight  iniury  to  the  cranium  of  individuals 
suffering  from  cardiorenal  disease,  is  suf- 
ficient to  produce  cerebral  edema.  That  the 
majority  of  symptoms  in  craniocerebral  in- 
jury are  the  result  of  increased  intracranial 
pressure,  is  accepted  by  most  authorities  to- 
day. This  increase  in  intracranial  pressure 
is,  in  by  far  the  majority  of  cases,  the  result 
of  cerebral  edema,  which  in  a relativeHy 
short  time,  produces  a vicious  circle,  i.e.,  as 
the  result  of  the  increased  intracranial  pres- 
sure there  is  interference  with  the  venous 
return,  which  hinders  absorption  of  the  cer- 
ebrospinal fluid.  This  produces  an  increase 
in  the  amount  of  cerebrospinal  fluid.  As  the 
condition  progresses  the  arterioles  become 
compressed,  producing  a cerebral  anemia. 

Contusions 

Contusion  of  the  brain  frequently  follows 
trauma  to  the  head.  According  to  LeCount 
and  Apfelbach.  from  their  study  lof  504 
postmortem  examinations,  the  most  fre- 
quent type  of  contusion  is  wedge-shaped  in 
which  the  brain  is  infiltrated  with  blood  for  a 
depth  of  from  2 to  4 cm.  over  an  area  of  from 
4 to  5 cm.  This  type  was  found  in  49.2  per 
cent  of  their  series,  in  73.3  per  cent  of  which 
number  it  was  a contrecoup  injury.  Contu- 
sions occurred  in  only  7.03  per  cent  of  Mc- 
Clure and  Crawford’s  cases,  which,  however, 
were  observed  clinically  and  not  at  necropsy. 
Contusion  is  of  importance  because  it  is  fre- 
quently the  cause  of  death.  According  to 
Vulhet,  massive  cerebral  contusion  was  the 
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cause  of  death  in  18.7  per  cent  of  ninety- 
six  cases  observed  by  him,  whereas,  Trotter 
is  of  the  opinion  that  contusion  of  the  brain 
is  probably  the  most  common  cause  of  death 
and  that  most  of  the  symptoms  produced 
by  cerebral  injury  are  the  result  of  contu- 
sion. Symonds  differentiates  between  a 
major  and  a minor  type  of  contusion,  the 
difference  being  one  of  degree.  He  consid- 
ers clouding  of  the  consciousness  or  stupor 
as  a distinguishing  feature  of  major  contu- 
sions. Patients  with  minor  contusion 
complain,  however,  of  headaches,  giddiness, 
and  mental  disability. 

Lacerations 

Laceration  of  the  cerebrum  represents  a 
more  extensive  injury  than  contusion,  even 
though  its  differtia.tion  from  contusion 
may  be  an  artificial  one,  the  difference  be- 
ing largely  of  degree.  It  is,  however,  deemed 
advisable  to  consider  lacerations  separately, 
especially  in  those  cases  in  which  there  is 
definite  tearing  of  the  cerebral  substance  as 
contrasted  with  the  bruising  which  occurs  in 
contusion.  According  to  Blahd,  laceration 
is  usually  associated  with  or  dependent  upon 
fracture  of  the  skull.  In  McClure  and  Craw- 
ford’s series  of  441  cases  of  craniocerebral 
injuries  treated  at  the  Heurv  Ford  Hospital, 
there  were  fifty-four  with  laceration  of  the 
cerdbrum,  five  without  skull  fracture,  and 
forty-nine  associated  with  fracture.  In  ad- 
dition. there  were  five  cases  of  laceration 
and  hemorrhage,  a1!  associated  with  skull 
fracture.  In  504  necronsv  examinations  of 
patients  with  craniocerebral  injuries  report- 
ed by  LeCount  and  Apfelbach,  severe  lacer- 
ation of  thQ  brain  measuring  4 cm.  in  di- 
ameter and  extending  into  the  brain  sub- 
stance for  Horn  4 to  5 cm.  was  found  in  sixty-' 
four  instances  (slightly  over  10  per  cent), 
and  all  except  eight  were  contrecoup  inju- 
ries. Bagiev  believes  that  lacerations  of 
the  cortex  are  the  result  of  direct  force  of 
the  blow  and  mav  be  associated  with  sim- 
ple or  compound  fractures  of  the  skull,  but 
frequently  occur  without  fracture  of  the 
skull.  Vance  classifies  cerebral  lacerations 
in  skull  fractures  into  direct  lacerations  and 
contrecoup  lacerations,  of  which  the 
contrecoup  occurs  more  frequently  than  the 
direct.  In  LeCount  and  Aofelbach’s  and 
Vance’s  series,  contrecoup  laceration  occur- 
red as  a rule  when  the  skull,  as  a moving  ob- 
ject, struck  against  a surface.  This  is  ex- 
plained by  LeCount  and  Apfelbach  by  the 
fact,  that,  in  the  motion  of  the  head,  the 
brain  lags  behind  the  more  rapidly  moving 
cranium  and  at  the  moment  of  the  impact 
the  brain  is  closer  to  the  cranium  opposite 
to  the  p’ace  where  the  violence  is  applied. 


Hemorrhage 

Hemmorhages  associated  with  craniocere- 
bral  injuries  are  of  two  types,  intradural  and 
extradural.  Associated  with  all  cerebral  in- 
juries from  the  slightest  contusion  to  the 
more  extensive  laceration,  there  are  varying 
degrees  of  hemorrhage.  Intradural  hemor- 
rhage occurs  as  a result  of  cerebral  contu- 
sion or  laceration,  whereas  extradural  hem- 
orrhage occurs  as  a result  of  injury  to  the 
midd'e  meningeal  artery,  or  rarely  the  lat- 
eral venous  sinus. 

Localized  Hemorrhage.  Because  localized 
hemorrhage  is  so  amenable  to  surgical  ther- 
apy, the  relative  importance  of  this  type  of 
lesion  probably  has  been  overemphasized  by 
surgeons.  However,  this  type  of  lesion  oc- 
curs much  less  frequently  than  do  the  other 
tvpes  of  lesions  above  discussed.  In  ninety- 
six  cases  of  craniocerebral  injury  reported 
by  Vulliet.  a localized  hematoma  occurred  in 
only  two  instances.  Massive  hemorrhage 
associated  with  cerebral  lacerations  occurred 
in  only  five  of  McClure  and  Crawford’s  441 
cases  of  craniocerebral  injuries.  In  Vance’s 
512  necropsies,  132  deaths  were  caused  by 
subdural  hemorrhage,  the  maiority  of  the 
patients  dying  within  twenty-four  hours. 
In  132  cases  the  hemorrhage  was  produced 
by  contrecoup  lacerations  in  eightv-five 
cases,  bv  direct  laceration  in  twenty-one 
cases,  and  bv  contrecoup  and  direct  lacera- 
tion combined  in  twenty-one.  Vance  consid- 
ered a case  as  having  subdural  hemorrhage 
whenever  there  was  enough  hemorrhage  to 
produce  compression  of  the  brain.  The  aver- 
age weight  of  the  subdural  hemorrhage  was 
61.1  grams.  In  100  per  cent.  73.8  per  cent, 
and  84  per  cent  of  fractures  in  the  anterior, 
middle,  and  posterior  fossae,  respectively, 
in  Vance’s  series,  a subdural  hemorrhage 
was  found.  The  importance  of  subdural 
hemorrhage  and  the  presence  of  blood  in  the 
spinal  fluid  has  be°n  emphasized  bv  Bagley, 
both  from  an  experimental  and  clinical  view- 
point. Bagley  found,  experimentally,  that 
b’cod  in  the  subarachnoid  space  produced 
spasticity,  sterile  meningitis,  and  in  young 
animals  caused  a dilatation  of  the  lateral 
ventricles.  Essick,  prior  to  the  work  of  Bag- 
ley,  found  a similar  reaction  of  the  menin- 
ges to  the  injection  of  laked  blood  with  the 
production  of  a sterile  meningitis.  Subdu- 
ral hemorrhages  are  of  importance,  not  only 
because  of  the  immediate  symptoms  which 
may  be  produced,  but  because  of  subsequent 
lesions.  Fay  and  Winkelman  have  empha- 
sized the  importance  of  diffuse  collections 
of  cerebrospinal  fluid  over  the  cerebral  cor- 
tex following  subdural  hemorrhage  with  re- 
sulting cerebral  atrophy  as  the  result  of 
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pressure.  In  addt’on  to  the  diffuse  type  of 
fluid  collections  following  subnormal  hemor- 
rhage, the  localized  lesion  first  described  by 
Virchow,  which  is  a cystic  formation  on  the 
''ase  of  a localised  hematoma,  may  occur. 
Valuable  contributions  to  the  question  of 
subdural  hematoma  or  chronic  hemorrhagic 
pachymeningitis  have  been  made  by  Naffzi- 
ger.  Grant,  and  Rand. 

Extradural  Hemorrhage.  Extradural  hem- 
orrhage is  of  less  importance  than  subdural 
bem"rrhave  in  so  far  as  it  occurs  much  less 
freni’ent’v.  However,  because  of  the  mark- 
ed  increase  in  intracranial  pressure  which 
is  produced  by  an  extradural  hemorrhage 
and  because  of  the  fact  that  it  is  especially 
amenable  to  surgical  treatment,  the  possi- 
bility ef  an  extradural  hematoma  should  al- 
ways be  considered.  The  hemorrhage  usual- 
ly occurs  from  the  middle  meningeal  artery 
or  one  of  its  branches.  Extradural  hemor- 
rhage occurred  in  39.4  per  cent  of  the  ne- 
crorisy  series  reported  by  LeCount  and  Anf el- 
bach.  In  only  52.2  per  cent  of  this  group, 
however,  was  the  hemorrhage  large  enough 
t o produce  an  appreciable  compression  of  the 
brain.  Of  the  large  extradural  hemor- 
rhages, 70.1  per  cent  were  associated  with 
fracture  of  the  middle  fossa;  14.4  per  cent 
were  associated  with  the  posterior  fossa,  9.6 
per  cent  were  associated  with  fracture  of 
the  vault,  2.8  per  cent  fracture  of  the  anter- 
ior fossa.  In  a series  of  507  cases  observed 
a+  necropsv  and  reported  by  Vance,  extra- 
dural hemorrhage  was  described  in  only 
106.  Only  sixty-one  of  these  (12  per  cent  of 
the  latter)  however,  were  large  enough  to 
prove  fatal  through  cerebral  compression. 
The  greatest  number  of  extradural  hemor- 
rhages occurred,  in  Vance’s  series,  between 
30  and  40  years  of  age,  which  he  believes  is 
due  to  the  fact  that  the  dura  is  just  adher- 
ent enough  to  the  skull  to  allow  laceration 
of  the  artery,  but  not  adherent  enough  to 
prevent  its  separation  from  the  bone.  The 
extradural  hemorrhage  in  Vance’s  series  of 
sixty- one  cases,  originated  in  the  posterior 
1 ranch  of  the  middle  meningeal  in  twenty- 
fivp.  the  anterior  branch  in  twelve,  the 
r a'n  s'-em  in  four,  in  an  unstated  branch  of 
he  mid  dp  meningeal  in  fifteQn,  the  anterior 
memrgeal  artery  in  one,  and  the  lateral  ven- 
ous sinus  in  four. 

INJURIES  NOT  INVOLVING  THE  BRAIN 
Scalp  Wounds 

The  importance  of  scalp  wounds  in  acute 
craniocerebral  injuries  has  not  been  suffi- 
ciently appreciated  by  the  medical  profes- 
sion. Weaver  emphasizes  the  proper  care 
of  scalp  wounds  and  considers  them  as  po- 
tential brain  abscesses,  as  they  are  frequent- 
ly the  sites  through  which  organisms  can 


gain  entrance  to  the  cerebrum.  Of  520  cases 
of  cranial  fracture  reported  by  McCreery 
and  Berry,  in  216  there  was  an  associated 
scalp  wound,  thirty-seven  of  which  commu- 
nicated with  the  fracture.  Sixty  per  cent 
of  6,117  cases  of  skull  fracture  reported  by 
Stuart,  were  associated  with  lacerations  of 
the  scalp,  ninety-eight  of  which  occurred 
in  the  frontal  region,  130  in  the  parietal, 
eighty-eight  in  the  occipital,  and  55  per  cent 
in  the  temporal  area. 

Fractures  of  the  Skull 

Frac+ures  of  the  Vault.  There  is  consider- 
able variance  among  authors  concerning  the 
re’a+ive  frequency  of  fractures  of  the  vault. 
In  general,  however,  it  might  be  said  that 
the  satisfies  based  upon  necropsy  investi- 
gations show  a relatively  low  percentage  of 
sku’l  fractures  involving  the  vault.  In 
Vance’s  sere's  of  512  cases,  the  vault  was 
involved  in  only  6.7  per  cent,  whereas  the 
vault  and  base  were  involved  in  91.9  per 
cent.  Ip  LeCount  and  Apfelbach’s  series, 
the  vault  was  involved  in  9.9  per  cent  and 
the  base  in  89.8  per  cent.  In  a clinical  series, 
however,  vault  fractures  occur  more  fre- 
quently than  basal  fractures,  probably  be- 
cause the  basal  fratures  are  not  diagnosed 
because  of  the  difficulty  in  demonstrating 
basal  fractures  roentgenologically.  In  Mc- 
Clure and  Crawford’s  series  of  441  cases, 
85.7  per  cent  were  fractures  of  the  vault 
and  only  5.7  per  cent  were  fractures  of  the 
base  a’one.  Stewart  states  that  70  per  cent 
of  the  linear  fractures  of  the  vault  extend 
to  the  base  by  the  shortest  route.  Vance  ex- 
plains the  higher  percentage  of  basal  frac- 
tures as  compared  with  those  of  the  vault  on 
anatomical  grounds.  The  vault  is  stronger 
and  is  of  even  thickness  with  the  exception 
of  the  temporal  region.  The  base,  however, 
is  of  irregular,  flat  construction,  composed 
of  heavy  masses  of  bone  weakened  by  thin 
plates.  He  believes,  as  does  Stewart,  that 
in  most  instances  fractures  begin  in  the 
vault  and  extend  down  to  the  base.  They 
course  along  between  the  strong  masses  of 
bone  and  are  directed  toward  the  central 
part  of  the  skull. 

Basal  Fracture.  Basal  fractures  are  fre- 
quently overlooked  because  of  the  difficulty 
in  diagnosing  the  condition,  largely  because 
of  inconstant  and  indefinite  radiographic 
signs.  As  evidenced  from  necropsy  exami- 
nations of  Vance,  LeCount  and  Apfelbach, 
basal  fractures,  either  alone  or  associated 
with  fractures  of  the  vault,  are  the  most 
frequent  type  of  fracture  of  the  skull.  In 
Vance’s  series  of  cases,  the  posterior  was 
involved  in  34.8  per  cent  of  the  entire  group, 
the  middle  fossa  in  45.2  per  cent,  and  the 
anterior  fossa  in  11.9  per  cent.  In  LeCount 
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and  Apfelbach’s  series,  the  anterior,  middle, 
and  posterior  fossae  were  involved  in  12.1, 
32.9,  and  35.3  per  cent,  respectively.  Be- 
cause basal  fractures  are  apt  to  extend 
either  into  the  nasal  accessory  sinuses  or 
into  the  middle  ear,  the  danger  of  secondary 
infection  of  the  meninges  is  especially  great, 
which  point  has  been  emphasized  by  Newell. 
Prognosis  should  be  more  guarded  in  basal 
fractures,  not  only  because  of  the  danger  of 
infection,  but  because  of  associated  injury 
to  the  cortical  centers.  Of  thirty-nine  frac- 
tures of  the  vault  reported  by  Blahd,  there 
was  a mortality  of  13  per  cent,  whereas  in 
twenty  cases  of  fracture  of  the  base,  there 
was  a mortality  of  65  per  cent. 

Of  the  various  types  of  fractures,  simple 
fractures  occur  most  frequently.  A simple 
fracture  may  produce  no  symptoms  and  be 
of  no  clinical  significance.  In  fact,  the  only 
significant  feature  about  a simple  fracture 
of  the  skull  is  an  associated  cerebral  injury. 
However,  compound  fractures  are  of  defi- 
nite significance  because  of  the  danger  of 
the  introduction  of  micro-organisms  into 
the  wound  with  subsequent  infection.  The 
proper  care  of  compound  fractures  has  been 
stressed  by  Cushing  and  others.  Of  thirty- 
sev’en  opfehations  performed  by  Thorning 
for  100  cases  of  acute  craniocerebral  injury, 
51  per  cent  were  performed  for  compound 
fractures.  Compound  fractures  are,  there- 
fore, of  surgical  interest.  Depressed  frac- 
tures are  also  distinctly  surgical  and  require 
operative  intervention.  The  fragment,  be- 
cause of  its  direct  pressure  on  the  cervical 
corteix,  may  give  rise  to  very  definite 
symptoms.  Bagley  is  of  the  opinion,  how- 
ever, that  if  the  dura  remains  intact,  the 
depression  may  be  of  little  significance.  De- 
pression occurred  in  198  of  the  408  fractures 
of  the  vault  reported  by  Stewart,  and  in  only 
5.1  per  cent  of  520  cases  reported  by  Mc- 
Creery  and  Berry. 

DIAGNOSIS 

The  diagnosis  of  acute  craniocerebral  in- 
juries is  extremely  important.  A great  deal 
can  be  learned  from  the  history.  Of  para- 
mount importance  is  the  presence  or  ab- 
sence of  consciousness,  as  extensive  cerebral 
injury  is  always  associated  with  uncon- 
sciousness. McClure  and  Crawford  believe 
that  the  degree  and  the  duration  of  the  pri- 
mary unconsciousness  serve  as  a fair  index 
to  the  severity  of  the  injury  and  probable 
subsequent  touirse,  except  in  hemorrhage 
and  infection.  One  of  the  diagnostic  features 
of  concussion  is  immediate  unconsciousness, 
which  is  invariably  present.  In  McCreery 
and  Berry’s  520  cases  of  skull  fracture,  17*8 
were  conscious  and  rational,  twenty-three 
were  stuporous,  and  218  were  in  coma,  on 


admission  to  the  hospital.  The  clinical  syn- 
drome, as  described  by  Kocher,  of  temporary 
unconsciousness  followed  by  a lucid  interval, 
later  followed  by  unconsciousness,  is  char- 
acteristic of  a rapidly  increasing  intracra- 
nial pressure  of  a severe  degree,  which  is  al- 
most invariably  associated  with  intracra- 
nial hemorrhage,  usually  from  the  middle 
meningeal  artery.  These  cases  are,  however, 
relatively  rare  as  compared  with  the  large 
number  of  acute  craniocerebral  injuries.  The 
pulse  rate  is  of  diagnostic  value  in  acute 
craniocerebral  injuries..  Newell  places  lit 
second  to  the  history.  We  now  know  that 
too  much  importance  should  not  be  placed 
in  the  pulse  rate  as  there  may  be  little  alter- 
ation in  the  pulse  early  in  the  condition, 
changes  in  pulse  rate  being  the  result  of 
considerable  cerebral  damage  and  indicat- 
ing an  advanced  lesion.  It  is  probably  of 
more  value  as  a prognostic  agent  than  as  a 
diagnostic  agent.  In  Ritter’s  series  of  349 
cases  of  concussion  of  the  medulla  oblon- 
gata, there  was  a slightly  increased  pulse 
rate  in  57.9  per  cent.  The  pulse  rate  was 
normal  in  40  per  cent.  There  may  be  con- 
siderable variation  in  the  pulse  rate  of  a pa- 
tient on  his  admission.  This  becomes  self- 
evident  when  it  is  kept  in  mind  that  many 
patients  with  acute  craniocerebral  injuries 
are  in  shock  when  admitted  to  the  hospital. 
Characteristically,  the  pulse  in  shock  is  of  a 
small  volume,  and  the  rate  is  usually  in- 
creased, which  is  dependent  upon  the  con- 
dition of  shock  and  not  dependent  upon  the 
cerebral  injury.  In  cases  with  marked  in- 
crease in  intracranial  pressure  as  seen  in 
hemorrhage  from  the  middle  meningeal  ar- 
tery, the  pulse  becomes  definitely  slowed 
due  to  compression  of  the  medullary  centers. 
This,  however,  represents  an  advanced  le- 
sion and  is  always  associated  with  a marked 
increase  in  intracranial  pressure.  Associat- 
ed with  bradycardia  is  a definite  increase  in 
the  blood  pressure  and  unconsciousness. 
This  symptom  complex  should  never  be 
waited  for,  and  the  diagnosis  of  increased 
intracranial  pressure  should  be  made  before 
the  symptoms  present  themselves. 

Miller  believes,  from  his  experimental 
work  on  cerebral  concussion,  that  the  de- 
termination of  respiratory  rate  is  of  a great 
deal  of  significance  in  cerebral  concussion. 
He  was  able  to  demonstrate  experimentally 
that  the  Respiratory  center  was  affected 
earliest  of  all  the  medullary  centers  by  cere- 
bral injury.  In  less  extensive  injuries  the 
result  was  stimulation  of  the  respiratory 
center,  with  an  increase  in  respiratory  rate 
as  well  as  an  increase  in  amplitude.  As  the 
injury  becomes  more  severe,  there  results 
a paralysis  of  the  respiratory  centers,  with 
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cessation  of  respiration.  Miller  believes  that 
this  respiratory  paralysis  is  responsible  for 
the  sudden  death  in  concussion.  Newell 
states  that,  as  the  intracranial  pressure  be- 
comes increased,  respirations  become  la- 
bored and  slowed. 

Of  primary  importance,  as  far  as  diagno- 
sis is  concerned,  Newell  believes,  is  the  tem- 
perature. In  Besley’s  series  of  1,000  cases 
of  skull  fracture,  the  average  temperature 
of  those  patients  who  recovered  was  100°  F., 
whereas,  that  of  those  who  died  was  102°  F. 
Symonds  is  of  the  opinion  also  that,  early  in 
cerebral  injuries,  the  tern  erature  is  decreas- 
ed. In  considering  temperatures  in  cranio- 
cerebral injuries  the  possibihty  of  subnor- 
mal temperature  as  the  result  of  shock  must 
always  be  kept  in  mind. 

Careful  physical  examination  of  the  en- 
tire body,  provided  the  patient  is  not  in  ex- 
treme shock,  will  yield  considerable  infor- 
mation concerning  the  nature  and  the  ex- 
tent of  the  cerebral  injury.  In  such  exami- 
nation, special  care  should  be  paid  the  ears, 
nose  and  mouth,  in  order  to  determine 
whether  or  not  there  is  evidence  of  escape 
of  blood  or  spinal  fluid.  Hemorrhage  from 
these  natural  orifices,  unless  there  is  an 
obvious  wound  from  which  bleeding  may 
occur,  is  indicative  of  basal  skull  fracture. 
Ecchymosis  may  occur  around  the  eyes  or 
behind  the  ear  or  over  the  mastoid  process 
(Battle’s  sign).  The  prognosis  is  much 
worse  in  those  cases  in  which  there  is  hem- 
orrhage from  the  ear,  nose  and  mouth,  be- 
cause of  Jhe  possibility  of  infection  gaining 
entrance  to  the  meninges  as  a result  of  the 
compound  fracture.  Schuster  states  that 
middle  ear  fractures  have  a poor  prognosis, 
because  this  portion  of  the  temporal  bone 
does  net  heal  well,  which  may  result  in  a 
permanent  communication  from  the  middle 
ear  to  the  meninges.  According  to  Davis, 
hemorrhage  from  both  ears  is  an  especially 
unfavorable  sign,  the  mortality  from  his 
series  bemg  66  per  cent,  whereas  hemor- 
rhage from  one  ear  was  associated  with  39 
per  cent  mortality.  The  danger  of  meningitis 
is  especially  great  in  those  cases  in  which 
there  was  previous  infection  of  the  middle 
ear,  mastoid  process,  or  nasal  accessory  si- 
nuses. In  addition  to  hemorrhage  and  dis- 
charge of  cerebrospinal  fluid  from  the  ear, 
Schuster  sta+es  that  in  about  40  per  cent  of 
all  head  injuries  there  are  other  symptoms 
referable  to  the  ear;  i.e.,  impaired  hearing, 
dizziness,  and  tinnitus.  A careful  neurolog- 
ical physical  examination  is  extremely  im- 
portant, which  is  to  be  repeated  frequently 
in  order  to  observe  the  progress  made  by 
the  patient.  In  McClure  and  Crawford’s 
series  and  McCreery  and  Berry’s  series  of 


cases,  the  seventh  and  eighth  nerves  are 
most  often  affected  in  the  acute  craniocere- 
bral injuries,  whereas  in  most  authors’  ex- 
perience^, the  sixth  cranial  nerve  is  the  one 
most  frequently  involved.  In  McCreery 
and  Berry’s  series  of  520  cases  of  skull 
fracture,  a negative  neurological  examina- 
tion was  found  in  127,  cranial  nerve  paraly- 
sis occurred  in  fifty-eight  cases,  and  spinal 
nerve  paralysis  in  eighty-eight.  The  super- 
ficial reflexes  were  decreased  in  fifty-eight; 
the  deep  reflexes  were  decreased  in  sixty- 
three  and  increased  in  seventy-nine.  Abnor- 
mal reflexes  were  present  in  sixty-two. 

Of  extreme  importance  as  regards  the  ex- 
tent of  injury,  the  progress  of  the  case,  and 
the  prognosis,  are  the  eye  manifestations. 
Changes  in  the  pupil  are  of  great  diagnos- 
tic and  prognostic  significance.  According 
to  Lyerly,  the  size  of  the  pupil  normally  sel- 
dom varies  in  the  two  eyes.  He  quotes  Bar- 
rie, who  found,  on  examination  of  326  re- 
cruits with  apparently  normal  eyes,  an  ine- 
quality of  the  pupils  in  about  10  per  cent. 
Characteristic  of  pupillary  changes  in  acute 
cerebral  injury  is  the  variation  seen  on  re- 
pealed and  frequent  examination.  McClure 
and  Crawford  recommend  frequent  eye  ex- 
aminations, because  of  the  frequent  changes 
which  are  apt  to  and  do  occur  in  severe 
acute  craniocerebral  injuries.  In  their 
series  of  cases,  the  pupil  was  dilated  on  the 
side  of  the  lesion,  and  in  all  patients  with  di- 
lated and  fixed  pupils  a fatality  resulted. 
Ho'man  and  Scott  state  that  a unilateral  di- 
latation and  fixation  of  the  pupils  almost  in- 
variably occurs  on  the  side  of  the  lesion, 
and  sometimes  in  cases  of  progressively  in- 
creasing cerebral  compression  from  hemor- 
rhage. 

The  eye  manifestations  are  extremely  im- 
portant as  regards  prognosis.  Of  610  cases 
of  fracture  of  the  skull  observed  by  Blakes- 
lee,  78  per  cent  showed  eye  signs.  Of  those 
with  widely  dilated  and  fixed  pupils,  94.5 
per  cent  died.  Of  those  with  widely 
dilated  pupils  which  reacted  to  light,  30 
per  cent  died.  Of  those  with  unilateral  di- 
lated and  fixed  pupils,  6 per  cent  died.  Of 
those  with  unequal  pupils,  however,  with- 
out a great  deal  of  dilatation  or  contraction, 
44  per  cent  died.  Of  those  with  pupils  con- 
tracted a"d  fixed,  70  per  cent  died.  Nicols 
believes  that  fixation  of  the  pupil  is  much 
more  serious  than  inequality.  In  fifty-four 
cases  with  a nonreacting  pupil  with  fracture 
in  the  vault,  forty-seven  died,  and  in  twenty- 
four  cases  in  which  the  pupil  did  not  react, 
all  died.  In  Walton’s  series,  thirty-nine  out 
of  fifty  fatal  cases  of  acute  craniocerebral 
injury  had  fixed  pupils.  All  of  McClure  and 
Crawford’s  patients  with  dilated  and  fixed 
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pupils  died.  Nystagmus  was  observed  in 
fifty-three  patients  of  Stewart’s  617  frac- 
tures of  the  skull,  of  whom  thirty  died  and 
twenty-three  recovered.  Nystagmus  wr\s 
toward  the  injured  side  in  twenty-six  cases 
and  toward  the  opposite  side  in  eleven  cases, 
value  of  eye-ground  examination  in  cranio- 
Of  the  610  cases  of  fracture  of  the  skull  re- 
ported by  Blakeslee,  only  thirteen,  about  2 
per  cent,  showed  nystagmus.  Four  of  these 
patients,  however,  died. 

There  is  some  controversy  concerning  the 
cerebral  injury.  In  Blakeslee’s  series  of 
cases,  papillitis  with  slight  swelling  of  the 
vessels,  together  with  slight  edema  and 
obliteration  of  the  disc  margin,  was  recorded 
in  only  eight  of  the  610  cases  of  fracture  of 
the  skull.  Thirty-nine  per  cent  of  these  pa- 
tients, however,  died.  Thorning  is  convinced 
that  eye-ground  examinations  are  of  rela- 
tively little  value.  In  four  of  the  twelve 
cases  examined  by  him,  the  fundic  changes 
were  definite,  but  in  these  cases  the  clinical 
signs  were  so  pronounced  that  the  condition 
of  the  optic  disc  did  not  influence  the 
treatment.  Other  cases  were  found  in  which 
the  signs  were  indefinite,  from  the  stand- 
point of  eye  grounds,  but  in  which  other 
signs  were  very  definite  and  in  which,  at 
operation,  lesions  producing  increased  intra- 
cranial pressure  were  present.  Gunn,  on  the 
other  hand,  believes  that  early  changes  in 
the  optic  disc  are  of  value.  He  states  that 
there  is  no  noticeable  change  within  six 
hours  following  injury.  The  first  change 
is  an  increase  of  the  retinal  vein,  which  is 
accompanied  by  a hyperemia  of  the  disc  and 
followed  shortly  by  an  edema  of  the  nasal 
half  of  the  disc.  According  to  Gunn  and 
Cohen  choked  disc  is  never  seen  in  cases  of 
acute  craniocerebral  injury.  In  Cohen’s  se- 
ries of  the  twenty-four  fatal  cases  the 
fundus  was  normal  in  eight,  neural  retinitis 
in  three,  mild  papillitis,  bilateral,  in  three, 
mild  papillitis,  unilateral,  in  one,  moderate 
papillitis,  one.  retinal  hemorrhage,  two,  no 
examination,  five ; the  fundic  changes  in  the 
nonfatal  cases,  normal  thirty-five,  unilateral 
primary  atrophy  three,  mild  papillitis  three, 
unknown,  seven. 

Blood  Pressure 

To  Koeher  belongs  the  credit  for  calling 
attention  to  the  so-called  stage  of  compen- 
sation in  which,  as  the  result  of  anemia  of 
the  medulla,  produced  by  a rapidly  increas- 
ing intracranial  pressure,  there  is  a blood 
pressure  rise.  Up  until  the  last  decade,  con- 
siderable dependence  was  placed  upon  blood 
pressure  readings  in  cases  of  acute  cranio- 
cerebral injuries.  It  is  now  realized,  howev- 
er, by  most  clinicians,  that  little  dependence 
should  be  placed  upon  blood  pressure  and 


that  when  blood  pressure  changes  do  occur 
as  the  result  of  cerebral  compression,  con- 
siderable damage  has  been  done  to  the  cere- 
brum and  medullary  centers.  Blood  pressure 
readings  are,  of  course,  invaluable  in  the  di- 
agnosis and  in  determining  the  progress  in 
cases  of  acute  craniocerebral  injury  in  which 
there  is  an  associated  shock.  Bower  found 
fhat  there  is  no  constant  direct  relationship 
between  the  cerebrospinal  pressure  and  the 
blood  pressure.  Holbrook  has  observed  many 
cases  in  which  there  was  marked  increased 
intracranial  pressure  where  there  was  no 
significant  blood  pressure  change.  The  unre- 
liability of  placing  too  much  dependence  on 
blood  pressure  in  the  diagnosis  of  acute 
craniocerebral  injury  has  recently  been  em- 
phasized by  Gage,  and,  aside  from  the  con- 
dition of  shock,  it  would  probably  be  better 
if  blood  pressure  readings  were  not  made. 
By  this  statement,  I do  not  wish  to  decry 
Ihe  value  of  blood  pressure  readings  in  gen- 
eral. However,  there  is  danger  that,  if 
b’ool  pressure  determinations  are  made,  too 
much  importance  will  be  placed  upon  their 
value  by  immature  house  officers,  and  more 
difficult,  yet  more  valuable,  diagnostic  pro- 
cedures will  be  omitted. 

The  Spinal  Fluid 

Of  greatest  importance  from  a diagnostic 
and  prognostic  point  of  view,  is  the  determi- 
nation of  the  cerebrospinal  fluid  pressure, 
as  well  as  the  character  of  the  fluid.  As 
the  immediate  symptoms  in  acute  cranio- 
cerebral injuries  are  the  result  of  increased 
intracranial  pressure,  except  in  those  cases 
where  there  has  been  extensive  injury  of 
the  cerebrum,  a knowledge  of  the  cerebro- 
spinal fluid  pressure  would  be  of  great  value 
as  regards  diagnosis,  prognosis  and  treat- 
ment. Jackson,  in  1922,  reported  his  results 
in  100  cases  of  acute  cranial  injuries  in 
which  spinal  fluid  pressure  determinations 
were  made  and  in  which  spinal  tap  was  used 
therapeutically.  Cerebrospinal  fluid  pres- 
sure was  above  30  mm.  of  mercury  in  14 
per  cent,  the  highest  reading  being  60  mm. 
In  34  ner  cent,  the  pressure  was  between  20 
and  30.  In  44  per  cent,  the  pressure  varied 
between  10  and  20.  In  a series  of  316  cases 
admitted  to  the  Boston  City  Hospital  and 
analyzed  by  Munro,  lumbar  puncture  was 
performed  and  manometric  readings  of  the 
cerebrospinal  fluid  pressure  were  made  in 
thirty-six.  In  the  cases  that  recovered,  the 
highest  pressure  recorded  was  60  mm.  of 
mercury,  the  lowest  was  4,  and  the  average 
16.  In  seven  fatal  cases  the  highest  pressure 
was  100  mm.  of  mercury,  the  lowest  10,  and 
the  average  39.  In  comparing  the  differ- 
ences in  cerebrospinal  pressure  in  cases  of 
craniocerebral  injuries  between  the  white 
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and  colored  races,  Weaver  found  that, 
among  300  cases  occurring  in  the  white  race, 
there  were  190  cases  of  hypertonicity,  as 
compared  with  218  cases  among  300  occur- 
r'ng  in  the  colored.  Connors  believes  that 
a diagnostic  lumbar  puncture  should  be 
made  routinely  in  cases  of  acute  craniocere- 
bral iniuries.  Holbrook  and  Symonds  are  of 
the  same  opinion.  McClure  and  Crawford 
are  of  the  opinion  that  lumbar  puncture 
should  be  done  only  when  there  is  a definite 
indication.  They  state  that  it  should  be 
done  s’owly  and  cautiously.  In  their  series 
of  441  cases,  lumbar  puncture  was  per- 
formed in  148  cases,  or  33.6  per  cent:  47.3 
per  cent  had  pressures  under  10  mm.  of  mer- 
cury: 39.8  per  cent,  from  11  to  20;  10.8  per 
cent,  from  21  to  30;  and  2 per  cent,  above 
30  mm.  of  mercury.  In  Munro’s  series  of 
cases,  the  comparison  of  the  spinal  fluid 
pressures  in  the  fatal  and  nonfatal  cases 
reveals  that  the  average  intracranial  pres- 
sure is  nearly  two  and  one-half  times  higher 
in  the  fatal  cases  than  in  the  nonfatal.  Even 
though  it  is  desirable  to  perform  a lumbar 
puncture  and  determine  the  amount  of 
cerebrospinal  fluid  pressure  as  soon  as  pos- 
sible after  an  acute  craniocerebral  injury, 
this  procedure  should  not  be  performed  in 
the  presence  of  shock,  which  is  generally 
accepted  by  most  authors.  Aside  from  the 
fact  that  patients  in  shock  bear  any  opera- 
tive manipulation  poorly,  lumbar  puncture 
performed  at  this  time  is  of  relatively  little 
diagnostic  aid,  as,  even  in  those  cases  in 
which  there  is  extensive  cerebral  injury,  the 
cerebrospinal  fluid  pressure  is  apt  to  be  nor- 
mal or  decreased,  because  of  the  decreased 
arterial  and  venous  pressure.  Aside  from 
the  determination  of  the  cerebrospinal  fluid 
pressure,  a knowledge  of  the  character  of 
cerebrospinal  fluid  is  of  great  value  for 
prognosis  and  treatment  in  craniocerebral 
injuries.  In  39.9  per  cent  of  the  148  cases  in 
which  a lumbar  puncture  was  done  in  Mc- 
Clure and  Crawford’s  series,  the  spinal  fluid 
was  bloody,  and  it  was  clear  in  60.1  per  cent; 
83.3  per  cent  of  the  cases  in  which  death  oc- 
curred showed  bloody  fluid.  Aside  from  in- 
dicating the  severity  of  the  lesion,  blood 
within  the  cerebrospinal  fluid  is  of  import- 
ance as  far  as  subsequent  sequelae  are  con- 
cerned. Essick  found  experimentally  that, 
when  laked  blood  was  injected  into  the  sub- 
arachnoid space,  there  occurred  within  six 
hours  a definite  sterile  meningitis.  Bagley 
was  able  to  demonstrate  experimentally  that 
blood  injected  into  the  subarachnoid  space 
of  dogs  produced  marked  systemic  changes. 
Immediately  after  the  injections  the  ani- 
mals became  spastic  and  recovered  from  the 
narcosis  slowly.  In  the  adult  animals  there 


frequently  followed  convulsive  changes  and 
frothing  of  the  mouth.  They  were  hyper- 
sensitive and  irritable  and  the  nutrition  was 
poor.  In  the  puppies  the  most  startling  ef- 
fect was  noted,  in  that  there  was  a dimin- 
ished activity  and  a poor  development.  Late 
in  the  course  of  the  meningeal  reaction 
changes  in  the  cortex  were  observed.  In  six 
out  of  nineteen  puppies  in  which  blood  was 
iniected  into  the  subarachnoid  space  and  on 
whmh  autopsies  were  performed,  a definite 
dilatation  of  the  ventricles  was  found.  Fay 
has  described  a type  of  cerebral  atrophy 
wlv'ch  is  due  to  collections  of  fluid  in  the 
subarachnoid  space,  the  result  of  subarach- 
noid hemorrhage. 

In  contrast  to  the  above  mentioned  au- 
thors, there  are  certain  authorities  who  be- 
lieve that  lumbar  puncture  is  dangerous 
and  should  not  be  performed  in  cases  of 
craniocerebral  injury  in  which  an  increased 
intracranial  pressure  is  suspected.  These  au- 
thorities believe  that,  because  of  the  sud- 
den decrease  in  the  intraspinal  pressure,  the 
herniation  of  the  medulla  into  the  foramen 
magnum  may  occur.  McClure  and  Crawford 
believe  that  lumbar  puncture  should  be  done 
only  in  selected  cases  and  the  fluid  should 
be  withdrawn  slowly  and  carefully.  Hen- 
schen  is  of  the  opinion  that  lumbar  puncture 
is  dangerous  in  increased  intracranial  pres- 
sure and  should  never  be  used.  Besley  be- 
lieves that  lumbar  puncture  is  not  free  from 
danger.  Sachs  is  also  definitely  opposed  to 
lumbar  puncture  in  acute  craniocerebral  in- 
jury. 

Roentgen  Ray 

The  relative  importance  of  roentgenog- 
raphy in  the  diagnosis  of  craniocerebral  in- 
juries is  a matter  of  controversy.  It  may  be 
stated,  however,  that  all  cases  of  acute  cran- 
iocerebral injury  should  have  roentgeno- 
grams of  the  skull  for  two  reasons;  (1)  in 
order  to  eliminate  the  possibility  of  a de- 
pressed fracture,  a knowledge  of  which  is 
absolutely  essential  in  order  that  the  correct 
and  proper  therapy  be  instituted;  (2)  be- 
cause of  the  high  regard  which  the  laity  and 
the  legal  profession  have  for  cranial  frac- 
tures, a failure  to  obtain  a roentgenogram 
in  a suspected  cranial  lesion,  especially  in  a 
medico-legal  case,  would  indicate,  at  least 
in  the  eyes  of  a jury,  improper  care  of  the 
patient.  It  must  not  be  forgotten,  howev- 
er, that,  aside  from  depressed  fractures, 
the  most  important  lesion  in  craniocerebral 
injuries  is  not  the  injury  to  the  cranium  but 
the  cerebral  lesion.  Roentgenograms,  also, 
are  not  infallible,  even  in  those  cases  of  cra- 
nial fracture,  as  illustrated  by  the  follow- 
ing studies:  In  Stewart’s  series  of  617  cases 
of  cranial  fracture  only  73.1  per  cent  of  the 
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fractures  showed  positive  x-rays,  and  26.8 
per  cent  were  negative.  In  the  latter  group, 
10.7  per  cent  showed  linear  fractures  at  the 
time  of  operation  and  12,3  per  cent  were 
diagnosed  as  basal  fractures  by  other  signs 
and  symptoms,  11.6  per  cent  were  found  to 
have  basal  fractures  at  postmortem  exami- 
nation, 2 per  cent  proved  to  be  fractures  of 
the  vault,  which  were  slightly  depressed 
when  the  wound  was  explored. 

TREATMENT 
Immediate  Treatment 

Within  the  past  decade  the  general  trend 
has  been  toward  conservatism  in  the  treat- 
ment of  acute  craniocerebral  iniuries.  Prior 
to  this  time,  because  of  the  relatively  great- 
er importance  attached  to  localized  intra- 
cranial hemorrhage,  operative  procedure  for 
the  relief  of  intracranial  tension  was  prac- 
ticed rather  frequently.  At  the  present 
time  it  is  realized  that,  in  by  far  the  great- 
er majority  of  cases,  the  increased  intra- 
cranial tension  is  the  result  of  edema  which 
is  dependent  upon  the  cerebral  trauma. 

The  difference  in  treatment  practiced  to- 
day from  that  practiced  a decade  ago  is  il- 
lustrated by  the  following  figures : Sharp 
operated  upon  about  30  per  cent  of  his  cra- 
niocerebral injuries;  Welinsky.  24  per  cent; 
Heuer,  22.7  per  cent;  Naffziger,  20  per  cent; 
whereas  Crawford  and  McClure,  in  their  se- 
ries of  441  cases,  operated  upon  only  4.3  per 
cent  of  the  cases.  It  is  now  generally  ac- 
cepted that,  in  the  maiority  of  cases  of  cran- 
iocerebral injury,  conservative  treatment  is 
not  only  less  dangerous  but  is  more  effica- 
cious than  operative  interference. 

As  many  patients  with  acute  craniocere- 
bral injuries  are  in  surgical  shock  when  first 
seen  by  the  surgeon,  it  is  imperative  that 
the  shock  be  treated  before  the  institution 
of  any  other  therapy.  The  patient  should  be 
immediately  put  in  bed,  external  heat  should 
be  applied,  and  hot  fluids  administered.  The 
administration  of  hvpertonic  glucose  solu- 
tion intravenously  is  justifiable,  becau.se, 
not  only  is  it  of  value  in  combating  shock, 
but  it  is  also  of  value  in  preventing  and  com- 
bating cerebral  edema.  Any  external  wound 
should  be  cared  for  as  soon  as  possible,  al- 
though undue  manipulation  is  to  be  avoided 
until  the  patient  reacts  from  shock.  As  soon 
as  the  patient’s  condition  permits,  an  exam- 
ination— especially  a neurological  examina- 
tion— should  be  made,  especial  care  being 
paid  to  the  cranial  nerves,  pupillary  reflexes, 
evidences  of  discharge  of  blood  or  spinal 
fluid  from  ears,  nose  or  mouth,  evidences  of 
paralysis  of  weakness.  Even  though  these 
findings  may  not  be  abnormal,  a record  is 
extremely  important  in  order  to  determine 
whether  any  deviation  from  normal  subse- 


quently occurs.  Lumbar  puncture  should 
be  performed  as  soon  as  the  patient  recovers 
from  shock,  both  as  a diagnostic  and  thera- 
peutic procedure.  A cerebrospinal  fluid  pres- 
sure higher  than  10  mm.  of  mercury  should 
be  considered  abnormal  and  enough  fluid 
should  be  removed  cautiously  to  decrease  the 
pressure  above  10  mm.  of  mercury  by  one- 
half  : i.e.,  if  the  cerebrospinal  pressure  is 
20  mm.  of  mercury  enough  fluid  should  be 
withdrawn  to  reduce  the  pressure  to  15  mm. 
of  mercury.  Roentgenograms  of  the  skull 
should  be  made  as  soon  as  the  patient  recov- 
ers from  shock,  in  order  to  determine  the 
presence  of  a depressed  fracture.  As  rec- 
omrn mended  by  Weaver  and  Davis,  in  those 
cases  in  which  there  is  discharge  of  blood  or 
cerebrospinal  fluid  from  the  ears,  no  at- 
tempt should  be  made  to  irrigate  the  exter- 
nal auditory  meatus,  because  of  the  danger 
of  introducing  infection  into  the  meninges. 
However,  the  external  auditory  meatus 
should  be  plugged  with  sterile  cotton,  pos- 
sibly saturated  with  alcohol.  In  those  cases 
in  which  there  is  a compound  fracture  or  in 
which  there  is  an  injury  to  the  scalp  without 
injury  to  the  underlying  bone,  active  ther- 
apy is  of  utmost  importance.  As  emphasized 
by  Cushing  during  the  World  War,  in  com- 
pound fractures,  especially  those  following 
gunshot  injuries,  the  treatment  consists  of 
debridement,  removal  of  the  traumatized 
cranial  tissue  by  means  of  suction,  follow- 
ing which  the  wound  is  tightly  closed. 
Weaver  is  especially  emphatic  in  emphasiz- 
ing the  necessity  of  debridement  because  he 
considers  wounds  of  the  scalp  as  potential 
brain  abscesses.  The  frequently  employed 
use  of  morphine  and  other  narcotics  is  men- 
tioned only  to  be  condemned.  In  acute  cra- 
niocerbral  injuries  such  drugs  should  never 
be  used  unless  the  patient  is  uncontrollable. 
Because  of  their  depressing  effects  on  the 
cerebrum,  symptoms  may  be  masked.  Wea- 
ver also  believes  that  morphine  should  not 
be  used  for  severe  headache,  because  the 
drug  depresses  respiration.  McClure  and 
Crawford  state:  “In  the  early  stages  we  do 
not  use  morphine  as  a sedative  or  homatro- 
pine  as  a mydriatic  for  fear  of  masking  im- 
portant signs.  Bagley  prefers  coal  tar  prod- 
ucts and  bromides  to  morphine  for  the  con- 
trol of  restlessness  and  delirum. 

Repeated  Lumbar  Punctures 
As  early  as  1905.  Quincke  emphasized  the 
importance  of  the  determination  of  the  cere- 
brospinal fluid  pressure  and  stated  that  the 
best  results  in  the  treatment  of  these  con- 
ditions was  by  lumbar  drainage.  Rawling 
was  of  the  opinion  that,  in  spite  of  the  ap- 
parent advantage  of  lumbar  drainage,  it  was 
of  little  value  in  reducing  intracranial  pres- 
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sure.  More  recently,  however,  due  largely  to 
the  work  of  Jackson  and  Munro,  the  advisa- 
bility of  lumbar  puncture  in  the  treatment 
of  acute  cerebrospinal  injuries  has  been  es- 
pecially stressed.  In  1922  Jackson  reported 
100  cases  of  acute  cranial  injury  in  which 
cerebrospinal  fluid  pressures  were  deter- 
mined and  which  were  treated  by  repeated 
lumbar  punctures.  He  advocated  perform- 
ing lumbar  puncture  at  intervals  of  six  to 
twen+y-four  hours.  Munro  treated  sixty 
cases  of  acute  craniocerebral  injury  by 
himbar  puncture  alone  with  only  seven 
deaths,  a mortality  of  12  per  cent.  Bagley 
stresses  the  importance  of  not  performing 
spinal  drainage  in  those  cases  in  which  pure 
blood  is  present  within  the  subarachnoid 
space.  He  beh'eves  that  in  this  type  of  case  it 
is  better  to  wait  until  the  blood  becomes 
mixed  with  the  cerebrospina1  fluid  before 
attempting  spinal  drainage,  as  the  prognosis 
in  the  former  case  is  very  bad.  Worster- 
Drought,  McCreery  and  Berry  believe  that 
repeated  spinal  drainage  is  of  more  value 
than  the  use  of  hypertonic  solutions  in  the 
severe  cases.  They  have  not  hesitated  to 
remove  s’owly  enough  fluid  to  lower  the 
spinal  fluid  pressure  down  to  10  mm.  of 
mercury.  In  none  of  their  cases  did  this  re- 
quire the  removal  of  more  than  50  c.c.  of 
fluid.  Green  also  believes  that  enough  spinal 
fluid  should  be  removed  to  decrease  the 
spinal  fluid  pressure  to  10.  Holbrook,  Mc- 
Clure and  Crawford  are  less  radical  and  re- 
move smaller  amounts  and  do  not  decrease 
the  cerebrospinal  fluid  to  such  a degree.  Re- 
peated lumbar  punctures  are  of  value  in 
acute  craniocerebral  injuries,  not  only  be- 
cause the  cerebrospinal  fluid  pressure  is  de- 
creased, but  also  because  of  the  removal  of 
any  blood  which  may  be  present  in  the  sub- 
arachnoid space.  As  mentioned  above,  blood 
produces  a sterile  meningitis  and  is  fre- 
quently responsible  for  late  sequelae. 

Hypertonic  So’uHons 

In  1919  Weed  and  McKibben  demonstrat- 
ed that  cerebrospinal  fluid  pressure  and 
brain  bulk  could  be  influenced  by  the  intra- 
venous injection  of  hypotonic  and  hyperto- 
nic solutions.  They  showed  that  experi- 
ment a’ly,  cerebrospinal  fluid  pressure  could 
be  markedly  decreased  by  the  intravenous 
injection  of  hypertonic  solutions.  Haden  was 
the  first  to  apply  this  principle  clinically. 
He  employed  hypertonic  glucose  solution  in- 
travenously in  the  case  of  cerebrospinal 
meningitis,  with  good  results.  Cushing  and 
Foley  then  demonstrated  that  cerebrospinal 
fluid  pressure  could  be  decreased  by  intra- 
venous injection  of  hypertonic  solutions. 
Sachs  and  Belcher  were  able  to  relieve  a pa- 
tient with  a brain  tumor  and  with  increased 


intracranial  pressure  by  the  intravenous  in- 
jection of  hypertonic  sodium  chloride  solu- 
tion. Foley  and  Putnam,  in  1920,  demon- 
strated that  the  introduction  of  hypertonic 
solution  into  the  intestinal  tract  would  pro- 
duce similar  but  less  marked  results.  Sachs 
and  Malone,  working  experimentally,  were 
able  to  decrease  the  brain  volume  in  dogs 
by  the  intravenous  injection  of  a 30  per  cent 
chloride  solution.  Within  ten  minutes  after 
the  administration  a change  was  noted,  and 
a maximum  was  reached  in  forty-five  to 
sixty  minutes.  They  found  that  the  rate  of 
injection  could  not  exceed  1 c.c.  per  minute, 
otherwise  there  would  be  a fall  in  blood  pres- 
sure and  respiratory  disturbances.  Dowman 
recommended  the  intravenous  use  of  hyper- 
tonic solutions  in  increased  intracranial 
pressure  and  also  advised  the  repeated  ad- 
ministrations of  magnesium  sulphate  by 
mouth.  Fay,  in  1923,  advocated  the  use  of 
magnesium  sulphate  by  rectum  and  states 
that  the  effect  becomes  pronounced  within 
an  hour.  He  employs  one  and  one-half 
ounces  of  magnesium  sulphate  in  eight 
ounces  of  water.  He  believes  that  this  is 
better  than  the  administration  of  sodium 
chloride  by  mouth  in  that  there  is  no  vom- 
iting and  no  distress.  He  also  states  that 
hypertonic  chloride  solution  is  dialyzable 
and  an  increased  chloride  content  of  the 
blood  leads  to  secondary  tissue  retention, 
with  a rapid  return  of  symptoms  after  its 
administration.  Magnesium  sulphate,  how- 
ever, is  nondialyzable  and  produces  a rapid 
dehydration  of  the  blood  plasma  by  excre- 
tion of  fluid  into  the  intestinal  wall.  He 
was  able  to  demonstrate  experimentally  that 
magnesium  sulphate  was  about  twice  as  ef- 
ficient as  a dehydrating  agent  in  the  intes- 
tine as  was  sodium  chloride.  He  empha- 
sizes the  importance  of  restricting  fluids 
during  the  dehydration  therapy,  but  warns 
against  “over  dehydration.”  Howe,  employ- 
ing a large  number  of  salts — namely,  sodium 
bicarbonate,  sodium  sulphate,  sodium  chlo- 
ride, calcium  lactate,  calcium  chloride,  sodi- 
um citrate,  sodium  tartrate,  dextrose — 
found  that  dextrose  was  the  only  one  of  the 
group  that  was  nontoxic  and  produced  a 
satisfactory  decrease  in  the  cerebrospinal 
fluid  pressure.  Glucose,  in  a 50  per  cent 
solution,  is  the  best  dehydrating  agent 
which  can  be  employed  intravenously.  Its 
action,  though  slightly  less  prompt  than  that 
of  hypertonic  sodium  chloride  solutions,  is, 
however,  more  lasting.  Its  intravenous  use 
is  also  much  safer  than  that  of  the  hyper- 
ionic sodium  chloride  solutions.  From  50  to 
100  c.c.  of  a 50  per  cent  glucose  solution 
may  be  administered  intravenously  every 
six  to  eight  hours,  depending  upon  the  se- 
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verity  of  the  cerebral  edema.  Of  imnwnse 
value  in  the  treatment  of  acute  craniocere- 
bral injury  is  the  administration  of  magne- 
sium sulphate  either  by  rectum  or  by  mouth. 
Dowman,  in  1922,  recommended  the  use  ot 
magnesium  sulphate  both  by  mouth  and  by 
rectum  in  cases  of  increased  intracranial 
pressure.  Since  this  time  it  has  been  used 
extensively  bv  many  authors,  especially  the 
rectal  administration,  which  has  the  advan- 
tage that  the  patient  is  little  disturbed,  its 
effect  is  prompt,  and  there  is  no  danger.  As 
mentioned  above,  Fay  has  definitely  shown 
that  magnesium  sulphate  in  the  intestine  is 
a more  powerful  dehydrating  agent  than 
any  one  of  the  other  salts. 

In  contrast  to  the  usual  condition  of  cere- 
brosninal  fluid  hypertension,  which  as  a 
rule  is  associated  with  acute  craniocerebral 
injuries,  there  may  occur  a hypotension,  as 
first  described  bv  Leriche  in  1920.  In  the 
treatment  of  this  condition,  Leriche  recom- 
mends the  intravenous  injection  of  hypo- 
tonic  solution  or  distilled  water.  Henschen, 
Mallet-Guv,  and  Etienne-Martin  report  good 
results  obtained  from  the  use  of  hypotonic 
solutions  in  these  cases.  The  latter  authors 
believe  that,  as  opposed  to  hypertensive  dis- 
turbances, which  produce  symptoms  of  a 
rehitively  short  duration,  the  hypotensive 
disturbances  are  causes  of  prolonged  com- 
plications. and  distressing  sequelae.  Persist- 
ing headaches — especially  occipital. — asth- 
enia, and  a state  of  nervous  irritability,  are 
frequently  present. 

Operative  Treatment 

Even  though  at  the  present  time  the 
treatment  of  acute  craniocerebral  injuries 
consists  largely  of  conservatism,  there  are 
certain  definite  cases  in  which  operation  is 
indicated.  Operation  is  imperative  in  those 
cases  with  scalp  wounds,  compound  or  de- 
pressed skull  fractures,  and  localized  intra- 
cranial hematomata.  Cases  with  extradu- 
ral hemorrhage  or  even  intradural  localized 
hematomata  with  focal  symptoms  and  signs 
should  be  operated  upon  in  order  to  evacuate 
the  blood  clot  and  also  to  secure  hemostasis. 
Most  authors  believe  that  contusion  of  the 
brain  shoidd  not  be  operated  upon.  Howev- 
er. Arravd  ami  A’bert  Cremieux  are  of  the 
opinion  that  focalized  ecchymosis  of  the 
cerebral  cortex,  surrounded  by  an  area  of 
edema,  should  be  given  the  advantage  of  a 
decompressive  operation,  Bagley  is  em- 
phatic in  stating  that  operative  procedures 
should  not  be  performed  in  cases  of  hemor- 
rhage unless  a clot  has  formed.  If  a clot 
is  no4-  formed  the  operation  will  favor  fur- 
ther bleeding.  In  those  cases  in  which  it  is 
impossible  to  control  the  increased  intra- 


cranial pressure  by  spinal  tap  and  the  in- 
travenous use  of  hypertonic  solutions,  de- 
compression is  indicated  in  order  to  relieve 
the  cerebral  pressure.  Bower  believes  that 
if,  after  the  second  aspiration  of  spinal 
fluid,  there  is  an  increase  in  the  cerebrospi- 
nal fluid  pressure  of  20  mm.  of  mercury  and 
no  improvement  has  occurred,  operation  is 
indicated. 
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SARCOMA  OF  THE  STOMACH 
RALPH  W.  MENDELSON,  M.  I).,  F.  A.  C.  P. 

Albuquerque,  N.  M. 

Up  to  1927  there  had  been  reported  in 
the  world  literature  265  cases  of  primary 
sarcoma  of  the  stomach.  Not  one  of  these 
cases  had  been  diagnosed  previous  to  oper- 
ation. Various  reasons  are  given  to  ac- 
count for  the  inability  to  diagnose  this  con- 
dition correctly.  None  of  them  sound  very 
convincing.  The  final  diagnosis  of  any 
growth  depends  upon  the  microscope  and, 
as  there  is  no  characteristic  clinical  picture 
of  primary  sarcoma  of  the  stomach,  the  best 
one  can  do  is  to  diagnose  a probable  malig- 
nancy. 

The  following  case  is,  perhaps,  as  charac- 
teristic as  any  reported  and  clearly  demon- 
strates the  impossibility  of  making  other 
than  a diagnosis  of  probable  malignancy  in 
a patient  suffering  from  vague  gastric  dis- 
tress over  a period  of  several  years. 

Mr.  X consulted  me  in  January,  1930,  re- 
garding a “chronic  bilious  condition,”  as  he 
termed  it.  His  history  is  as  follows:  The 

patient  is  a single  man,  52  years  of  age.  His 
family  history  is  negative  and  his  past  his- 
tory is  irrelevant  with  thhe  exception  of 
pulmonary  tuberculosis  diagnosed  in  1916. 
At  that  time  he  came  west  for  his  health 
and  made  an  uneventful  recovery  as  far  as 
his  chest  condition  was  concerned.  With 
regard  to  his  present  difficulty  he  states 
that  for  “several  years”  he  has  suffered 
from  “billious  attacks.”  Fie  emphatically 
states  that  he  has  never  suffered  from  any 
pain,  has  never  been  jaundiced,  has  never 
noticed  any  edema  of  his  extremities.  His 
only  complaint  manifests  itself  in  “spells  of 
being  dizzy,  with  lots  of  gas.”  As  far  as 
could  be  determined  this  state  of  affairs 
had  been  going  on  for  at  least  five  years. 

Examination  of  the  patient  revealed  a 
thin,  anemic  individual  weighing  110 
pounds.  He  states  that  his  average  weight  is 
125  pounds.  Blood  pressure  was  85/60.  Hem- 
oglobin was  50  per  cent.  Red  cells  number- 
ed 3,900,000.  White  cells,  3000,  with  nor- 
mal differential  count.  The  blood  Wasser- 
mann  was  negative.  The  urine  examination 
was  negative  and  the  stool  examination 
was  also  negative.  Physical  findings  were 
negative  except  for  a few  coarse  rales  on 
both  sides.  The  heart  was  normal,  as  were 
all  reflexes.  The  prostate  was  slightly  en- 
larged, soft,  not  tender,  and  fluid  from 
same  revealed  a normal  secretion. 

It  was  explained  to  the  patient  that  he 
might  be  suffering  from  one  or  more  of  a 
variety  of  conditions  that  could  produce  the 
symptoms  he  complained  of.  The  most  im- 


pressive finding  so  far  was  the  washed-out 
appearance  of  the  patient.  He  almost  looked 
cadaverous,  and  most  certainly  suggested 
organic  trouble  of  a serious  nature. 

It  was  suggested  to  the  patient,  in  view 
of  the  fact  that  he  could  take  and  retain  food 
without  much  difficulty,  that  he  go  to  bed 
for  at  least  two  weeks  with  the  idea  of 
building  him  up  to  the  ordeal  of  a complete 
gastro-intestinal  analysis.  This  he  at  once 
accepted  as  plausible  and,  in  fact,  made 
very  considerable  improvement  under  nour- 
ishing diet  and  complete  rest. 

A stomach  analysis  was  negative.  Total 
acidity  was  67  and  free  hydrochloric  50. 
Lactic  acid  was  negative  and  the  gastric 
flora  was  normal. 

The  report  of  the  x-ray  examination  of 
the  chest  was  that  of  an  old  healed  tubercu- 
losis. 

The  x-ray  report  of  the  gastro-intestinal 
tract  is  as  follows:  The  esophagus  is  nor- 

mal. The  fundus  of  the  stomach  fills  out 
normally.  There  is  a large  filling  defect 
through  the  pars  media  at  the  anterior  wall 
of  the  stomach.  There  appears  to  be  plenty 
of  gastric  lumen,  as  this  area  can  be  seen 
only  by  manipulation  in  the  erect  position. 
In  the  prone  position  this  large  irregular 
filling  defect  is  shown  on  the  anteroposter- 
ior films  as  it  was  seen  fluoroscopically.  The 
semi-lateral  film  shows  a fairly  good  gastric 
outline  with  only  a small  incisura  in  the 
greater  curvature.  The  remainder  of  the 
stomach  appears  normal.  The  duodenal  cap 
is  very  easily  filled  and  is  entirely  normal 
as  to  size  and  shape.  The  remainder  of  the 
gastro-intestinal  tract  is  normal. 

As  a large  part  of  the  gastric  defect  was 
due  to  spasticity,  the  patient  was  given 
atropine  and  re-examined.  This  revealed 
an  absence  of  the  original  glaring  defect,  but 
a constant  depression  on  the  greater  curva- 
ture. There  was  a spot  of  barium  about 
the  size  of  a dime,  on  the  anterior  wall, 
which  did  not  change  on  manipulation. 

The  diagnosis  was  ulcer  of  the  stomach, 
and,  in  view  of  the  size  of  the  ulcer,  the  his- 
tory of  the  illness  and  the  marked  cachexia, 
it  was  safe  to  make  a probable  diagnosis  of 
malignancy. 

The  illustrations  portray  the  cardinal 
x-ray  findings.  Drawing  number  1 shows 
1 he  large  defect  before  atropine  was  given ; 
number  2,  the  defect  in  the  greater  curva- 
ture after  atropine ; and  number  3,  the  con- 
stant spot  of  barium  in  the  crater  of  the 
ulcer. 

Fortunately,  the  patient  was  not  a neu- 
rotic type.  The  diagnosis  was  gone  into  in 
considerable  detail.  In  view  of  the  fact  that 
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he  had  never  suffered  any  acute  gastric  dis- 
tress, he  could  not  fully  appreciate  my  anx- 
iety and  also  eagerness  to  have  him  under- 
go surgical  intervention.  He  at  last  decided 


Figure  3 


to  go  to  one  of  the  larger  medical  centers  in 
the  east  for  a check-up.  From  his  doctor  I 
received  the  following  information: 

After  a careful  examination  they  diag- 
nosed ulcer  of  the  stomach  with  possible 
malignant  change.  At  operation  there  was 
found  on  the  anterior  wall  of  the  stomach, 
near  the  greater  curvature,  a tumor  the 
size  of  a large  plum.  This  was  removed  and 
followed  by  a typical  Polya’s  operation.  The 
liver,  gahbladder  and  pancreas  were  all  nor- 
mal. The  report  from  the  pathologist  is  as 
follows : 

Gross  examination.  The  specimen  con- 
sists of  the  pyloric  portion  of  the  stomach, 
measuring  9 cm.  along  the  lesser  curvature 
and  17  cm.  along  the  greater  curvature. 
There  is  a rather  firm  protuberance  along 
the  anterior  wall  of  the  greater  curvature, 
beginning  8 cm.  from  the  pylorus,  measur- 
ing 4.5  cm.  across  the  base  and  extending 
out  for  2.5  cm.  from  the  outer  surface  of  the 
stomach.  There  are  omental  adhesions  over 
a good  portion  of  this  mass  and  extending 
up  over  the  anterior  wall  of  the  stomach  to 
the  lesser  curvature.  The  mucosa  is  smooth 
and  free  from  change  except  for  a sharply 
punched-out  opening  which  communicates 
with  the  hollowed-out  interior  of  the  mass 
described  externally.  This  interior  surface 
is  ulcerated,  rough  and  irregular,  covered 
by  fibrin.  The  wall  is  firm,  pinkish-white 
in  color,  with  numerous  hemorrhagic  areas. 

Microscopic  examination:  Sections  cut 
from  the  localized  outpunching  of  the  stom- 
ach wall  show  ulceration  with  entire  loss 
of  mucosa,  the  ulcer  base  being  covered 
with  fibrin,  beneath  which  is  granulation 
tissue  mingled  with  tumor  cells.  Tumor 
cells  comprise  a mass  making  up  almost  the 
entire  thickness  of  the  wall,  with  infiltra- 
tion and  destruction  of  the  mucosa,  submu- 
cosa and  muscularis.  The  cells  are  arrang- 
ed closely  together  with  a small  amount  of 
fine  reticulum.  They  are  of  various  sizes 
and  shapes,  mostly  rounded  or  cuboidal  form. 


Figure  4 
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The  nuclei  are  large,  tend  to  hyperchroma- 
tism and  are  of  loose  reticulated  structure. 
Mitotic  figures  are  not  seen.  Many  blood 
spaces  are  found  filled  with  tumor  cells. 

Diagnosis:  Mixed  cell  sarcoma  of  the 
stomach. 

Condition  of  patient  January  2,  1930: 
The  patient  is  now  back  at  work.  His  appe- 
tite is  good,  bowels  normal.  His  weight  is 
116l4  pounds  and  his  hemoglobin  75  per 
cent.  His  gastric  analysis  shows  a total 
acidity  of  10  and  no  free  HC1.  This  is  as  it 
should  be  considering  the  nature  of  the  sur- 
gical procedure.  There  is  no  blood  and  no 
lactic  acid  present.  He  has  suffered  no 
“bilious  attacks”  since  his  operation.  His 
medication  is  limited  to  hydrochloric  acid 
after  meals. 


THE  CAUTERIZATION  OF  ADHESIONS 

BY  CLOSED  PNEUMOLYSIS  AFTER 
THE  JACOBAEUS-UNVERRICHT 
METHOD 

LEROY  S.  PETERS,  M.  D. 
and 

P.  G.  CORNISH,  Jr.,  M.  I). 

Albuquerque,  N.  M. 

(Read  before  the  Annual  Meeting  of  the  Medical 
and  Surgical  Association  of  the  Southwest,  held  in 
El  Paso,  Texas,  Nov.  6-8,  1930). 

The  end  results  in  artificial  pneumo- 
thorax are  in  direct  proportion  to  the  degree 
of  collapse  obtained.  For  years  we  attempt- 
ed to  close  cavities  in  partially  collapsed 
lungs  by  increasing  the  intrapleural  pres- 
sure, in  hope  of  stretching  adhesions  and 
thus  obliterating  the  cavity.  This  seldom 
proved  successful  and  many  times  proved 
disastrous  by  tearing  adhesions,  thus  pro- 


ducing a natural  pneumothorax  and  a re- 
sulting empyema. 

For  the  purpose  of  argument,  let  us  re- 
view a few  facts  relative  to  advanced  tuber- 
culosis. A number  of  years  ago  the  United 
States  Public  Health  Service  made  a survey 
of  the  tuberculosis  situation  in  the  South- 
west. They  found  that  47  per  cent  of  pa- 
tients coming  here  died  within  six  months 
of  arrival.  The  statistics  of  one  of  the  best 
institutions  in  the  west  shows  that  80  per 
cent  of  their  patients  are  dead  within  three 
years  of  discharge.  The  report  of  Harry  Lee 
Barnes,  of  the  Rhode  Island  State  Sanato- 
rium, shows  that  85  per  cent  of  cavity  cases 
are  dead  within  fifteen  months  of  the  time 
the  cavity  was  diagnosed. 

These  figures  are  appalling,  and  no  doubt 
exists  in  our  minds  that  no  small  number 
of  the  47  per  cent  dead  in  the  Southwest  six 
months  after  arrival,  of  the  80  per  cent  dis- 
charged sanatorium  cases,  and  of  the  85  per 
cent  dead  cavity  cases  of  Barnes,  could 
have  been  saved  had  proper  advice  and 
treatment  been  instituted  before  it  became 
too  late. 

Two  reasons  for  this  situation  stare  us  in 
the  face:  (1)  Lack  of  early  diagnosis;  and 
(2)  delay  in  instituting  collapse  therapy  in 
cases  of  suitable  type. 

E£arly  tuberculosis  gets  well  in  the  ma- 
jority of  cases,  and,  if  the  patient  is  given 
the  benefit  of  such  diagnosis,  he  usually  is 
not  a candidate  for  collapse  treatment.  The 
average  sanatorium  head  is  today  still 
keeping  patients  on  bed  rest  in  a vain  en- 
deavor to  clear  up  advanced  disease,  when 
many  such  patients  could  be  restored  to  a 


Fig.  1.  Showing  thick-walled  cavities  at  1-2-3.  Multiple  adhesions  with  one  broad  band.  This  is  the  patient  in  whom  a 
shift  of  mediastinum  occurred  after  burning  broad  band. 

Fig.  2.  Same  as  Fig.  1 with  all  adhesions  burned.  Walls  tDo  thick  to  get  complete  closure  of  cavities. 

Fig.  3.  Three  a hesions  at  1.  Cavity  2. 
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Fig.  4.  Cavity  closed  after  three  adhe-  Fig.  5.— Adhesions  at  2.  Cavity  1.  Fig.  6.  Same  as  Figure  5,  cavity  closed, 

sions  burned. 


life  of  economic  usefulness  by  the  modern 
methods  of  so-called  surgical  compression. 

In  our  original  study  of  700  cases  of  arti- 
ficial pneumothorax,  we  found  that  39  per 
cent  showed  a complete  collapse,  and  33  per 
cent  partial  collapse.  In  the  complete  col- 
lapse cases,  53  per  cent  are  well  and  24  per 
cent  dead ; in  the  partial  collapse  cases,  25 
per  cent  are  well  and  44  per  cent  dead.  It  is 
very  apparent  that  complete  collapse  is  the 
sine  qua  non  to  success. 

Until  two  years  ago  we  made  the  best  of 
a bad  situation,  but  since  that  time  we  have 
been  burning  suitable  adhesions  after  the 
Jacobaeus-Unverricht  method  of  closed  pneu- 
molysis. This  we  feel  to  be  a much  saner 
and  safer  method  than  the  open  one. 

Many  operators  still  believe  in  carrying 
high  pressures  over  long  periods  of  time,  ex- 
pecting thereby  to  close  cavities  and  effect 
a compression  of  the  diseased  area.  This,  as 
we  have  said,  is  dangerous  and  a waste  of 
valuable  time.  After  a pneumothorax  has 
been  carried  on  for  a three-months  period 


with  only  a partial  collapse,  x-rays  should 
be  taken  and  adhesions  studied  with  the 
view  of  cauterization.  Even  when  the  x-ray 
leads  one  to  believe  that  little  can  be  done, 
exploring  the  pneumothorax  cavity  by  the 
introduction  of  the  thoracoscope  often  leads 
one  to  a very  gratifying  result.  If  watchful 
waiting  is  the  keynote,  adhesions  will  be- 
come organized,  collateral  circulation  estab- 
lished, and  failure  will  result.  , 

Cauterization  is  indicated:  (1)  in  all  cases 
where,  after  three  months’  treatment,  only 
a partial  collapse  is  obtained;  (2)  in  all  cases 
requiring  high  positive  pressures  to  main- 
tain collapse,  even  when  the  collapse  is  com- 
plete; (3)  in  all  cases  where  organized  ad- 
hesions tend  to  contract  and  pull  out  the 
lung,  thus  obliterating  the  pleural  space  and 
making  the  continuation  of  the  pneumo- 
thorax an  improbability. 

Cauterization  is  contra  indicated:  (1)  when 
the  contralateral  lung  is  a poor  risk,  and  the 
disease  in  that  side  is  retrogressive;  (2) 


Pig.  i . Pneumothorax  on  left  for  two  years.  1 is  edge  of  re-expanding  lung.  Right  cut  large  cavity  following  influenza. 
Pneumothorax  instituted  on  right  to  close  cavity  at  2. 

Fig.  8.  Same  as  Figure  1 after  pneumothorax.  1 adhesion;  2 cavity. 

Fig.  9.  Same  as  Figure  8 after  cauterization. 
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Fig.  10.— Adhesion  1.  Edge  of  lung  2.  Fig.  11.  -Same  as 

Cavity  3.  clcsure  of  cavity. 


when  there  are  other  complications  which  in 
themselves  may  prove  fatal. 

The  operation  is  a simple  one  and  the  pa- 
tient usually  experiences  little  discomfort. 
Sometimes  it  is  necessary,  where  multiple 
adhesions  exist,  to  do  the  burning  in  several 
stages.  Postoperative  treatment  requires 
rest  in  bed  for  four  to  ten  days,  with  seda- 
tives to  control  cough.  Pneumothorax  re- 
fills can  be  resumed  usually  in  forty-eight 
hours  after  the  operation,  with  small 
amounts  of  air  under  low  pressure. 

The  complications  in  our  series  have  been 
insignificant.  Bleeding  was  encountered  in 
a few,  but  was  so  slight  as  to  be  easily  con- 
trolled by  the  cautery. 


Figure  10,  showing  Fig.  12.— String  adhesions  1.  Band  ad- 

he  ion  2. 


Fluid  developed  in  thirteen  cases,  or  36 
per  cent.  This  is  handled  as  in  the  usual  run 
of  pneumothorax  cases.  One  empyema  de- 
veloped, and  this  in  the  first  patient  on 
whom  we  operated.  It  was  due  to  the  fact 
that  what  we  thought  to  be  a band  adhesion 
proved  to  be  the  floor  of  a cavity.  The  cau- 
terization was  interrupted  when  the  mistake 
was  noted,  but  in  a week’s  time  a tear  oc- 
curred. The  same  patient  is  alive  and  well 
today  after  a thoracoplasty.  A shift  of  the 
mediastinum  occurred  in  one  patient  after 
burning  adhesions  that  were  under  high  ten- 
sion. Dyspnea  and  cyanosis  were  marked 
for  forty-eight  hours,  but  the  picture  clear- 
ed with  no  untoward  results. 


Fig.  13.  — Same  as  Figure  12  showing  Fig.  14. — Cavities  at  1-2-3.  String  adhe-  Fig.  in.-  -Same  as  Figure  14  with  all 
closure  of  cavity.  sion  at  4.  cavities  closed  2 shows  stump  of  adhesion. 
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Fig.  16.  Large  cavity  at  1. 

Fig.  17.  Same  as  Figure  16  with  cavity  close!.  Note  that  edge  of  lung  cannot  be  seen. 
F,‘g.  18.  Multiple  adhesions  at  1 and  3.  Cavity  2.  Mediastinal  shift. 


During  the  two  years’  time,  we  have  at- 
tempted pneumothorax  on  149  cases.  In*  this 
number,  sixty-six,  or  44  per  cent,  gave  a 
complete  collapse;  fifty-five,  or  37  per  cent, 
a partial  collapse ; and  twenty-eight,  or  19 
per  cent,  showed  no  free  space.  Of  the  par- 
tial collapse  cases,  a cauterization  was  done 
on  forty,  or  72  per  cent.  Four  could  not  be 
burned  on  exploration,  leaving  thirty-six  to 
be  studied.  Of  these,  twenty-seven,  or  75 
per  cent,  were  given  a complete  collapse. 
Six  wore  benfited,  but  not  all  adhesions 
could  be  burned.  Two  received  no  benefit, 


and  one,  as  stated,  had  a natural  pneumo- 
thorax with  empyema. 

To  have  converted  75  per  cent  partial  to 
complete  collapse  cases,  seems  to  us  to  speak 
in  no  uncertain  terms  for  a more  general  use 
of  the  method  among  pneumothorax  work- 
ers. 

A detailed  discussion  of  the  surgical  tech- 
nic can  be  read  in  an  article  we  published 
:n  the  Medical  Journal  and  Record  for  Sep- 
tember 17,  1930,  reprints  of  which  will  be 
sent  on  request. 


Fig.  19.  After  first  cauterization.  Still  held  at  1 and  3. 

Fig.  20.  After  2nd  operation.  Still  holds  at  2 and  cavity  sh  owing  at  1. 

Fig.  21.  After  3rd  operation.  Adhesions  burned.  Top  of  lung  at  1.  Cavity  still  shows  at  2. 

Fig.  22.  Complete  closure  after  pneumothorax  refills.  Note  fluid  formation  in  Figures  21  and  22. 
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THE  CRITERIA  WHICH  DETERMINE  A 
SURGEON’S  TREATMENT  OF  THE 
TOXIC  GOITER  PATIENT 
WILLARD  BARTLETT,  M.D.,  F.A.C.S. 

WILLARI)  BARTLETT,  Jr„  M.  D. 

St.  Louis,  Mo. 

(Read  before  the  Fifteenth  Annual  Meeting  of 
the  Medical  and  Surgical  Association  of  the  South- 
west, at  El  Paso,  Texas,  Nov.  6-8,  1930). 

It  is  the  recognition  of  contraindications, 
one  after  another,  to  operation  upon  highly 
toxic  patients  that  has,  1'ttle  by  little,  de- 
creased the  surgical  mortality  to  a figure 
that  would  be  considered  almost  negligible  in 
any  field.  What  this  means  for  us  today  was 
conveyed  in  a remark  of  C.  H.  Mayo,  some 
years  since,  that  his  first  series  of  thyroid- 
ectomies, where  toxicity  was  high,  done 
near  the  beginning  of  this  century,  entailed 
a mortality  of  25  per  cent ; this  from  a high- 
ly gifted  operator.  Think  what  it  must  have 
been  in  other  hands  at  that  same  time. 

The  subject  of  this  paper  suggested  itself 
after  we  had  recently  made  an  analysis  of 
our  last  100  deaths  in  hospital  from  all 
causes.  There  were  thirty-seven  cases  of 
thyrotoxicosis  among  them.  Of  these,  four- 
teen, or  38  per  cent,  died  before  operation. 
This  is  a fairly  good  expression  of  the  ex- 
treme gravity  of  the  situation  in  which 
many  of  our  cases  find  themselves.  I won- 
der whether  so  even  a ratio  exists  between 
non-operative  and  operative  deaths  in  any 
other  disease  amenable  to  surgery.  Certainly 
not  in  our  experience.  It  is  partly  the  ex- 
pression of  the  notorious  inability  of  the 
thyrotoxic  patient  to  appreciate  the  fact  of 
his  sickness  and  partly  due  to  the  confirmed 
habit  of  the  general  practitioner  of  treat- 
ing thyrotoxicosis  indefinitely  as  though  it 
were  a medical  disease.  Of  those  patients 
dying  before  operation  from  whom  a history 
could  be  obtained,  there  had  been  a recog- 
nized goiter  for  from  eight  to  thirty  years 
in  80  per  cent.  Definite  symptoms  of  tox- 
icity had  been  present  for  over  one  year  in 
65  per  cent  of  this  group.  Of  the  patients 
dying  following  operation,  death  occurred  in 
crisis,  in  afebrile  circulatory  failure  and 
from  complications,  in  about  equal  numbers. 
All  of  those  dying  in  thyrotoxic  crisis  had 
been  toxic  for  over  ten  months,  with  one  ex- 
ception, and  were,  with  one  exception,  under 
fifty  years  of  age.  Those  dying  in  afebrile 
circulatory  failure  were,  with  one  exception, 
over  fifty  and  had  had  their  goiters  for  pe- 
riods ranging  from  ten  to  twenty-six  years ; 
only  one,  however,  had  had  toxic  symptoms 
for  more  than  six  months.  The  circulatory 
systems  of  persons  past  middle  life  obvious- 
ly stand  the  added  imposition  of  thyrotoxi- 
cosis poorly. 


Three  classes,  roughly  speaking,  may  be 
said  to  suggest  themselves  for  patients  who 
come  to  a goiter  clinic.  (1)  At  one  extreme 
are  the  ordinary  surgical  risks,  in  fair  health 
as  measured  by  every  standard  and  ready 
for  more  or  less  immediate  operation.  (2) 
The  intermediate  group  for  whom  the  mod- 
em detailed  scheme  of  preparation  is  pro- 
posed is  large;  they  are  the  doubtful  class, 
not  surgical  patients  now,  but  having  defi- 
nite possibilities  of  surgical  cure  within  a 
reasonable  period.  (3)  At  the  other  extreme 
is  a group  most  members  of  which  should 
be  rejected,  or  accepted  with  every  reser- 
vation and  no  prognosis  or  promise  of  any 
sort  made ; here  we  find  congestive  heart 
failure,  serious  rarenchymatous  changes, 
extreme  emaciation,  marked  nervous  and 
mental  imbalance,  and  so  forth.  This  worst 
type  of  toxic  goiter  natient  should  be  ad- 
mitted to  the  hospital  with  the  full  under- 
standing that  nothing  radical  can  safely  be 
attempted  for  several  months,  that  is,  prob- 
ably rot  diming  the  primary  stay.  Repara- 
tive processes  are  time-consuming:  no 
thoughtful  physician  would  recommend  ma- 
jor surgery,  unless  of  emergency  nature — 
which  thyroidectomy  never  is  Hertzler)  — 
until  long  after  an  attack  of  typhoid  fever 
or  pneumonia.  Is  it  then,  during  the  acute 
phase  of  this  disease,  which  makes  no  less 
early  serious  inroads,  logical  or  sensible  to 
impose  a dangerously  heavy  load  until  the 
maximum  of  recovery  has  been  reached?  An 
operation  while  a patient  is  too  toxic  is  the 
more  inexcusable,  particularly  in  view  of  the 
experience  that  the  disease  is  usually  char- 
acterized by  more  or  less  complete  remis- 
sions of  some  months,  during  which  periods 
a thyroidectomy  is  relatively  free  from  dan- 
ger. It  will  be  remembered  in  this  connec- 
tion that  fifty  patients  were  treated  at  Mt. 
Sinai,  some  years  ago,  by  merely  resting 
and  feeding  them,  the  results  for  the  time 
being  uniformly  goad;  all  of  which  has  a 
quite  obvious  bearing  upon  the  period  in- 
dicated for  radical  operation. 

There  is  no  such  thing  as  surgical  treat- 
ment for  the  rehef  of  a toxic  patient  on  the 
down-grade.  This  dictum  has  long  been 
genera'lv  accepted,  as  far  as  thyroidectomy 
is  concerned,  but  I am  sure  that  the  various 
steps  of  the  graded  o aeration  should  be  in- 
cluded as  well.  As  a proof  of  this  state- 
ment, I submit  the  current  belief  that  liga- 
tion carries  a much  higher  mortality  than 
thyroidectomy,  explained  by  its  being  done 
in  the  worst  type  of  patient,  that  is,  when 
nothing  at  all  operative  was  justifed.  To 
go  further.  I have  seen  death  produced  by  a 
hot  water  injection.  All  of  this  in  patients 
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who  may  reasonably  expect  a free  interval, 
if  only  they  wait  long  enough. 

The  medical  adviser  is  crone  to  feel  at 
times  that  the  patient  is  at  a standstill  and 
to  offer  as  an  argument  for  operation  the 
statement  that  “she  will  improve  no  further 
unless  something  is  done.”  Such  reason- 
ing should,  of  course,  carry  no  weight  un- 
less the  patient  be  well  within  safe  limits, 
though  we  have  too  often  heard  it  used  as 
an  alibi  following  an  operative  tragedy.  To 
make  the  matter  worse,  it  must  be  admit- 
ted that  no  one  knows  when  the  toxic  goiter 
patient  may  make  an  unexpected  amount 
of  spontaneous  temporary  improvement. 

NEED  OF  ROUTINE  CRITERIA 

The  mortality  following'  thyroidectomy 
upon  toxic  patients  is  probably  so  great,  if 
all  operators  are  considered,  as  to  warrant 
the  contemplation  and  employment  of  some 
sort  of  routine  memory  check-chart  of  the 
sort  proposed.  The  nearly  100  per  cent  re- 
sults in  the  best-known  goiter  clinics  seem 
to  have  been  achieved  bv  a proper  choice  of 
patients  for  operation.  Surely  they  have  not 
been  a result  of  improvement  in  operative 
procedure  alone;  the  principles  that  gov- 
erned Kocher  in  his  earliest  davs  have  not 
yet  been  discarded.  It  is  difficult  to  discov- 
er from  their  writings  just  the  process  of 
elimination  practiced  by  conspicuously  suc- 
cessful goiter  surgeons  when  dealing  with 
types  of  pat’ents  unsuited  to  operation, 
hence,  I have  taken  pains  at  this  time  to 
crystallize  the  clinical  and,  to  a lesser  ex- 
tent, the  laboratory  data  which  seem  to  rep- 
resent the  minimum  requirements  to  be  met 
by  any  patient  who  is  definitely  safe  as  a 
risk  for  thyroidectomy. 

The  special  criteria  by  which  we  judge  a 
thyroidectomy  to  be  safe  for  the  individual 
toxic  patient  do  not,  probably,  differ  in  any 
essential  from  those  accepted  by  other  sur- 
geons of  wide  experience  in  this  field;  the 
order  of  their  seeming  importance  will,  I 
am  sure,  vary  in  the  different  clinics,  accord- 
ing to  the  experience  of  each,  which  is  as 
might  be  expected.  Visits  to  the  various 
clinics  of  note  reveal  the  fact  that  widely 
separated  sections  of  the  United  States  pre- 
sent patients  of  diverse  types  and  of  quite 
different  degrees  of  severity.  It  is  better  to 
have  any  graphic  check  that  is  followed  sys- 
tematically in  every  instance  than  to  have 
none.  In  this  way  alone  it  is  impossible  to 
overlook  one  or  more  of  the  vital  data,  all  of 
which  must  be  satisfactory  if  a calamity  is 
to  be  surely  avoided.  When  working  without 
some  such  routine  plan,  it  is  an  easy  matter 
to  gain  a sense  of  false  security  from  a sur- 
prising improvement  in  pulse  rate  or  gener- 


al appearance  when  other  vital  data  which 
wou’d  suggest  further  postponement  of  op- 
eration remain  unnoticed  and  the  unexpect- 
ed happens. 

No  check  form  is  needed  for  most  patho- 
logical conditions  since  one  generally  ac- 
cepted contraindication  settles  the  matter  of 
delay  for  maximum  improvement.  No  well- 
informed  surgeon  chooses  for  radical  opera- 
tion the  acutely  jaundiced  gallstone  patient, 
the  pyloric  ulcer  patient  who  has  just  exper- 
ienced a profuse  hemorrhage,  or  a sufferer 
from  acute  prostatic  retention.  Another 
picture  is  presented  by  toxic  goiter;  here 
any  one  of  half  a dozen  different  considera- 
tions mav  vita'lv  affect  the  end  result, 
hence,  the  value  of  a memory  check. 

Almost  every  one  of  our  goiter  tragedies 
in  recent  year’s  ("excepting,  of  course,  an  oc- 
casional operating-room  accident  or  postop- 
erative complication)  seems  easily  explain- 
able when  scrutinized  in  detail  according  to 
the  outline  of  our  present  indication  chart. 
Practically  every  such  patient  was  definite- 
ly substandard  in  one  or  more  particulars 
which  seemed  inconsequential  in  view  of  sat- 
isfactory gain  in  certain  directions.  Hence 
the  value  of  some  memory  check  which 
leaves  little  chance  of  failure  through  an 
operator  being  misled  by  what  may  be  term- 
ed “general  impressions”  of  a patient.  These 
criteria  which  we  employ  and  suggest  for 
the  routine  estimation  of  toxic  goiter  pa- 
tients are:  (1)  heredity,  (2)  age,  (3)  dura- 
tion, (4)  circulation,  (5)  excretion,  (6)  nu- 
trition, (7)  self-control,  (8)  metabolism,  (9) 
“breathing  time.” 

HEREDITY.  Our  clinical  and  laboratory 
examinations  by  which  we  estimate  a pa- 
tient’s condition,  are  manifold.  They  give 
us  a certain  picture  of  more  or  less  damage 
to  heart,  kidneys  or  whatnot,  as  the  case 
may  be.  We  are  too  prone  to  have  our  at- 
tention fastened  on  inverted  T waves  or  hy- 
aline casts,  forgetting  that  any  two  patients 
exhibiting  such  findings  may  have  entirely 
different  futures.  Beyond  all  clinical  data 
that  can  be  assembled,  lies  that  quality  of 
“vitality”  or  “reserve”  which  is  handed 
down  from  forebears  who  for  generations 
have  been  long-lived  or  short-lived,  as  the 
case  may  be.  Some  breeds  are  “hard  to 
kill”  and  live  up  to  that  reputation  in  with- 
standing illness  or  operation ; others,  appar- 
ently quite  as  sound  so  far  as  we  can  meas- 
ure, show  a disconcerting  tendency  to  die 
young,  as  a matter  of  family  tradition, 
c nee  a severe  strain  of  any  sort  is  put  upon 
them.  Let  us  not  narrow  our  vision  of  a pa- 
tient to  such  an  extent  that  these  intangi- 
bles are  excluded. 
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AGE.  The  very  young  (under  18)  and  the 
elderly  (over  50)  are  regarded  as  relatively 
poor  risks  on  the  basis  of  age  alone,  but  for 
different  reasons ; the  young  for  fear  of  re- 
currence, and  the  elderly  for  fear  of  primary 
mortality.  The  situation  of  a child  or  an 
adolescent  who  is  truly  thyrotoxic  is  tragic 
in  its  implications.  One  does  not  like  to  take 
too  much  of  the  gland  at  operation  because 
of  the  physiologic  needs  of  the  developing 
body  and  mind;  one  dares  not  leave  much 
because  of  this  same  demand  that  will  be 
made  on  the  remnant  by  the  metabolism, 
with  risk  of  recurrence.  The  resistance  to 
stress  is  less  during  the  periods  of  change, 
particularly  of  growth,  as  truly  in  the  hu- 
man as  in  unicellu’ar  organisms.  Bearing 
this  in  mind,  one  must  supervise  the  minu- 
tiae of  every-day  life  in  these  youngsters, 
following  operation,  until  maturity  is  reach- 
ed, if  one  have  any  hope  of  as  satisfactory 
results  as  in  adults,  who  are  relatively  in 
a “resting  sfage.”’  Faced  with  a definite 
recurrence,  it  is  imperative  that  reoperation 
be  performed,  since  recovery  otherwise  is 
hopeless  in  the  face  of  the  phvsical  and  emo- 
tional readjustment  to  life  that  is  the  whole 
basis  of  ado’escent  physiology.  The  situa- 
tion, we  have  said,  is  potentially  tragic.  It 
is  not  unlike  that  of  the  diabetic  child. 

We  have  spoken,  elsewhere  in  this  paper, 
of  our  experience  on  thyrotoxicosis  in  those 
past  the  prime.  Even  if  the  disease  is  of 
short  duration,  elderly  people  cannot  be 
long  confined  to  bed  without  serious  impair- 
ment of  vitality ; they  do  not  stand  any  op- 
eration as  well  as  they  would  have  twenty 
years  previously.  Consequently,  we  do  as 
little  at  a time  to  them  as  is  consistent  with 
a reasonably  speedy  recovery. 

DURATION.  Long  duration  makes  the 
vicious  circle  of  thyrotoxicosis  more  diffi- 
cult to  break  and  it  makes  the  breaking  of  it 
unquestionably  more  risky  in  that  the  de- 
generative processes  of  age,  if  the  patient 
is  elderly,  underlie  the  damage  of  thyrotoxi- 
cosis. The  onset  of  toxic  symptoms  in  a goi- 
ter that  has  been  present  for  many  years,  is 
characteristically  insidious.  We  regard  as 
typical  the  patient  who  first  admits  having 
been  nervous  for  only  a few  months  and 
later  recalls  dyspnea  on  nvld  exertion  with 
transient  palpitation  for  ten  years.  Even 
in  the  absence  of  decomnensation,  we  get 
discouraging  electrocardiograms  from  them 
and  occasional  patients  of  this  group  are  apt 
to  die  with  afebrile  circulatory  collapse  if 
approached  incautiously.  In  judging  the 
status  of  middle-aged  patients,  we  pay  little 
attention  to  a h 'story  of  only  short  duration 
of  recognized  thyroid  enlargement.  The 


finding  of  calcium  deposits  in  goiters  whose 
presence  was  known  for  only  a few  months, 
makes  such  histories  of  only  academic  inter- 
est. But  if  the  history  be  carefully  taken, 
duration  of  symp’oms  of  toxicity  is  an  im- 
portant point  as  a guide  to  estimating  what 
preparatory  treatment  is  to  be  expected, 
what  the  operative  risk  is  likely  to  be,  and 
how  long  disability  subsequent  to  operation 
will  continue. 

CIRCULATION.  In  considering  the  condi- 
tion of  the  patient’s  heart  and  circulation  in 
regard  to  choosing  the  time  of  operation, 
we  must  remember  that  every  goiter  patient 
with  hyperthyroidism  has  an  increased  pulse 
rate  and  an  overactive  heart  directly  propor- 
tional to  the  degree  of  hyperthyroidsm.  In 
the  majority  of  instances,  the  heart  itself  is 
normal,  and  its  overactivity  represents  the 
response  of  the  normal  heart  to  the  stimu- 
lus of  hyperthyroidism.  Other  factors  being 
favorable,  we  need  have  no  fear  that  the  pa- 
tient will  die  of  heart  failure.  The  oper- 
ative deaths  are  most  often  due  to  acute  thy- 
rotoxicosis, and,  because  of  the  fact  that  in 
this  state  the  patient’s  heart  rate  becomes 
extremely  rapid,  we  must  not  allow  our- 
selves to  evade  the  responsibility  of  a thy- 
rotoxic death  by  ascribing  the  death  to  heart 
failure. 

There  is  one  cardiac  condition,  however, 
which  is  an  absolute  contraindication  to  op- 
eration, namely,  congestive  heart  failure.  It 
is  not  unusual  for  a goiter  patient  to  go 
along  for  years  with  a relatively  mild  and 
often  unsuspected  hyperthyroidism,  and 
gradually  to  develop  cardiac  decompensa- 
tion. At  times  the  decompensation  may 
come  on  abruptly,  due  either  to  a cycle  ot 
increased  activity  of  the  goiter  or  some  un- 
usual overactivity  of  the  patient.  At  any 
rafe,  we  find  the  patient  with  edema,  which 
may  be  so  extensive  as  to  include  effusions 
of  fluid  into  the  pleural  and  peritoneal 
spaces,  enlargement  of  the  liver  and  con- 
gestion of  the  lungs.  Any  degree  of  cardiac 
decompensation  of  this  sort  necessitates 
postponement  of  any  operation  until  car- 
diac compensation  has  been  restored  by 
prolonged  medical  treatment. 

Auricular  fibrillation  is  so  common  among 
goiter  patients  that  internists  have  come  to 
suspect  hyperthyroidism  in  every  patient 
with  either  transient  or  continuous  auricu- 
lar fibrillation.  The  irregularity  of  the 
heart  is  not  in  itself  a contraindication  to 
operation.  If  there  is  no  congestive  heart 
failure,  the  irregularity  per  se  may  be  disre- 
garded. During  the  period  of  preoperative 
treatment,  as  the  hyperthyroidism  decreas- 
es the  heart  action  often  spontaneously  be- 
comes regular.  It  is  often  advantageous  to 
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give  these  patients  small  closes  of  quindine, 
which  is  particularly  effective,  and  is  also 
apparently  particularly  harmless  in  goiter 
patien's.  It  is  important  that  unless  there 
is  definite  cardiac  decompensation,  digitalis 
should  not  be  used.  Digatalis  seems  to  do 
more  harm  than  gooL  and  we  have  long 
ago  ceased  using  it  as  a routine  preoperative 
treatment.  In  the  cases  with  congestive 
heart  failure,  however,  the  e^act  ooposite  is 
true,  and  large  doses  of  digitalis  are  ex- 
tremely valuable. 

The  systo’ic  blood  pressure  is,  of  course, 
usually  elevated  in  hyperthyroidism,  with 
a decreased  diastolic  pressure  giving  a wide 
pulse  pressure.  A useful  point  in  evaluating 
the  circulatory  condition  is  the  presence 
and  degree  of  shading  of  the  diastolic  pres- 
sure. A large  amount  of  shading  is  indica- 
tive of  poor  and  unstable  vascular  tone,  and 
is  an  unfavorable  finding. 

The  mdse  rate  usually  parallels  the  basal 
metabolism,  and  a constantly  very  rapid 
rate  is,  of  course,  unfavorable.  At  times  we 
find  that  the  sleeping  or  resting  pulse  is 
relatively  dow,  whereas  the  slight  flurry  of 
excitement  caused  by  the  physician’s  visit 
results  in  a marked  increase  of  pulse  rate. 
This  is  more  indicative  of  emotional  insta- 
bility than  of  cardiac  weakness,  but  is, 
nevertheless,  an  unfavorable  point. 

EXCRETION.  The  excretory  systems 
are  of  importance  to  our  estimation  of  the 
patient  in  two  connections.  (1)  Renal  dam- 
age of  clinical  significance  is  rare  in  thyro- 
toxicosis per  se,  except  as  a terminal  event. 
The  kidney  function  of  elderly  patients,  par- 
ticularly of  those  who  have  an  associated 
hypertensive  cardiovascular-renal  syn- 
drome, must  be  carefully  determined  by 
urinalysis,  ability  to  concentrate,  ability  to 
excrete  dye,  such  as  phenolsulphonphtha- 
lein,  and  retention  of  nitrogen  in  the  blood. 
Nitrogen  retention  of  high  degree  is  an  ab- 
solute contraindication  to  operation;  even 
mild  retention  should  be  demonstrated  to  be 
stable  and  not  rising,  by  repeated  examina- 
tions, before  operation  is  considered.  Per- 
sistent nitrogen  retention,  except  that  due 
to  dehydration  or  cardiac  decompensation 
that  can  be  relieved,  indicates  a future  so 
gloomy  because  of  renal  disease  that  thy- 
roidectomy would  not  be  likely  to  increase 
expec'ancy,  and  would,  therefore,  be  unjus- 
tified. In  the  absence  of  nitrogen  retention, 
inability  to  concentrate  the  urine  higher 
than,  say,  1012,  makes  us  careful  to  throw 
as  little  operative  burden  as  possible  on  the 
cardio-renal  apparatus  that  goes  with  it ; in 
such  a case  we  tend  to  divide  the  operation 
into  stages.  It  so  happens  that  we  are  rare- 
ly faced  with  edema  of  “renal”  origin.  It 


constitutes,  of  course,  a complete  contrain- 
dication to  surgery,  not  only  until  it  disap- 
pears, but  for  a sufficient  length  of  time 
thereafter  so  that  satisfactory  renal  func- 
tion can  be  reestablished  and  maintained. 
Active  urinary  tract  infection  must  be 
brought  under  control  to  the  extent  that  the 
patient  is  free  of  urinary  symptoms  before 
operation  is  contemplated.  We  routinely  do 
P.S.P.  determinations  on  patients  past  mid- 
dle life,  regarding  a total  dye  excretion  of 
about  70  per  cent  in  two  hours  after  intra- 
muscular injection  as  satisfactory.  Further 
investigations  are  made  as  routine  urin- 
alysis or  symptoms  warrant.  (2)  General- 
ized glandular  overactivity  is,  of  course, 
characteristic  of  acute  thyrotoxicosis.  We 
do  not  regard  the  patient  who  is  sweating 
profusely  or  is  having  diarrhea  as  ready 
fo1’  even  the  shortest  operative  procedure. 
The  onset  of  bronchorrhea  is  a sign  of  im- 
pending dissolution.  Patients  dying  in 
acute  thyroid  crisis  seem  almost  to  drown 
in  their  own  bronchial  secretions.  We  rarely 
have  occasion  to  investigate  liver  function  in 
determining  operative  risk  in  goiter.  Dam- 
age to  all  parenchymatous  organs  is  describ- 
ed as  occurring  in  crisis.  Except  in  connec- 
tion with  coexisting  biliary  or  hepatic  dis- 
ease, the  estimation  of  the  function  of  the 
liver,  whose  reserve  is  second  only,  per- 
haps, to  that  of  the  myocardium,  concerns 
us  little. 

NUTRITION.  The  nutritional  state  on 
entrance  affords  us  a means  of  estimating 
roughly  how  extensive  an  operation  the 
pa+ient  will  be  able  to  stand.  The  emaciated, 
severely  depleted  subject  can  rarely  be  put 
in  shape  for  more  than  ligations ; the  patient 
who  hah  lost,  say,  not  oveir  10  per  cent  of  his 
body  weight  can  usually  be  prepared  for  sub- 
total thyroidectomy.  In  the  intermediate 
group,  it  is  important  to  know  whether  the 
ratient  is  regaining  lost  weight  or  is  still  los- 
ing at  the  time  of  entrance  to  the  hospital. 
This  indicates  whether  or  not  the  patient  is 
going  toward  or  away  from  a natural  remis- 
sion. Changes  in  weight  on  bed-rest  and 
treatment  are  not  so  important.  In  our  ex- 
perience almost  all  goiter  patients  lose 
weight  during  their  hospital  stay,  for  prepar- 
atory treatment  does  not  induce  complete, 
but  on’y  parfia1,  remission.  Though  we  have 
not  investigated  the  point  particularly,  it 
seems  likbly  that  only  patients  who  are 
gaining  (weight  previous  to  entrance  wifd 
contmue  to  do  so  in  the  hospital.  The  rate 
of  loss,  however,  must  decrease  on  treat- 
ment, for  continuing  rapid  loss  of  weight  is 
an  absolute  contraindication  to  surgery. 

SELF-CONTROL.  This  is  a factor  which 
defies  definition ; our  evaluation  of  it  is, 
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therefore,  vague.  The  stimulation  of  mark- 
ed thyrotoxicosis  is  unmistabable.  When  put 
to  bed,  patients  cannot  at  first  relax.  The 
earliest  sign  of  benefit  from  preoperative 
treatment  is  the  disappearance  of  restless- 
ness, constant  change  of  position,  unpremed- 
itated motions  of  the  hands  and  feet.  The 
speech  of  such  patients  begins  to  slow 
down.  Their  thoughts,  apparently,  become 
more  reasonable  and  they  show  a disposition 
to  recognize  the  situation  and  cooperate  in 
getting  themselves  ready  for  operation.  We 
distrust  as  an  operative  risk  the  patient 
who  cannot  relax,  who  continues  to  talk 
about  the  necessity  for  hurrying  the  day  of 
operation,  who  talks  from  day  to  day  of  get- 
ting up  and  going  home.  We  rarely  have  to 
worry  about  the  patient  who  will  let  us  do 
the  worrying.  Finally,  the  patient  who,  aft- 
er the  usual  preooerative  sedatives,  comes 
to  the  operative  table  in  an  unmanageable 
condition,  is  promptly  sent  back  to  bed.  It 
was  long  ago  learned  that  this  patient  can- 
not be  properly  anesthetized  and  that  to  pro- 
ceed with  operation  at  that  time  invites  al- 
most certain  disaster.  Such  a patient  should 
be  ligated  eventually  and  sent  home  for  a 
few  months. 

METABOLISM.  The  metabolic  rate,  as  a 
guide  to  how  much  operating  may  be  done 
at  once,  is,  we  often  think,  really  the  least 
useful  of  the  criteria  by  which  we  judge  the 
risk.  We  find  ourselves  doing  subtotal  thy- 
roidectomy on  a patient  whose  B.M.R.  was 
plus  55  on  the  preceding  day,  with  little  sub- 
sequent reaction,  then  doing  ligations  on 
another  patient  whose  rate  is  even  lower.  A 
series  of  metabolism  determinations  throws 
light  on  the  course  of  the  toxicity,  but  adds 
to  the  patient’s  expense.  Our  routine  is  to 
do  the  determination  only  at  entrance  as 
part  of  our  estimation  of  the  patient’s  orig- 
inal status  toward  which  we  can  expect  a 
reversion  immediately  following  operation. 
The  metabolic  rate  is  distinctly  useful  to  us, 
of  course,  in  differentiation  of  cases  of  anx- 
iety states  and  mild  hyperthyroidism  and  in 
the  treatment  of  hypothyroidism. 

“BREATHING  TIME.’’  The  final  criter- 
ion for  operability  to  which  we  turn,  is  the 
ability  of  the  patient  to  hold  his  breath.  The 
dura' ion  of  voluntary  apnea  after  both  deep 
inspiration  and  deep  expiration  and  the  ra- 
tio between  them,  determines  what  we  re- 
fer to  as  the  “breathing  time;”  this  is  ex- 
pressed as  a fraction  in  which  the  numerator 
represents  the  duration  in  seconds  of  vo1- 
untary  annea  after  deep  inspiration,  the  de- 
nominator giving  the  corresponding  value 
after  deep  expiration.  The  normal  ratio  be- 
tween the  two  figures  is  approximately  two 
to  one,  the  duration  in  seconds  varying  nor- 


mally with  age,  sex,  and  athletic  training  es- 
pecially. This  observation  was  made  at  five 
intervals  during  the  preoperative  care  of  a 
series  of  cases  and  a correlation  found  to  ex- 
ist between  the  “breathing  time”  and  the 
other  phenomena  whereby  we  estimate  the 
progress  in  thyrotoxicosis.  A preliminary 
report  of  the  findings  was  made  by  the  iu- 
nior  author  before  the  American  Association 
for  the  Study  of  Goiter  at  this  year’s  meet- 
ing. Briefly,  our  study  to  date  indicates 
that  the  breathing  time,  expressed,  as  stat- 
ed, in  the  form  of  a fraction,  varies  charac- 
teristically with  the  progress  of  the  disease ; 
its  two  factors  show  a differential  response 
to  particular  phases  in  the  patient’s  disease. 
Changes  in  the  numerator  closely  parallel 
changes  in  pulse  rate  and  blood  pressure  and 
the  numerator,  therefore,  seems  to  be  an 
expression  primarily  of  the  condition  of  the 
eardio-vascular  system,  including,  probably, 
the  alkali  reserve ; the  denominator,  on  the 
contrary,  varies  directly  with  the  general 
level  of  metabolism.  One  must  bear  this 
differential  response  of  the  factors  in  mind 
in  interpreting  one’s  findings,  also  the  fact 
that  as  improvement  occurs  the  ratio  ap- 
proaches the  normal,  2:1,  whether  the  first 
ratio  determined  be  1:1  or  4:1.  The  charac- 
teristic ratio  is  1:1  in  acute,  untreated  hy- 
perthyroidism in  persons  other  than  trained 
athletes  or  those  doing  much  manual  labor. 
We  know  so  little  yet  of  the  exact  physiolog- 
ical explanation  of  these  observations  that 
we  offer  our  present  working  rules  in  inter- 
preting them  as  only  tentative.  Moreover, 
one  must  be  able  to  estimate  roughly  what 
the  duration  of  voluntary  apnea  in  health 
for  the  individual  patient  must  have  been : 
this  comes  only  after  experience  with  the 
test  on  many  toxic  and  non-toxic  patients. 
When  the  anticipated  limit  of  improvement 
on  preparatory  treatment  has  been  reached, 
it  is  our  tendency  to  work  cautiously,  that 
is,  to  do  ligations  or  lobectomy,  if  the  ratio 
be  not  yet  nearly  2:1,  but  if  it  is  approxi- 
mately 2:1,  we  are  more  apt  to  do  subtotal 
operation.  On  the  consideration  of  concrete 
cases  we  can  be  much  more  definite  than 
this,  but  it  is  equally  impossible  to  general- 
ize on  the  application  of  any  other  clinical 
test. 

Since  the  “breathing  time”  gives  us  the 
information  combined  in  pulse  rate,  blood 
pressure,  and  metabolic  rate,  we  find  it  in- 
valuab’e  and  place  more  reliance  on  it,  cer- 
tainly, than  on  any  one  of  them. 

Before  passing  on  from  a consideration  of 
these  nine  criteria,  we  must  urge  that  it 
seems  to  us  wholly  logical  to  establish  sur- 
gical indications  when  the  patient  is  first 
seen  if  all  operative  risk  is  to  be  avoided ; 
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especially  is  this  true  of  an  elderly  individ- 
ual and  of  one  who  has  been  long  sick.  A 
rapid  apparent  improvement  during  artifi- 
cial existence  in  hospital,  may  deceive  one 
as  to  real  conditions,  hence  it  should  not  be 
the  only  criterion.  Here  is  an  example. 
Miss  F.,  53  years  old,  died  Ju’y  13,  1930, 
some  fifteen  hours  after  operation,  of  acute 
heart  exhaustion,  having  apparently  borne 
thyroidectomy  perfectly  after  satisfactory 
preparation  of  three  weeks;  she  had  seemed 
a complete  wreck  when  she  entered  the  hos- 
pital with  a history  of  twenty-five  years  of 
semi-invalidism. 

TECHNICAL  CONSIDERATIONS 

It  should  always  be  borne  in  mind  in  ev- 
ery type  of  thyroid  operation,  that  practic- 
ally no  dependence  is  to  be  placed  on  the 
positive  appearance  of  good  condition  on  the 
operative  table.  The  surgeon  who  considers 
this  one  of  his  reliable  criteria  and  aims  to 
go  as  far  as  the  doubtful  patient’s  condition 
permits,  is  sure  to  lose  some  patients  within 
twenty-four  hours,  from  circulatory  failure, 
thyrotoxicosis,  or  respiratory  failure.  The 
explanation  is  that  the  resulting  breakdown 
first  comes  entirely  without  warning  several 
hours  after  too  much  operating  on  a patient 
whose  maximum  limit  of  toleration  should 
have  been  established  preoperatively.  On 
the  other  hand,  there  is  great  value  of  a 
negative  sort  to  the  warning  that  a patient 
is  failing  on  the  table.  When  this  appears, 
pack  gauze  about  clamps  and  cease  at  any 
stage. 

The  graded  operation  is  much  more  com- 
mon in  our  own  experience  than  one  would 
expect  it  to  be  after  learning  from  Pember- 
ton that  it  is  most  unusual  at  the  Mayo 
Clinic.  The  contrast  is  more  apparent  than 
real,  explained,  I think,  by  the  fact  that  we 
work  in  a large  city  while  much  of  their 
work  comes  from  very  distant  localities. 
Consider  that  the  neglected  patient,  if  any, 
requires  the  graded  operation,  that  he  is  not 
likely  to  be  well  informed  on  distant  clinics, 
that  he  may  not  be  well  enough  to  endure  a 
long  journey,  and  that  he  is  likely  to  re- 
main at  home  for  lack  of  funds;  then  one 
may  have  a partial  explanation,  at  least,  of 
this  problem. 

We  have  published  elsewhere  (mono- 
graph), in  considerable  detail  and  with  nu- 
merous illustrations,  the  technic  of  various 
thyroid  opera  ions  as  employed  in  our  ser- 
vice. No  more  than  passing  reference  will 
be  made  to  the  matter  here,  though  it  must 
come  to  mind  in  this  connection,  because 
some  of  the  patients  who  urgently  need  sur- 
gery are  wholly  unsuited  to  the  demands 
made  by  the  complete  bilateral  resection 


(the  ideal  operation).  In  all  instances  the 
type  of  operation  must  be  chosen  to  meet 
individual  requirements. 

The  surgeon’s  aim  and  endeavor  will  be, 
of  course,  the  bilateral  subtotal  resection  of 
the  gland;  in  other  words,  one  operation, 
one  hospital  stay — a procedure  which  is 
compatible  with  safety  in  most  instances. 
There  are,  however,  a number  of  patients 
who  require  an  unreasonably  long  period  of 
preparation  before  the  ideal  operation  can 
safely  be  carried  out;  just  here  the  multi- 
ple-stage procedure  is  uied  in  our  clinic.  We 
do  more,  perhaps,  than  economize  time  in 
some  instances.  We  may  thus  broaden  the 
field  of  surgery  by  finally  getting  out  all 
desired  thyroid  tissue  on  the  patient  who 
could  never  have  borne  the  ideal  operation 
at  one  stage. 

We  find  three  graded  procedures  most 
useful:  (1)  ligation,  (2)  preliminary  flap- 
cutting, (3)  lobectomy  through  a lateral  in- 
cision. (1)  Ligation  of  the  upper  pole,  in- 
cluding vessels,  lymphatics  and  secretory 
nerves,  is  a standardized  procedure  which 
requires  no  discussion  here.  We  reserve  it 
for  the  patient  who  is  improving  so  slowly 
that  no  radical  surgery  is  in  sight  during 
a hospital  stay  of  reasonable  length.  (2)  We 
do  “preliminary  flap-cutting”  one  week  be- 
fore bilateral  resection  on  the  patient  whose 
improvement  rate  indicates  that  removal  of 
the  whole  gland  will  be  barely  possible  pro- 
vided there  be  no  mishap  at  operation  or 
afterward ; on  such  a patient  we  can  do  al- 
most half  the  work  in  advance  by  exposing 
the  gland,  doing  all  the  superficial  ligating, 
then  tightly  closing  the  wound.  A week 
later  the  gland  can  be  exposed  without  ap- 
plying a clamp,  resected,  and  the  partial 
closure  of  dry  flaps  made  with  a far  slighter 
drain  on  the  patient’s  slender  reserve  than 
would  otherwise  have  been  the  case.  (3)  We 
remove  one  lobe  only  from  the  individual 
who  seems  too  good  for  ligation  but  who 
definitely  does  not  measure  up  to  the  mini- 
mum standard  we  have  set  for  bilateral  re- 
section. Approach  to  the  single  lobe  is  made 
through  an  oblique  lateral  incision  which 
splits  the  sterno-mastoid  longitudinally.  The 
lobectomy  is  simplified  and  time  saved  on  a 
man  whose  collar  will  cover  the  scar,  also  on 
a woman  whose  age  or  degree  of  disability 
renders  a visible  scar  comparatively  unim- 
portant, in  her  own  eyes  at  least. 

One  might  expect  the  mortality  follow- 
ing the  removal  of  a second  thyroid  lobe 
during  one  hospital  stay  to  be  practically 
nil,  on  the  theory  that  we  prove  the  patient’s 
resistance  by  the  first  successful  attempt. 
However,  we  greatly  deplete  the  patient  at 
the  first  sitting,  hence  must  be  very  certain 
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that  sufficient  strength  has  been  restored 
before  Ihe  second  lobectomy,  else  the  mor- 
tality attending  the  second  stage  may  be 
greater  than  that  incident  to  the  first,  il- 
logical as  they  may  seem  on  first  thought. 
We  therefore  send  her  home  for  several 
weeks’  recovery  before  invading  the  oppo- 
site side,  if  this  be  at  all  feasible.  No  time 
interval  can  be  suggested  to  fit  all  cases ; it 
must  be  a matter  of  condition  with  each  in- 
dividual and  should  be  measured  by  the 
ability  to  be  up  while  weight,  strength,  ap- 
petite, pulse  and  self-control  are  improving. 

There  are,  in  addition,  toxic  thyroid  pa- 
tients in  whom  special  invalidism  indica- 
tions present  themselves.  It  is,  I suppose, 
fairly  well  known  that  a clinical  diagnosis 
of  thyroid  malignancy  absolutely  precludes 
surgical  treatment;  not  only  is  an  operating 
room  tragedy  well  within  the  possibilities, 
but  it  should  be  fully  understood,  in  addi- 
tion, that  the  patient  thus  affected  has  been 
benefited  for  a considerable  period  only  af- 
ter the  accidental  finding  of  a malignant 
area  in  the  thyroid  specimen  that  has  been 
removed. 

As  an  example  of  the  occasional  special 
technical  considerations  which  'arise  now 
and  then,  we  are  insisting  that  a thyroidec- 
tomy for  recurrence  should  be  done  in  two 
steps.  These  patients  are  older  and  present 
greater  risks  than  at  time  of  original  opera- 
tion. Adhesions  increase  the  risk  of  acci- 
dental injury  to  trachea,  great  veins,  para- 
thyroids and  particularly  to  motor  nerve 
supply  of  larynx.  Unilateral  abducens 
palsy  is  ordinarly  well  borne,  but  a double 
lesion  is  often  fatal.  If  second  lobectomy 
causes  it  after  palsy  has  subsided  on  the 
first  side,  no  great  harm  is  done. 

Our  criteria  of  operability  multiply  when 
we  are  frequently  faced  with  two  or  more 
surgical  lesions  of  which  one  is  goiter.  In 
what  order  shall  they  be  dealt  with?  Thy- 
roidectomy should  be  done  first  (a)  if  the 
patient  is  highly  thyrotoxic,  (b)  if  inhala- 
tion anesthesia  will  be  required  for  the  oth- 
er operation,  (c)  if  the  goiter  is  the  lesion 
that  seems  overwhelmingly  the  more  im- 
portant to  the  patient.  One  should  not  risk 
the  stress  of  an  abdominal  hysterectomy  for 
relatively  asymptomatic  fibroids  in  a thyro- 
toxic patient  who  has  lost  a third  of  her 
body  weight,  until  after  thyroidectomy  has 
been  done  and  the  patient  has  had  a year 
to  regain  her  weight,  strength,  and  cardio- 
tially  substernal  goiter,  in  which  unsightli- 
vascular  stability.  In  the  case  of  large  par- 
ness  or  pressure  symptoms  greatly  annoy 
the  patient,  thyroidectomy  should  precede, 
say,  hemorrhoidectomy  or  perineorrhaphy. 

The  operation  other  than  thyroidectomy 


should  be  done  first  (a)  if  for  a malignant 
lesion,  (b)  to  eradicate  a source  of  infection 
(other  than  in  the  tonsils),  (c)  if  it  entails 
the  longer  hospital  stay.  But  treatment  and 
rest  sufficient  to  bring  the  thyrotoxicosis 
within  control  must  be  instituted  before  any 
operation  is  done.  Thus,  at  the  time  of 
writing,  we  have  a 62-year-old  woman  in 
the  hospital  who  entered  with  a carcinoma 
of  the  breast,  a toxic  goiter  of  which  she 
was  unaware,  (B.M.R.  puls  41),  and  chronic 
nephritis  of  moderate  degree.  She  was  put 
on  preparatory  treatment  for  a week,  then 
simple  amputation  of  the  breast  was  done, 
since  x-ray  of  the  chest  disclosed  pleural 
exudate,  presumably  from  metastasis.  Her 
expectancy  is  so  short  that  her  thyrotoxico- 
sis can  be  fairly  well  controlled  by  partial 
limitation  of  activity  with  occasional  com- 
plete bed  rest,  x-ray  and  iodine.  Had  she  not 
had  evidence  of  metastasis,  we  should  have 
done  radical  amputation  and  thyroidectomy 
later.  If  a patient  has  a non-toxic  of  mild- 
ly toxic  goiter,  he  will  be  confined  to  bed 
only  a few  days  after  thyroidectomy.  If,  in 
addition,  he  needs  cholecystectomy,  which 
will  keep  him  in  bed  for  ten  days  to  two 
weeks,  we  do  cholecystectomy  first  and  do 
the  thyroidectomy  eight  or  nine  days  later, 
so  that  the  total  disability  is  still  only  two 
weeks,  whereas  it  would  be  nearer  three 
weeks  if  thyroidectomy  were  done  first.  We 
sentence  the  patient  to  bed  on  two  counts, 
so  to  speak,  but  make  the  sentences  run  con- 
currently. 

SUMMARY 

The  charm  which  uncertainty  holds  for 
the  born  gambler  can  well  be  understood  by 
the  surgeon  who  at  times  finds  it  difficult 
but  alluring  to  determine  the  weight  of  evi- 
dence for  or  against  operation  on  a patient 
who  has  been  extremely  toxic.  Success  or 
failure  in  this  field  is  largely  a matter  of 
contraindications  and  utterly  impossible  un- 
less they  be  recognized.  There  are,  of  course, 
other  important  phases  of  this  work:  the 
diagnosis,  but  it  is  not  difficult  in  the  se- 
vere case ; the  preparation,  which  has  been 
greatly  facilitated  by  Plummer’s  advocacy 
of  Lugol’s  solution;  the  operation,  a mere 
matter  of  technical  ability,  organization  and 
experience ; the  aftercare,  which  dwindles 
in  importance  provided  the  patient  has  been 
correctly  chosen  and  the  operation  well  con- 
ducted. But  the  keystone  of  this  arch  is  the 
“contraindications.”  They  are  established 
by  deductive  reasoning  of  the  highest  type 
and  it  is  hoped  that  a study  of  all  patients 
according  to  the  routine  we  are  proposing 
may  go  far  toward  taking  the  element  of  un- 
certainty out  of  our  results. 

We  may  well  add,  in  closing,  that  the  mor- 
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tality  during  a period  of  financial  stringency 
(1930)  is  sure  to  be  higher  than  in  normal 
business  years.  Not  only  does  the  pinch  of 
poverty  added  to  the  other  stresses  of  the 
disease  render  the  toxic  patient  a poorer 
risk,  but  the  moderately  sick  indicidual  who 
can  for  a time  postpone  surgical  treatment, 
does  so  to  the  point  of  complete  incapacity ; 
as  a result  we  now  see  relatively  few  of  the 
patients  who  usually  enable  us  to  keep  down 
the  low  mortality  possible  in  this  sort  of 
surgery. 


CESARIAN  SECTION  IN  THE  GOOD 
SAMARITAN  HOSPITAL  DURING  1930 
F.  C.  JORDAN,  M.  D. 

Phoenix,  Ariz.. 

(Analytical  report  made  by  Obstetrical  Com- 
mittee, at  Staff  Meeting  of  Good  Samaritan  Hos- 
pital, Phoenix,  Ariz.,  for  December,  1930). 

ABSTRACT  OF  CASES 

Case  1.  (9579)  Age  29,  para  II:  first  labor  at  age 
of  20;  hard  labor  but  normal  delivery.  Physical  find- 
ings normal,  blood  pressure  124/90,  entered  hospital 
for  cesarian  section.  Past  term,  membranes  not  rup- 
tured. Kept  in  hospital  one  day  for  observation. 
Cesarian  section  performed.  Mother  and  babe  both 
in  good  condition.  Indications  on  the  chart  were  flat 
pelvis  and  malpresentation.  Position  of  baby  was 
not  given,  neither  were  there  any  x-ray  or  pelvic 
measurements  charted.  Baby  weighed  8 lbs. 

Case  2 (8722)  Age  20,  primipara;  labor  began 
2:30  a.  m.  at  15-20  minute  intervals.  Entered  the 
hospital  at  7:40  a.  m.  Vaginal  examination  made 
at  8:15  a.  m.  No  dilatation.  One  oz.  magnesium  sul- 
phate given.  Pains  increased  to  4-5  minutes  inter- 
vals and  lasted  40  seconds.  1:30  p.  m.,  rectal  exam- 
ination showed  head  low,  little  if  any  dilatation. 
Patient  now  complained  of  a severe  and  almost  con- 
tinuous pain  in  right  side.  Blood  pressure  130/80, 
white  count  19,100.  5:30  p.  m.  rectal  examination, 
no  dilatation.  Prepared  for  surgery.  Cesarian  sec- 
tion. Appendix  also  removed.  Pathologist  reported 
appendix  lumen  distended,  mucosa  atrophied,  chronic 
appendicitis.  Mother  and  babe  left  the  hospital  in 
11  days  in  good  condition.  Indications  were  dysto- 
chia.  No  pelvic  measurements  or  x-ray  pictures  of 
pelvis. 

Case  3 (9714).  Age  24,  primapara,  admitted  10 
n.  m.  for  cesarian  section.  No  pains,  no  discharge. 
B.  P.  110/70.  11  p.  m.  2 oz.  castor  oil  given. 

2:25  a.  m.  patient  states  membranes  ruptured.  Pains 
every  4 minutes,  sharp  but  of  short  duration.  Bloody 
discharge.  Rectal  examination  at  4 a.  m.,  one  finger 
dilatation,  head  low,  pains  at  6 minute  intervals. 

7 a.  m.  to  surgery  for  cesarian  section.  Baby 
had  a large  meningocele  at  base  of  skull  size  of  an 
egg.  Both  mother  and  babe  left  the  hospital  on 
the  second  day,  apparently  in  good  condition.  Indi- 
cations were  flat  pelvis,  overdue,  malpresentation. 
No  pelvic  measurements  or  x-ray  pictures. 

Case  4 (9131).  Age  29,  para  II,  first  child  11 
years  old;  a difficult  prolonged  labor;  instrumental 
delivery;  birth  weight  not  given.  Jan.  23d  an  ir- 
regular firm  mass  extending  two  inches  above  um- 
bilicus, cervix  high  in  vagina;  mass  did  not  fluctu- 
ate but  was  quite  tender.  March  22d,  tumor  seemed 
much  softer  and  larger.  Pat'ent  was  pregnant,  had 
felt  motion  since  March  5th.  June  2d,  cervix  small, 
about  level  of  upper  border  of  pubis.  General  im- 
pression of  a tumor  mass  in  left  pelvic  region.  X- 
ray  report,  fetus  in  upper  abdomen,  head  under  cos- 
tal arch,  breech  down.  The  fetus  is  abnormally  high 


in  abdomen,  and  lateral  view  which  shows  the  con- 
tour of  the  fetus  confirms  the  diagnosis  of  some  tu- 
mor mass  in  the  pelvis.  Physicians  agreed  to  a pos- 
sible tumor  and  cesarian  section  was  advised.  She 
went  into  labor  July  21st.  Under  ethylene  anes- 
thesia, the  abdomen  was  opened,  a large  thin  walled 
ovarian  cyst  was  delivered.  It  ruptured  and  con- 
tained a thin  limpid  straw-colored  fluid.  This  was 
clamped  off  and  the  uterus  opened.  A 6V2  lb.  female 
child  was  delivered..  Lower  in  the  pelvis  there  was 
a large  thin  wall  cyst  which  also  ruptured,  show- 
ing the  typical  contents  of  a dermoid.  A cigarette 
drain  was  inserted  to  the  bottom  of  the  pelvis,  and 
abdomen  closed  in  the  usual  manner.  She  returned 
to  bed  in  fair  condition.  She  had  a continued  fever 
following  the  operation.  The  urine  became  scant. 
Uremia  developed.  She  died  on  the  7th  postopera- 
tive day.  E'aby  was  in  good  condition.  Indications, 
pelvic  tumor,  previous  difficult  labor. 

Case  5 (8731)  Para  III,  age  43;  first  two  labors 
normal.  Entered  hospital  7:50  a.  m.  Had  a convul- 
sion pi-evious  to  admittance.  B.  P.  180/100.  Given  2 
ampules  mag.  sulph.  50  per  cent.  Intravenous  nor- 
mal saline  100  cc.  Mag.  sulphate  4 cc.  50  per  cent 
solution.  100  cc.  of  5(V  per  cent  glucose.  8:50  blood 
pressure  170/95,  pulse  80  to  86.  To  surgery  at  10:30 
a.  m.  for  cesarian.  Left  hospital  on  9th  day.  Both 
mother  and  babe  in  good  condition.  Indications; 
eclampsia. 

Case  6 (9191).  Age  24;  primapara;  had  recently 
been  in  sanitarium  in  California  with  following  re- 
port: Physical  findings  on  admission,  fine  moist 
rales  in  both  apices.  There  was  no  moisture  heard 
at  time  of  discharge.  Sputum  consistently  negative. 
Temperautre  range  for  month  previous  to  discharge 
98.2  to  99.  X-ray  interpretation;  increased  promi- 
nence of  both  hili.  Shadows  with  dense  opacities. 
There  is  an  infiltrat:on  in  upper  left  as  low  as  2d 
rib  somewhat  mature,  but  activity  cannot  be  exclud- 
ed from  film.  There  is  more  diffuse  infiltration  in 
right  upper  as  low  as  3d  rib  also  mature. 

Cesarian  section  was  done.  Mother  developed 
marked  mental  symptoms  which  persisted  while  she 
was  in  the  hospital.  Baby  did  well.  Indications  tu- 
berculosis, contracted  pelvis.  No  pelvic  measure- 
ments or  x-i‘ay  pictures  of  pelvis. 

Case  7 (9723).  Age  24,  para  II;  first  baby  age 
4,  weight  9V2  lbs.,  hard  labor,  low  forceps.  She  was 
in  labor  53  hours — head  still  high,  cervix  thick.  Con- 
sultant advised  cesarian.  Mother  and  child  left  hos- 
pital on  10th  day  in  good  condition.  Indications; 
hard  labor  for  many  hours;  head  high,  thick  cervix. 

Case  8 (9273).  Age  24,  primapara.  Entered  hos- 
pital Aug.  18.  left  next  day.  Pains  ineffectual.  Re- 
entered Aug.  21,  3:00  a.  m..  pains  every  01  minutes 
lasting  60  seconds.  Vaginal  examination  at  8 a.  m., 
no  report  recorded.  Severe  pains  every  2-3  minutes. 
Cesarian  section  at  l:15i  p.  m.  Consultation  agreed 
to  cesarian  section.  No  pelvic  measurements  nor 
x-rav.  Indications  given  as  dystocia,  contracted 
pelvis. 

Case  9 (9870)  Age  18,  primipara.  Hyperemesis 
gravidarum.  First  admission  treated  for  hypereme- 
sis and  hypertension.  Second  admission  treated 
with  glucose  intravenously  without  decrease  in  vom- 
iting. X-ray  of  pelvis,  moderate  justo-minor  pelvis. 
Head  partly  rotated  and  flexed  in  O.  D.  P.  An- 
teiior  posterior  measurements  between  sacimm  and 
symphysis  shown  in  lateral  view,  seems  to  be  rath- 
er short  for  the  size  of  head.  Cesarian  section. 
Mother  and  babe  did  nicely.  Indications  fulminat- 
ing toxemia  of  hepatic  type. 

Case  10  (9848)  Age  24,  primipara.  Entered  the 
hospital  for  cesarian  section.  Blood  was  typed  and 
urine  examinations  made.  Blood  pressure  and  urine 
were  normal.  No  x-ray  or  pelvic  measurements  giv- 
en. Indications,  small  pelvis  and  fibroid  of  the 
uterus.  Both  mother  and  babe  in  good  condition. 
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Case  11  (9819)  Age  34,  para  7.  Admitted  in 

wheel  chair  complaining:  of  excruciating’  pain  in  ab- 
domen. Uterus  firmly  contracted.  No  fetal  heart 
tones  heard  altho  they  were  strong  the  day  before. 
The  patient  soon  was  in  shock,  pulseless,  consider- 
able hemorrhage  from  the  vagina.  Cesarian  section 
was  immediately  done.  Transfusion  done  in  oper- 
ating room.  Patient  still  in  hospital.  Baby  did  not 
breathe,  heart  tones  absent,  about  3 oz.  of  bloody- 
fluid  escaped  noise  and  mouth  of  infant.  Indica- 
tions, abruptio  placenta. 

Case  12  (9840).  Tiny  female  about  4 ft.  8 in. 
high,  age  24,  para  II.  Previous  cesarian  section. 
Pelvis  extremely  narrow  and  contracted.  B'aby 
weight  5 lb.  9 oz.  Indications,  contracted  pelvis  and 
chronic  spondylitis.  No  x-ray  or  pelvic  measure- 
ments given. 

Case  13  (9001).  Very  tiny  female,  age  17,  primi- 
para.  Entered  hospital  1:45  a.  m.  Pains  114-3  min- 
utes. Vaginal  examination  at  3 a.  m.  2 finger  dila- 
tation. 4 a.  m.  cesarian.  Baby  weighed  7 lb.  8 oz. 
Mother  and  babe  in  good  condition.  No  x-ray  or 
pelvic  measurements.  Indications,  contracted  pel- 
vis. 

Case  14  (8565).  Age  40,  primipara.  Cesarian 
section,  term  pregnancy.  Baby  weighed  7 lb.  11  oz. 
Indications,  arrested  tuberculosis  and  contracted 
pelvis.  No  pelvic  measurements  or  x-ray  pictures  of 
pelvis.  Mother  and  babe,  in  good  condition. 

Case  15  (8733)  Age  23,  para  II,  first  child  diffi- 
cult labor  with  dead  child.  Cesarian  section;  babe 
weighed  8 lb.  1514  oz.  There  were  no  pelvic  meas- 
urements or  x-ray  reports.  Indications,  flat  pelvis 
and  deformed  anterior  placed  coccyx.  Previous  dif- 
ficult labor  with  dead  child. 

Case  16  (8185)  Age  43,  para  II;  previous  cesa- 
rian for  eclampsia.  Cesarian  section,  mother  and 
child,  in  good  condition.  Indications,  previous  cesa- 
rian, contracted  pelvis.  Pelvic  measurements  were 
recorded.  Baby  weighed  7 lb.  3%  oz. 

Case  17  (9089).  Age  32,  para  V,  children  ages 
14,  13,  12,  5.  All  previous  pregnancies  normal. 
Average  birth  weight  about  9 lb.  This  patient  was 
about  7 months  pregnant.  Blood  pressure  and  urine 
normal.  Baby  weighed  2 lb.  15  oz.  Lived  two  days. 
Indications;  fractured  pelvis.  There  was  no  his- 
tory of  when  the  pelvis  was  fractured  and  no  x-ray 
pictures  of  the  pelvis  showing  any  deformity  or  cal- 
lus formation,  which  might  have  caused  a difficult 
labor. 

Case  18  (7966).  Age  29,  primipara.  In  labor  24 
hours,  no  progress.  Rectal  and  vaginal  examina- 
tions report  head  high.  Cesarian  section  was  done. 
Mother  and  babe  in  good  conditioon.  Baby  weighed 
7 lb.  7 oz.  No  pelvic  measurements  or  x-ray  pic- 
tures of  pelvis.  Indications,  pelvic  outlet  too  small 
for  delivery  of  child’s  head.  No  progress  in  24  hours 
labor. 

Indications  for  Cesarian  section: 


Contracted  pelvis  4 

Flat  pelvis  3 

Dystocia  3 

Appendicitis,  dystocia  1 

Eclampsia  1 

Fractured  pelvis  1 

Abruptia  placenta  1 

Small  pelvis,  fibroids  1 


Deformed  and  contracted  pelvis  1 
COMMENT 

One  physician  had  eight  cases,  one  had 
five  cases,  five  had  one  case  each.  One  moth- 
er died  of  uremia.  Two  babies  died,  one  of 
prematurely  and  one  following  abruptio 
placenta.  Pelvic  measurements  are  record- 
ed in  two  cases  only ; x-ray  examinations  are 


recorded  in  four  cases.  Twelve  cases  had 
neither  pelvic  measurements  nor  x-ray  ex- 
aminations of  the  pelvis.  Two  mothers  had 
had  previous  cesarian  sections.  There  were 
five  low  sections  and  thirteen  classical  opera- 
tions. There  were  nine  multiparas  and  nine 
primiparas.  Four  miltiparas  had  had  pre- 
vious normal  deliveries.  Three  multiparas 
had  had  previous  instrumental  deliveries. 
One  had  had  a difficult  labor  with  dead 
baby. 

RECOMMENDATIONS 

Every  pregnant  woman  entering  this  hos- 
pital must  have  her  blood  pressure  taken  im- 
mediately. This  is  necessary,  because  not  a 
few  pregnant  women  with  supposedly  good 
prenatal  care  have  never  had  blood  pres- 
sures taken.  I think  this  hospital  should  re- 
quire external  pelvic  measurements  to  be 
made  on  all  obstetrical  patients,  preferably 
by  the  house  physician. 

Last  year,  the  examiner  for  the  American 
College  of  Surgeons  complimented  the  hos- 
pital very  highly  on  the  lack  of  cesarian  sec- 
tions. Perhaps  they  will  examine  our  charts 
more  carefully  this  year  when  they  see  the 
large  increase  in  cesarians.  From  the  facts 
recorded  in  these  eighteen  charts,  it  would 
appear  that  section  was  not  clearly  indicated 
in  all  the  cases.  Let  us  make  our  records 
so  complete  and  accurate  that  we  will  not 
be  criticized  for  cesarian  sections  in  patients 
who  could  probably  have  been  safely  deliv- 
ered from  below. 

DISCUSSION 

DR.  DUDLEY  FOLTRNIER: — Cesarian  section  is 
the  generalissimo  of  surgery  and  rightly  so,  for  up- 
on it  depend  two  lives  and  it,  therefore,  should  have 
very  definite  indications.  Abdominal  section  is  the 
quickest  method  of  effecting  delivery  and  one  that 
entails  least  risk  of  sacrificing  the  child.  When 
compared  with  the  process  of  dilatation  and  expul- 
sion, section  promises  delivery  which  may  be  said 
to  be  immediate.  E'ac-ause  section  puts  an  end  to 
pregnancy  and  terminates  labor  at  the  same  time, 
it  has  a definite  place  in  the  management  of  those 
cases  which  demand  a quick  emptying  of  the  uterus, 
and  also  in  those  in  which  delivery  cannot  be  effect- 
ed from  below,  because  of  the  probable  loss  of  the 
mother  or  child  or  both. 

The  indications  for  cesarean  section  are  more  or 
less  standardized  and  the  actual  necessity  for  sec- 
tion does  not  occur  very  often;  when  the  obstetri- 
cian has  recourse  to  it  he  acknowledges  that  the 
measures  he  usually  employs  are  inadequate  and  he 
turns  to  this  surgical  procedure  no  oftener  than 
the  interests  of  his  patient  demand.  Cesarean  sec- 
tion offers  such  easy  solution  to  grave  obstetrical 
problems  that  its  appeal  is  often  difficult  to  resist. 

The  first  indication  for  cesarean  section  is  abso- 
lute pelvic  contraction.  The  contraction  is  absolute 
where  disproportion  is  so  marked  that  delivery  of 
a living  child  by  the  vaginal  route  is  improbable. 
The  contraction  may  be  relative  or  actual.  It  is 
relative  when  the  presenting  part  is  overlarge  for 
the  pelvis  through  which  it  must  pass,  and  it  should 
bq)  borne  in  mind  that  contraction  may  be  absolute 
even  though  the  pelvic  measurements  are  normal. 


74 


SOUTHWESTERN  MEDICINE 


This  variety  of  contraction  is  of  far  greater  clinic-a1 1 
importance  than  the  actual.  One  more  often  meet" 
an  overlarge  unengaged  head  than  a markedly  un-' 
dersized  pelvis.  Cephalmetry  and  particularly! 
radiography  are  the  aids  to  be  made  use  of  in  diag 
nosis.  Pelvimetry  in  these  cases  offers  nothing. 
Actual  contraction  exists  where  the  internal  conju- 
gate is  shortened  to  7 cm.  in  simple  flat  pelvis  and 
to  7%  cm.  in  justo  minor  flat  and  where  the  bi- 
issch'al  diameter  is  no  longer  than  5.5  cm.  In  these 
cases  where  the  patient  is  at  term,  delivery  by 
other  than  abdominal  section  is  not  to  be  considered. 

Second  indication:  pelvic  tumors  obstructing  ad- 
vance of  the  fetus.  Under  these  conditions  section 
alone  assures  birth  of  a living  child.  Uterine  fi- 
broids are  not  uncommon ; they  grow  rapidly  dur- 
ing pregnancy;  ovarian  cysts  are  rarely  obstructive. 

Another  indication,  on  the  part  of  the  child,  is 
prolapse  of  the  cord.  Nowadays  there  is  so  much 
importance  attached  to  the  life  of  the  child  that  de- 
livery by  section  should  be  considered  if  the  cervix 
is  not  easily  dilatable.  Habitual  death  of  the  fetus 
in  or  just  before  labor  is  another  indicator. 

Antepartum  eclampsia  section  is  an  emergency 
measure  and  should  only  be  considered  when  con-| 
servative  methods  of  treatment  have  failed,  as  the 
mortality  rate  of  'section  in  these  cases  is  notorious- 
ly high. 

Accidental  hemorrhage;  prompt  section  may  offer 
the  only  chance  for  the  motherds  life  in  grave  acci- 
dental hemorrhage  with  an  undilated  or  undilatable 
cervix.  A uterus  rapidly  increasing  in  size,  marked- 
ly tense  and  tender  and  the  general  signs  of  inter- 
nal hemorrhage  with  the  disappearance  of  fetal 
heart  sounds  is  all  the  evidence  one  needs  for  sec- 
tion. With  hemorrhage  concealed  the  demand  for 
rapid  delivery  is  urgent.  Minutes  count'  in  cases  of 
this  kind  and  one  must  hurry  in  the  preparation  of 
the  case. 

In  placenta  previa,  I believe  section  is  indicated 
to  obviate  the  probable  loss  of  the  child  and  in  cen- 
tral placenta  previa  it  is  absolutely  indicated.  The 
operation  should  be  elective  and  should  be  done  be- 
fore the  placenta  can  be  palpated  through  the  dila- 
tory cervix. 

Grave  uterine  dystocia;  this  condition  obtains 
where  a contraction  ring  has  been  found  impass- 
able and  where  the  uterus  is  tonic.  Section  in  these 
cases  affords  the  only  assurance  of  obtaining  a liv- 
ing child  and  removes  the  menace  of  uterine  rup- 
ture. Early  stillbirth  due  to  accidents  at  delivery, 
that  is,  the  so-called  border  line  cases  of  pelvic 
contraction. 

Lastly,  previous  delivery  by  section : The  bene- 

fits accruing  from  repeated  section  are,  the  cer- 
tainty that  a living  child  will  be  born  alive,  and 
that  assurance  that  the  mother’s  life  will  not  be  lost 
in  labor  through  rupture  of  the  uterus  at  the  site  of 
an  early  incision.  Previous  cesarean  section  is  not 
of  itself  an  indication  for  abdominal  delivery  but 
it  is  the  presence  of  a specific  indication  that  calls 
for  the  repetition  of  section  in  a subsequent  preg- 
nancy. 


Good  Samaritan  Hospital  (Phoenix) 

(Report  of  Records  Committee  on  deaths  during 
October,  1930,  with  comments  by  Dr.  W.  Warner 
Watkins,  Chairman.) 

Very  briefly  we  will  list  the  fourteen  deaths  oc- 
curring during  October,  and  from  these  select  three 
for  comment: 

9571:-  Male,  age  70;  entered  Oct.  5,  died  Oct. 
7.  Hopeless  fracture  of  the  skull  from  auto  acci- 
dent. 

9565:-  Female,  married,  age  42;  entered  Oct.  5, 
died  Oct.  7;  extensive  burns. 


I 9706:-  Female,  married,  age  21;  entered  Oct.  24, 
8 lying  same  day.  Bullet  wound  in  abdomen.  .Au- 
;opsy  showed  injury  to  abdominal  aorta  with  fatal 
hemorrhage. 

9704:-  Male,  rge  38;  entered  Oct.  24,  died  Oct.  25. 
Auto  accident;  multiple  rib  fractures  and  rupture  of 
I ieft  arhpadigu’ms  cmfwyp  mfw  vbgkq  mfwypaoao 
J left  diaphragm;  operation  showed  stomach  and 
I -mall  bowel  coils  in  left  thorax;  these  were  replaced 
1 in  per  toneal  cavity  and  rent  in  diaphragm  repaired. 
I Death  from  shock.  The  question  here  was  whether 
| the  operation  should  not  have  been  delayed  until 
lithe  patient  was  in  better  physical  condition.  This 
| ase  is  referred  to  the  Surgical  Committee  for  con- 
1 ideration. 

1 9277:-  Female,  married,  age  76;  entered  Aug.  17, 

| lied  Oct.  1.  This  old  lady  had  a fractured  hip,  with 
IJhistory  of  nephritis  and  high  blood  pressure.  The 
Hthing  always  dreaded  in  such  cases  developed  here 
land  she  died  with  broncho-pneumonia. 

I 9554:-  Female,  age  34,  married;  entered  Oct.  2, 
idied  Oct.  10.  Vaginal  bleeding  and  mass  in  right 
Blower  quadrant.  Exploratory  laparotomy  and  sup- 
Iravaginal  hysterectomy,  including  large  blood  clot 
| in  pelvis.  Examination  showed  ruptured  tube  with 
[evidences  of  tubal  pregnancy.  Death  on  fifth  day 
js following  operation.  Question:-  Is  hysterectomy 
Van  advisable  procedure  in  a patient  suffering  the 
shock  of  a ruptured  tufcal  pregnancy?  This  case  is 
also  referred  to  the  Surgical  Committee  for  study 
and  consideration. 

9384:-  Male,  widower,  age  70;  entered  Sept.  3, 
died  Oct.  1.  Diagnosis  of  dilatation  of  heart  and 
chronic  parenchymatous  nephritis,  aortic  insuf- 
ficiency and  stenosis,  myocarditis.  Showed  loud  di- 
astolic and  systolic  murmurs  over  aorta,  no  shock 
or  thrill.  B.P.  160/70.  Probably  a vascular  neph- 
ritis. Did  time  permit  we  should  like  to  discourse  on 
the  diagnoses  of  myocarditis  so  frequently  seen  on 
our  records. 

9663:-  Male,  age  80;  entered  Oct.  18,  died  Oct. 
19.  Strangulated  internal  hernia  and  bowel  ob- 
struction therefrom.  No  external  evidence  of  the 
hernia.  Died  soon  after  operation. 

9597:-  Three  weeks  old  baby,  entered  Oct.  9, 
dying  same  day.  Autopsy  showed  enlargement  of 
thymus  and  patent  foramen  ovale.  Mother  had 
given  ten  drops  of  paregoric.  Several  points  of 
interest  in  this  case,  but  we  are  taking  the  time  on 
some  other  cases. 

9553:-  Boy,  age  15,  entered  Oct.  2,  died  Oct.  3. 
Had  a well  developed  case  of  tetanus  from  wound 
on  heel  three  weeks  previously.  Lived  only  a few 
hours. 

9605:-  Newborn  babe,  premature.  Mother  had 
necrotic  placenta.  Perhaps  deserves  some  study  but 
will  not  get  it  this  time. 

The  three  cases  selected  for  comment  are  the 
following: 

Case  9613:-  Female,  married,  age  64;  entered 
Oct.  5,  died  Oct.  7,  from  arsenic  poisoning. 

Case  9606:-  Six  months  old  baby,  entered  Oct. 
10,  died  Oct.  21.  Diagnosis  of  tuberculous  menin- 
gitis; spinal  fluid  examination  was  made,  and  tu- 
bercle bacilli  not  found.  History  of  close  contact 
with  case  of  tuberculosis. 

Case  9621:-  Female,  single,  age  55,  entered  Oct. 
12,  died  Oct.  14.  Note  that  she  was  suffering  from 
asthma  and  was  irrational.  No  diagnosis  history, 
or  physical  examination  on  record. 

With  regard  to  the  case  of  arsenic  poisoning.  One 
of  the  interesting  developments  of  this  case  was 
the  flowering  forth  in  connection  therewith,  of  a le- 
gitimate successor  to  Sherlock  Holmes.  This  apo- 
theosis of  deductive  genius  took  place  in  the  Path- 
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ological  Laboratory  and  involved  one  Mr.  Clarence 
N.  Boynton,  serologist  and  chemist.  With  the 
modesty  which  so  characterized  his  illustrious  pre- 
decessor, as  delineated  in  the  stories  by  Sir  Conan 
Doyle,  Mr.  Boynton’s  name  does  not  appear  in  any 
of  the  newspaper  accounts  of  this  case  of  poisoning, 
the  mystery  of  which  he  solved  without  moving 
out  of  his  chair,  and  the  duty  devolves  on  me  to  do 
him  justice  in  the  matter.  When  first  called  on  to 
make  a toxicologic  examination  of  the  stomach  con- 
tents from  the  two  poisoned  people,  he  found  ar- 
senic; this  satisfied  the  medical  phases  of  the  case 
and  the  physician,  having  thus  established  the  cause 
of  death,  turned  the  case  over  to  the  coroner,  and 
these  comments  are  intended  as  a criticism  of  the 
procedures  of  coroners  under  the  Arizona  stat- 
utes which  are  now  more  than  a thousand  years 
out  of  date.  Early  in  the  development  of  the  case 
Mr.  Boynton  deduced  certain  facts  and  called  the 
coroner  on  the  phone  with  the  suggestion  that  some 
one  search  for  an  extra  can  of  baking  powder  and, 
if  more  than  one  were  found,  bring  all  to  the  labo- 
ratory for  analysis.  For  some  reason  this  was  not 
done.  The  defunct  lady  had  a brother,  a detective 
from  Denver,  who  came  to  Phoenix  with  the  deter- 
mination to  solve  the  mystery;  Mr.  Boynton  made 
to  him  the  same  suggestion,  but  the  detective,  ap- 
parently unable  to  apprehend  the  ratiocination  of 
higher  intelligence,  failed  to  act  on  it.  This  was 
an  interesting  parallel  to  the  situations  which  Sher- 
lock Holmes  was  wont  to  encounter  with  the  of- 
ficial detective  agencies.  After  the  two  victims 
of  poison  had  been  buried,  some  other  member  of 
the  family  sent  still  other  detectives  to  Phoenix  to 
see  if  they  could  not  learn  the  source  of  this  ar- 
senic. Mr.  Boynton  suggested  that  they  search  for 
two  baking  powder  cans,  and  when  they  were 
found,  to  bring  them  both  to  the  laboratory,  and 
he  (Boynton),  would  almost  guarantee  that  one  of 
them  would  contain  the  elusive  arsenic.  They  soon 
returned  with  two  baking  powder  cans  one  of  which 
contained  pure  arsenic,  bought  and  partly  used  by  a 
former  occupant  of  the  house  as  a rat  poison;  this 
poison  the  wife  had  mistakenly  used  for  baking 
powder  in  making  the  morning  hot  cakes  for  her 
unfortunate  spouse.  Mr.  Boynton  will  not  wish 
to  have  any  more  such  cases  brought  to  him,  un- 
less they  prove  to  be  beyond  solution  by  the  average 
intelligence.  His  deductive  skill,  while  entirely  cap- 
able of  solving  such  elementary  matters  as  this, 
is  devoted  to  the  solution  of  baffling  laboratory 
problems  connected  with  clinical  medicine. 

This  case  illustrates  very  well  the  necessity  for 
a different  type  of  coroner  than  the  Arizona  stat- 
utes provide  for  its  citizenry.  Time  does  not  per- 
mit a discussion  of  the  proper  functions,  qualifica- 
tions, and  activities  of  a coroner,  although  they  are 
well  worth  studying.  The  office  of  coroner  was 
established  in  medieval  times,  the  function  of  the 
officer  being  to  see  that  the  personal  belongings 
of  people  found  dead  should  revert  to  the  crown, 
the  name  originally  being  “crowner.”  Out  of  this 
conception  has  developed  the  modern  office  of  cor- 
oner, when  it  has  developed  at  all,  who  is  empow- 
ered to  investigate  into  the  causes  of  death  occur- 
ring without  evident  reason,  and  to  set  in  motion 
the  machinery  of  the  law  when  a crime  is  found  to 
have  been  committed.  In  Arizona,  as  in  many 
states,  the  office  has  never  advanced  beyond  the 
fourteenth  century  idea,  even  the  very  wording 
of  the  statute  being  medieval,  the  justice  of  the 
peace  being  ex-officio  coroner  and  his  chief  stated 
duty  being  to  see  that  the  personal  effects  of  people 
found  dead  are  turned  over  to  the  county.  He 
is  required  to  investigate  the  causes  of  death, 


though  it  is  not  required  that  he  have  any  qualifi- 
cations whatsoever  for  such  a delicate  task,  either 
in  medicine  or  law.  In  more  enlightened  communi- 
ties, the  coroner  is  an  appointed  officer  and  must 
have  training  in  the  duties  of  the  office,  which  are 
partly  legal  and  partly  medical. 

The  death  of  the  six  months  old  baby  with  tu- 
berculous meningitis  with  history  of  close  contact 
with  an  open  case  of  the  disease,  shows  that  so- 
ciety is  still  murderous  in  its  organization.  The 
only  clinical  feature  of  the  case  worthy  of  com- 
ment is  the  failure  to  examine  the  spinal  fluid 
for  chlorides.  That  is  the  only  test,  except  search 
for  bacilli,  which  could  have  thrown  light  on  the 
suspicion  of  tuberculous  meningitis..  The  chlorides 
normally  are  about  720  mgm.;  if  they  fall  below 
650  mgm.,  tuberculous  meningitis  is  almost  certain- 
ly present.  The  clinician  sending  in  spinal  fluid 
must  either  state  what  disease  he  suspects  or  must 
have  knowledge  enough  of  laboratory  tests  to  ask 
for  the  indicated  specific  tests.  If  he  did  not  do 
(his  in  this  instance,  the  laboratory  cannot  be  blam- 
ed for  omitting  the  chloride  test  which  is  not  a 
routine  examination;  if  the  clinician  did  say  he  sus- 
pected tuberculous  meningitis,  then  the  laboratory 
is  at  fault  for  not  performing  the  test  for  chlorides 
and  reporting  the  result. 

In  connection  with  this  case  it  has  been  interest- 
ing to  review  some  of  the  developments  in  the  cam- 
paign to  prevent  tuberculosis  in  infants  and  chil- 
dren. In  France  and  some  other  European  coun- 
tries this  child  would  have  been  given  BCG,  (Cal- 
mette’s vaccine).  The  American  medical  literature 
contains  some  interesting  and  violently  divergent 
viewpoints  on  the  use  of  this  vaccine. 

BCG  vaccine  is  the  discovery  of  Prof.  Calmette, 
Assistant  Director  of  the  Pasteur  Institute  in  Paris 
and  his  co-worker,  Guerin,  a veterinary  surgeon.  It 
consists  of  living,  slightly  virulent  tubercle  bacilli, 
bovine  type,  cultured  on  five  per  cent  ox-bile  glycer- 
ine for  21  years.  It  is  claimed  to  have  no  virulence 
for  the  human  being  and  is  given  to  newborn  in- 
fants during  the  first  ten  days  of  life.  Each  dose 
consists  of  10  mgm.  of  moist  bacilli  in  2 c.c.  of 
saline  solution,  containing  approximately  1,200,000,- 
000  bacilli.  It  is  fed  the  babies  by  mouth  on  the 
third,  fifth  and  seventh  days  of  life.  Up  to  a year 
ago  approximately  200,000  infants  had  been  vac- 
cinated with  BCG  all  over  the  world.  The  Public 
Health  Committee  of  the  League  of  Nations  has  ex- 
pressed guarded  approval  of  this  vaccine.  It  is  still 
being  experimented  with  in  this  country,  and  vary- 
ing expressions  about  it  have  appeared. 

Petroff  is  the  most  vigorous  opponent  to  the 
use  of  the  vaccine;  he  gives  a very  critical  and 
somewhat  caustic  analysis  of  Calmette’s  claims 
and  statistics  in  the  Am.  Review  for  Tub.  for  Sep- 
tember, 1929.  In  the  same  journal,  Kareszturi  and 
Park,  of  New  York,  recount  their  experiences  up  to 
that  time  and  close  with  the  cautious  summary: 
“Oral  BCG  vaccination  is  relatively  simple;  it  is 
harmless;  it  gives  some  immunity  whose  degree  and 
duration  cannot  as  yet  be  determined.” 

Gerald  B.  Webb  (J.A.M.A.,  Nov.  9,  1929),  closes 
a very  excellent  article  with  the  statement,  “I  am 
of  the  opinion  after  careful  study  of  the  literature 
and  after  personal  investigations  and  experiments, 
that  BCG  should  be  administered  to  infants  born 
to  parents  with  open  pulmonary  tuberculosis.  With 
further  proof  of  the  harmlessness  and  efficiency  of 
the  vaccine,  it  may  be  found  that  all  newborn  in- 
fants should  be  vaccinated  against  tuberculosis  with 
BCG.”  In  the  general  discussion  Pottenger,  with 
his  usual  suavity,  and  Matson  more  bluntly,  disa- 
greed with  Webb’s  conclusions.  Petroff  fears  that 
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the  advent  of  a vaccination  method  of  preventing 
tuberculosis  may  cause  a relaxation  of  the  present 
methods  of  curtail  ng  the  disease  by  education,  iso- 
lation and  general  hygiene.  It  is  a question,  how- 
ever, on  which  well  informed  medical  men  should 
be  posted.  Looking  over  the  list  of  published  arti- 
cles for  the  year  between  June,  1929  and  June,  1930, 
there  have  been  more  than  150  articles  on  BCG  vac- 
cine, but  only  four  in  the  American  literature,  and 
all  of  those  last  year.  There  have  been  none  so  far 
m 1930. 

With  regard  to  the  case  where  no  diagnosis,  his- 
tory or  physical  examination  has  been  furnished, 
and  concerning  which  the  hospital  historian  says 
she  can  get  no  information  from  the  doctor.  Per- 
sonally, we  would  like  to  know  the  technic  of  this 
doctor  in  getting  into  and  out  of  the  hospital,  with- 
out giving  the  historian  some  information.  We 
would  like  to  learn  the  system,  because  we  have 
found  it  impossible  of  accomplishment,  without  un- 
gentlemanly  rudeness  to  a very  pleasant  and  charm- 
ing ycung  lad  ’.  This  doctor  apparently  has  reached 
the  stage  of  life  where,  in  addition  to  being  insen- 
sible to  his  obligation  to  the  hospital  which  shelters 
his  pat  ent,  he  is  also  deaf  and  blind  to  the  deli- 
cacy of  feminine  appeal.  When  a doctor  is  blind 
to  charm,  deaf  to  duty,  and  insensible  to  criticism, 
the  only  commendable  and  useful  thing  left  for  him 
is  to  become  a personal  subject  for  study  by  the 
Records  Committee,— preferably  after  a thorough 
autopsy. 


PITUITARY  DISEASES 
Review  of  Current  Literature 
R.  R.  RANEY,  M.  I). 

Phoenix,  Arizona 

Before  opening  a discussion  on  the  review  of 
literature  regarding  the  pituitary  diseases,  I will 
first  outline  a few  of  the  anatomical  and  physio- 
logical facts,  or  hypotheses,  rather,  that  seem  to 
dispose  the  various  clinical  syndromes.  Anatomic- 
ally the  pituitary  body  is  divided  into  three  por- 
tions: pars  anterior,  pars  intermedia,  and  part  pos- 
terior. Clinically,  however,  the  pars  intermedia 
and  pars  posterior  are  rather  difficult  to  outline. 
The  hormone  of  the  pars  anterior  affects  chiefly 
the  osseous  tissue  and  the  genitals,  with  hypersec- 
retion producing  gigantism  and  acromegaly  after 
growth  has  ceased.  The  secondary  effects  on  the 
dermal  system  are  temperature,  pulse,  blood  pres- 
sure and  mental  function.  The  hormone  of  the 
pars  posterior  chiefly  affects  metabolism.  Hypo- 
secretion  produces  increased  .carbohydrate  toler- 
ance of  adiposity;  hypersecretion,  decreased  carbo- 
hydrate tolerance  with  polyuria. 

Among  the  different  authors  and  workers  on  the 
problems  there  is  much  discussion  regarding  the 
variation  of  increase  of  carbohydrate  tolerance 
from  the  condition  of  hyposecretion.  Among  these 
authors  may  be  found  the  names  of  Engelbach, 
Sachs,  McDonald  and  so  forth. 

In  t’c  clinic  of  Fred  H.  Mackay,  in  the  Montreal 
General  Hospital,  he  has  attempted  an  anatomical 
classification  of  the  various  parts,  or  rather,  a dia- 
gramatic  scheme  for  dissection  of  the  various 
parts,  to  attach  dysfunction  and  resultant  syn- 
dromes. From  the  dysfunction  of  the  anterior  lobe 
and  the  pars  intermedia,  he  includes  the  basis  for 
Frocl  ch’s  syndrome,  a dis-ase  of  childhood  with  in- 
creased sugar  tolerance,  adiposity  and  inflammation 
of  the  genital  system.  On  the  other  hand,  hyper- 
function before  puberty  producing  gigantism  and 
acromegaly  and  puberty,  with  a decreased  carbohy- 


drate tolerance,  a stimulation  of  the  pars  sympa- 
thetic system  with  its  action,  of  course,  on  plain 
muscle. 

In  a review  of  cases,  by  Henry  J.  John  of  the 
Cleveland  Clinic,  which  showed  clinical  signs  of 
hypertension,  there  were  definite  diabetic  tenden- 
cies, with  a definite  decrease  of  carbohydrate  tol- 
erance in  all.  Considering  that  there  should  be 
an  increased  tolerance  rather  than  a decreased, 
opens  the  subject  to  opinion,  as  it  is  not  based  on 
facts  and  reports  quite  thoroughly  that  there  is  a 
great  deal  more  yet  to  know  regarding  anatomi- 
ical  isolation  and  p.tuitary  function.  However,  we 
do  know  that  dysfunction  produces  definite  clin- 
ical pictures,  and  until  further  investigation  can 
be  made,  scientific  therapy  will  be  impossible. 

E.  B.  Fink,  of  Chicago,  has  classified  a group  of 
pathological  entities.  Pathologically,  however,  the 
majority  of  cases  are  determined  only  at  autopsy. 
Those  patients  represent  a clinical  picture  of  brain 
tumor  without  localizing  symptoms.  The  patho- 
logical changes  that  were  noticed  were  most  all 
of  internal  hydrocephalus,  with  marked  protrusion 
of  the  floor  of  the  third  ventricle,  thinning,  an  al- 
most complete  atrophy  of  the  tuber  cinereum  and 
distention  of  the  infundibulum,  producing  secon- 
dary optic  atrophy  and  pressure  on  the  hypopysis. 
Microscopically,  the  changes  in  the  hypophysis  indi- 
cated incomplete  ripening  of  the  epithelial  cells  of 
the  anterior  lobe.  There  was  an  entire  absence  of 
the  symptoms  which,  from  experimental  evidence, 
might  be  expected  to  appear  as  a reuslt  of  com- 
press'on  of  the  tuber  cinereum  and  the  typothala- 
mic  region  (polyuria,  adiposo-genitalus,  dystrophy.) 

Among  the  mental  disturbances  associated  with 
pituitary  d'sorders,  Wm.  C.  Menninger,  of  Topeka, 
Kansas,  concludes  from  forty-two  cases  that  there 
is  no  uniformity  of  association  of  any  particular 
mental  picture  with  any  type  of  pituitary  disorder. 
An  un  atisfactory  attempt  to  classify  the  mental 
reaction  types  under  various  pituitary  groups  dis- 
closed: (1)  a majority  of  the  cases  of  pre-adoles- 
cent hypopituitarism  showing  some  degree  of  re- 
tardation in  intellectual  development;  (2)  a ma- 
jority of  postadolescent  hypopituitary  cases  pre- 
sent ng  the  schizoid  picture;  (3)  predominance  of 
cyclothymiac  reaction  in  the  late  hypopituitarism. 
Such  observations  cannot  be  assumed  to  prove  the 
relationship  between  any  specific  type  of  dysfunc- 
tion and  any  specific  mental  reaction  type.  Howev- 
er, there  is  an  intimate  association  between  men- 
tal disorders  and  dyspitm'tarism  in:  (1)  the  conco- 
mitant development  in  children  of  pronounced  pitu- 
itary disorder  and  mental  retardation;  (2)  the  con- 
comitant onset  and  development  of  behavior  dis- 
order and  the  physical  signs  of  dyspituitarism; 
(3)  the  subsequent  development  of  mental  changes 
directly  dependent  on  the  physical  signs  of  dys- 
pituitarism. 

During  the  last  year,  Putnam,  Benedict  and  Teel, 
of  Boston,  have  made  extensive  studies  in  canine 
acromegaly  by  injection  of  anterior-lobe  pituitary 
extract,  and  they  have  drawn  the  following  con- 
clusions: (1)  Dogs  which  received  daily,  for  four- 
teen months,  a sterile  aqueous  extract  from  the  an- 
terior lobe  of  beef  hypophyses,  grew  to  almost 
twice  the  weight  of  the  litter-mate  control.  They 
developed,  among  other  conditions,  enlargement  of 
the  acral  parts,  polyphagia,  asthenia,  sialorrhea  and 
spontaneous  lactation.  The  animals  succumbed  to 
myocard  al  failure  and  edema  of  the  lungs.  A 
skeletal  overgrowth  with  hyperostosis,  was  present. 
There  was  a generalized  splanchnomegaly,  affect- 
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ing  the  thyroid  and  genital  tract  most  strikingly. 
The  thyroid  was  hyperplastic.  There  were  adeno- 
mas of  the  suprarenal  gland,  and  the  ovaries  con- 
tained ripe  but  unruptured  follicles.  (2)  The  con- 
dition produced  appears  to  merit  the  designation  of 
experimental  acromegalia. 

Edwin  P.  Bugbee  and  Oliver  Kamm  report  inves- 
tigation of  the  posterior  lobe  of  the  pituitary  gland 
as  follows:  The  posterior  lobe  produced  two  active 
principles.  An  oxytocic  principle  which  causes  con- 
traction of  the  uterus  and  a pressor  principle  which 
raises  blood  pressure.  These  two  active  principles, 
before  separated,  are  obtained  in  the  form  of  a 
wh.te,  stable,  water-soluble  powder  of  great  po- 
tency. The  solutions  of  these  separated  active 
principles  have  been  recombined  to  form  a pituitary 
extract  identical  with  the  original  from  which  they 
were  prepared,  thus  proving  that  no  decomposition 
has  taken  place.  The  oxytocic  principle,  which  has 
been  named  alpha-hypophamine,  causes  contraction 
of  the  uterine  muscle  when  injected  into  the  normal 
animal,  and  contracts  isolated  uterine  muscle  when 
applied  by  contact.  It  is  nearly  free  from  action 
on  any  other  form  of  smooth  muscle.  The  pressor 
principle,  which  has  been  named  beta-hypophalmine, 
does  not  affect  uterine  muscle,  but  stimulates  other 
smooth  muscles.  It  raises  blood  pressure,  stimu- 
lates peristalsis  in  the  gastro-intestinal  tract,  which 
has  both  a diuretic  and  anti-diuretic  effect.  It 
causes  expansion  of  the  melanophors  in  the  skin  of 
frogs. 

The  reports  so  far  in  this  paper  represent  work 
that  has  been  done  within  the  last  two  years.  There 
are  a great  many  other  treatises  but  they  all  group 
definitely  around  individual  case  reports  with  vari- 
ous and  sundry  forms  of  treatment,  all  of  which 
differ  daily  in  the  intensity  of  the  administration 
of  extract  in  various  forms  and  methods. 

There  is  another  group  of  pathological  entities 
which  come  under  the  classification  of  brain  tumor. 
The  most  frequent  in  occurrence  is  the  adenoma. 
Fibroma  and  the  rarer  types  will  not  be  discussed 
here.  They  present  a definite  clinical  picture  of 
brain  tumor  with  the  clinical  signs  of  headache, 
choke-disc,  vomiting,  and  so  forth.  The  most 
prominent  localizing  symptom  of  brain  tumor  is 
temporal  heminopsia  bilateri.  The  patient  usually 
comes  in  complaining  first  of  some  or  all  of  the 
cardinal  symptoms  of  brain  tumor,  with  a blindness 
slowly  developing  in  the  lateral  fields.  Other  local- 
izing signs  may  be  present,  depending  upon  the 
size  of  the  new  growth,  its  direction  of  growth,  the 
anatomical  position  of  the  sella  turcica.  The  treat- 
ment is  surgical.  To  go  into  the  surgical  detail 
of  pituitary  disorders  and  treatment  would  be  en- 
tirely too  extensive  for  this  treatise. 


CASE  OF  INABILITY  TO  WALK 

(Case  16321,  Cabot’s  Case  Records;  courtesy  ox 
Peter  Bent  Brigham  Hospital.  New  Eng.  Jour,  of 
Med.  Aug.  7,  1930,  p.  2S1). 

Case  History 

Housew.ie  of  36  entered  December  3,  complain- 
ing of  inability  to  walk. 

The  family  history  and  past  history  are  not  re- 
markable. 

Present  illness:  Eight  years  ago  the  patient  had 

acute  shooting  pains  in  the  legs  and  was  given  six 
intravenous  and  numerous  intramuscular  injec- 
tions. The  legs  were  numb  and  she  felt  as  if  she 
“walked  on  feathers.’’  Two  years  ago  either  leg 
would  give  way  at  times  and  she  would  fall,  but  re- 


cover immediately.  She  began  to  develop  a pecu- 
liar gait,  and  nine  months  before  admission  her 
right  leg  suddenly  ceased  to  function  and  could 
cnly  be  dragged  along.  There  was  no  pain.  After 
seven  weeks  in  bed  she  found  that  she  could  walk, 
tut  had  to  hold  on  to  something  to  keep  from  losing 
h<L  balance.  She  had  no  tendency  to  fall  in  any 
particular  direction.  For  the  past  twelve  months 
her  left  leg  had  become  progressively  thinner.  One 
month  ago  her  hair  began  falling  out  evenly  over 
the  ent  re  scalp.  Three  or  four  weeks  ago  both 
legs  began  to  feel  cold  both  subjectively  and  to 
touch.  For  the  past  four  weeks  the  tips  of  her 
fingers  had  felt  numb.  For  the  past  eight  weeks 
she  had  oftdn  felt  as  if  she  had  to  void  urine,  but 
could  not  do  so. 

Physical  examination  at  admission  showed  a 
fairly  well  nourished  woman  with  prominent  front- 
al bones.  Scant,  fine  brown  hair;  no  spotty  loss 
of  hair.  Skin  dry,  with  fine  scaling.  Left  pupil 
egg  shaped  and  larger  than  right;  both  reacted 
to  accommodation  but  not  to  light.  Retinal  exam- 
ination negative.  Blood  pressure  100/80.  Heart, 
lungs  and  abdomen  negative.  Biceps  and  triceps 
reflexes  hyperactive.  Pain  sensation  absent  in  tips 
of  all  fingers.  Deep  sensibility  present  throughout 
both  arms.  In  the  legs  the  Achilles  and  Oppenheim 
reflexes  and  patellar  reflexes  were  absent.  No 
ankle  clonus.  No  Babinski.  In  her  toes  she  had 
no  sense  of  perception  in  space.  Heel  to  knee  test 
showed  marked  loss  of  coordination.  Marked  ataxia 
and  positive  Romberg  on  walking  and  standing. 
Both  legs  markedly  hypotonic.  Heat  and  cold 
could  be  differentiated.  Both  legs  of  normal  tem- 
perature. Pain  sensation  was  absent  over  both 
legs  throughout.  The  left  leg  showed  dimin- 
ished sensation  to  touch  below  the  middle  third  of 
the  tibia.  On  the  right,  pin  prick  and  light  touch 
were  not  appreciated  below  the  upper  third  of  the 
tibia  anteriorly  and  below  the  Achilles  tendon  pos- 
teriorly. Vibration  sense  was  absent  in  both  legs. 

Clinical  and  laboratory  notes.  For  the  first  ten 
days  of  her  stay  the  temperature,  pulse  and  respi- 
ration were  normal;  she  then  had  a slight  chill, 
nausea,  and  vomiting  and  the  temperature  rose 
to  102°  with  pulse  100,  following  which  the 
temperature  remained  between  99°  and  102° 
for  the  remainder  of  her  stay,  with  pulse 

of  100  to  120  and  respirations  20  to  30.  The 
urine  was  negative  until  the  thirteenth  day,  when 
it  was  found  to  contain  15  to  25  leukocytes  per 
high  power  field.  All  subsequent  urine  examina- 
tions showed  specimens  loaded  with  leukocytes. 
The  blood  on  admission  showed  hemoglobin  70  per 
cent  (Talqvist),  3,780,000  red  cells,  13,250  leuko- 
cytes with  83  per  cent  polynuclears.  The  smear 
showed  moderate  achromia,  marked  anisocytosis 
and  poikilocytos’s,  no  stippling.  The  leukocyte 
count  on  December  13  and  for  the  four  following 
days  was  12,500,  15,000,  12,800,  16,400  and  24,800; 
December  21  24,600,  December  22  23,000,  Decem- 
ber 24  35,000,  December  26  53,000.  Wassermann 
positive,  Hinton  negative,  modified  Hinton  posi- 
tive. Stools  not  remarkable.  Lumber  puncture 
December  3:  fluid  clear,  cell  count  4,  globulin  neg- 
ative, gold  curve  4443331  (positive  type  2),  total 
protein  60,  Wassermann  (spinal  fluid)  negative. 
Lumbar  puncture  December  23:  the  spinal  fluid 
was  under  a very  low  pressure,  with  practically  no 
rise  on  jugular  compression;  cells  5,  globulin  (Pan- 
ly  test)  + + , ammonium  sulphate  negative.  Gas- 
tr:c  analys's  was  essentially  negative. 

Course.  For  the  first  nine  days  in  the  hospital 
the  patient’s  course  was  uneventful.  On  the  tenth 
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day  she  had  a chill,  nausea  and  vomiting,  with  tem- 
perature rise  to  102°.  The  temperature  continued 
as  given.  On  examinat'on  there  was  slight  dull- 
ness over  the  left  upper  chest  with  fine  crackling 
rales  and  increased  breath  sounds.  She  raised  no 
sputum.  The  respirations  never  went  above  30.  An 
x-ray  film  of  the  chest  next  day  was  normal.  On 
the  fifteenth  day  the  level  of  anesthesia  was  found 
to  be  unchanged  since  admission.  The  bladder 
showed  retention  of  urine.  She  was  catheterized 
several  times  following  this  and  at  other  times  was 
incontinent.  She  was  given  two  doses  of  mercury 
succinamide  intramuscularly  and  two  of  neo- 
arsphenam;ne,  but  after  the  onset  of  temperature 
was  given  daily  mercurial  inunctions  instead.  She 
continued  to  grow  weaker  and  remained  uncon- 
scious for  the  last  five  days,  with  no  other  change 
except  slightly  weaker  pulse.  Twetny-four  days 
after  admission  she  suddenly  became  cyanotic  and 
the  respirations  ceased. 

The  following  diagnostic  summaries  were 
presented  for  this  case  at  Phoenix  Clinical 
Club,  Sept.  29,  1930: 

I)r.  F.  C.  Jordan,  Phoenix,  Ariz. 

This  would  be  a classical  case  of  tabes.  The  ab- 
sence of  reflexes,  the  Argyll  Robertson  pupil,  the 
shooting  pains  in  the  legs,  the  ataxia,  the  sensory 
disturbances,  are  classed  as  the  pathognomonic 
signs  of  tabes.  There  is  an  absence  of  the  gastric 
crises  and  other  similar  pains  that  are  found  in 
nearly  all  cases  of  tabes.  The  gold  curve  is  not 
like  that  of  tabes  but  of  general  paresis.  In  paresis 
you  would  expect  headache,  speech  disorders,  be- 
havior disorder,  mental  deterioration;  none  of 
these  were  present  in  this  case.  Syphilitic  men- 
ingomyelitis,  when  affecting  the  posterior  portion 
of  the  cord  first,  may  have  identical  symptoms 
with  those  of  tabes;  usually  there  are  more 
sensory  findings,  with  pains  more  continuous  and 
limited  to  the  roots  involved;  ataxia  is  slight,  if 
present;  Romberg’s  sign  is  usually  not  present; 
muscular  atrophies  are  not  found  in  tabes  but  are 
present  in  syphilitic  meningomyelitis.  The  chills 
from  presence  of  many  pus  cells  represent  a ter- 
minal lesion  which  is  quite  a common  termination 
of  syphilis  of  the  central  nervous  system;  she 
probably  had  a cystitis  or  pyelonephritis,  or  a ter- 
minal broncho-pneumonia.  We  believe  that  this 
case  was  diagnosed  tabes.  Our  diagnosis  is  (1) 
tabes;  (2)  syphilitic  meningomyelitis  with  marked 
involvement  of  lower  posterior  cord.  A sepsis, 
probably  a pyelonephritis  and  broncho-pneumonia 
as  terminal  lesions. 

Dr.  Frank  J.  Milloy,  Phoenix 

This  is  a case  of  a patient  with  tabes  dorsalis 
who  has  developed  an  acute  terminal  condition. 
This  apparently  was  either  an  acute  renal  infec- 
tion or  an  acute  pulmonary  condition.  There  is 
not  much  on  which  to  base  a suspicion  of  acute 
renal  condition  except  the  leukocytes  in  the  urine. 
The  very  high  white  count  strongly  suggests  a pul- 
monary condition.  The  few  physical  findings  and 
the  k nd  of  death  tend  to  support  this  suspicion. 
The  picture  does  not  exactly  fit  with  pneumonia 
and  I believe  it  must  have  been  a pulmonary 
embolus  with  infarct. 

Dr.  Howell  Randolph,  Phoenix 

This  is  a clear  case  of  syphilis  of  the  central  ner- 
vous system,  either  alone,  superimposed  upon,  or 
complicated  by,  some  other  neurological  condi- 
tion. No  mention  of  mental  symptoms  is  found  in 


the  history  and  the  gold  curve  is  strongly  against 
general  paresis.  Practically  all  of  the  symptoms 
are  explained  by  tabes  dorsalis,  although  the  tro- 
phic changes  are  a little  more  extensive  than  usual- 
ly seen.  Polyneuritis  is  fairly  well  ruled  out  by  ab- 
sence of  pain  over  the  peripheral  nerves.  Multiple 
sclerosis  might  give  this  picture,  but  the  Charcot 
triad,  is  not  mentioned;  namely,  nystagmus,  scanning* 
speech  and  intensive  tremor;  multiple  sclerosis 
may,  therefore,  be  left  out  of  consideration.  Syr- 
ingomyelia characteristically  shows  dissociated  an- 
esthesia. The  immediate  cause  of  death  was  prob- 
ably pneumonia.  However,  there  was  a definite 
cystitis  and  probably  pyelitis.  Diagnosis:  Tabes 
dorsalis;  terminal  pneumonia. 

Dr.  Harlan  P.  Mills,  Phoenix 

The  history  and  findings  of  the  physical  examina- 
tion suggest  that  we  have  a neurological  condition, 
as  the  symptoms  and  signs  point  to  involvement  of 
the  central  nervous  system.  There  was  probably  no 
definite  complication  up  to  the  tenth  day  in  the  hos- 
pital. Lightning  pains,  paresthesias,  partial  par- 
alysis, trophic  disturbances,  loss  of  deep  reflexes  of 
lower  extremities,  with  partial  anesthesia  and  loss 
of  coordination,  the  pupil  changes,  all  point  to  le- 
sion of  lower  neurons,  and  would  be  consistent  with 
diagnosis  of  tabes  dorsalis.  However,  the  spinal 
fluid  f'ndings  are  not  characterstic,  a normal  cell 
count,  negative  globulin  and  gold  curve  of  4443331 
not  fitting,  with  this  diagnosis,  this  latter  being 
the  curve  of  paresis;  however,  the  normal  cell 
count  and  negative  spinal  fluid  Wassermann  would 
almost  rule  out  paresis.  The  low  pressure  and  ab- 
sence of  rise  on  jugular  compression  suggest  some 
degree  of  spinal  block.  On  the  tenth  day  a com- 
plication developed,  with  chill  and  rise  of  tempera- 
ture, leukocytosis  and  pus  in  the  urine.  The  urinary 
retention  which  is  common  in  tabes  evidently  re- 
sulted in  back  pressure,  with  hydronephrosis  and 
later  a pyonephrosis.  Very  probably  a terminal 
pneumonia  developed  as  a terminal  complication. 
Diagnosis:  Tabes  dorsalis,  with  some  general  cere- 
brospinal involvement;  pyonephrosis;  broncho- 
pneumonia. 

Dr.  ().  H.  Brown,  Phoenix 

The  diagnosis  of  syphilis  in  this  woman  was  ev- 
idently correct.  The  positive  Wassermann  after 
extensive  treatment,  substantiates  the  diagnosis. 
The  history  of  numbness,  snesation  of  “walking  on 
feathers,”  peculiar  gait,  difficulty  in  walking  and 
inability  to  void,  taken  with  the  examination  find- 
ings of  Argyll-Robertson  pupil,  absent  patellar, 
achilles  and  other  feet  reflexes,  absent  muscle  and 
joint  sense  in  toes,  ataxia  of  legs,  positive  Romberg, 
hypotonia  of  legs,  absence  of  vibration  sense,  def- 
inite skin  anesthesia,  etc.,  especially  with  the  his- 
tory of  syphilis,  warrant  a diagnosis  of  tabes  dor- 
sal's. There  are  peculiarities  in  the  spinal  fluid 
tests.  Ordinarily  the  Wassermann  will  be  positive 
in  spinal  fluids  of  tabetics.  As  nothing  is  reported 
of  the  spinal  fluid  Wassermann  it  presumably  was 
negat’ve  or  was  not  done.  The  gold  chloride  curve 
is  a bit  unusual;  there  should  be  seven  figures;  I 
suppose  the  two  zeros  have  been  omitted  from 
the  right.  About  half  the  tabetics  have  a paretic 
curve,  such  as  555543200.  A typical  syphilitic 
curve  runs  223455300.  Men  who  are  accustomed  to 
doing  the  gold  chloride  test  say  that  it  is  unusual 
to  have  a 444333100  reaction,  that  the  indications 
are  that  the  solutions  were  insensitive  and  that  the 
fours  should  be  read  as  fives.  In  such  an  event  the 
reaction  would  be  a paretic  reaction.  Hazen  says 
about  half  the  tabetics  give  a paretic  reaction.  The 
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other  half  give  a syphilitic  reaction  in  which  the 
high  po  nt  is  in  the  middle.  I believe  it  necessary 
to  conclude  that  the  gold  chloride  test  supports  the 
diagnosis  of  tabes.  The  cell  count  is  normal  which 
is  unusual.  The  increase  of  cells  results  from  the 
meningitic  feature  of  tabes.  Evidently  in  this 
particular  case  the  meningitis  is  negligible.  The 
total  protein  is  high;  this  is  consistent  with  the 
diagnosis  of  tabes.  The  negative  globulin  of  the 
first  test  is  unexpected  in  tabes.  The  low  tension 
of  the  spinal  fluid  is  also  unusual  in  tabes,  f urth- 
er the  fact  that  there  was  practically  no  increase 
of  spinal  fluid  tension  from  jugular  compression 
suggests  spinal  canal  obstruction  between  the 
brain  and  the  point  of  withdrawal  of  the  fluid. 

The  history  and  the  examination  findings  both 
point  only  to  the  dorsal  columns  being  affected. 
The  changes  are  bilateral,  therefore  in  the  cord 
rather  than  in  the  brain.  The  fact  that  there  are. 
no  symptoms  of  involvement  of  the  lateral  or  ven- 
tral columns  rules  out  simple  myelitis  and  multi- 
ple sclerosis.  It  seems  unlikely  that  a neoplasm 
could  so  nicely  attack  just  the  dorsal  columns.  I 
can  arrive  at  no  other  diagnosis  than  that  of  tabes 
to  explain  the  symptoms  from  the  nervous  system. 

The  development  of  chill,  nausea,  vomiting, 
fever,  increased  pulse,  leukocytosis  and  unconscious- 
ness indicate  the  developmnet  of  an  acute  condi- 
tion which  was  responsible  for  her  death.  The 
findings  in  an  area  of  the  lungs  of  dullness,  crack- 
ing rales  and  increased  breath  sounds  would  sug- 
gest the,  development  of  pneumonia  which  is  not 
an  infrequent  cause  of  death  in  tabetics.  The 
lack  of  increased  frequency  of  respiration,  of  spu- 
tum, of  cough  and  the  negative  x-ray  rule  out 
pneumonia.  The  other  outstanding  finding  was 
pus  in  the  urine.  The  number  of  cells  were  few 
at  first  but  soon  numerous.  The  fact  that  she  had 
inability  to  void,  even  when  the  urge  was  definite, 
and  then  incontinence,  suggests  a long  continual 
damming  back  of  urine  onto  the  kidneys.  Such  an 
issue  is  not  an  infrequent  complication  of  tabes. 
The  urinary  bladders  in  tabetics  are  prone  to  de- 
velop trabeculae.  These  may  prevent  expansion 
of  the  bladder  so  that  serious  retention  might  be 
easily  overlooked. 

The  rapidly  rising  leukocytosis  to  a high  level, 
the  persistent  fever,  the  five  days  of  unconscious- 
ness and  death  are  evidence  of  a marked  focus  of 
infection  and  general  sepsis.  The  conclusion 
seems  warranted  that  the  back  pressure  of  urine 
damaged  the  kidneys  and  that  infection  developed, 
resulting  probably  in  abscess  formation.  Diagnosis: 
Sepsis;  nephritic  abscess;  urinary  stasis  and  de- 
struction of  kidney  substance;  uremia;  tabes  dor- 
salis; syphilis. 

Dr.  Richard  C.  Cabot,  Boston 

In  most  of  the  cases  which  we  have  discussed  at 
this  hospital  this  year  the  record  starts  in  this 
way:  “Family  history  and  past  history  not  remark- 
able.” So  far  as  concerns  the  family  history  that 
is  what  we  usually  have  to  say.  It  is  in  only  a 
very  small  percentage  of  cases  that  we  get  any- 
thing of  value  out  of  the  family  history. 

The  sharp  shooting  pains  in  the  legs  were  di- 
agnosed, I suppose,  as  the  lightning  pains  of  tabes 
and  she  was  given  antiluetic  treatment.  Tabes  is 
more  common  in  men  than  in  women. 

The  history  of  the  present  illness  certainly  points 
to  some  disease  of  the  spinal  cord.  Of  the  dis- 
eases of  the  spinal  cord  tabes  is  suggested  on  ac- 
count of  the  pains,  the  pupils,  the  ataxia,  the  blad- 
der symptoms,  the  loss  of  certain  reflexes,  the 
hypotonicity  and  the  positive  Wassermann  test. 


The  prominent  frontal  bones  were  possibly  re- 
lated to  syphilis.  The  skin  makes  us  think  again 
of  syphilis. 

The  description  of  the  pupils  is  that  of  Argyll- 
Robertson  pupils. 

It  is  a pretty  good  rule  that  any  sort  of  queer 
anomalies  of  sensation  are  consistent  with  tabes.  It 
is  hard  to  name  any  that  are  not. 

We  look  for  some  intercurrent  infection  as  a 
cause  for  all  that  rise  in  temperature  and  in  the 
leukocyte  count.  It  seems  to  be  a urinary  infec- 
tion. 

The  abnormalities  in  the  blood  are  perhaps  due 
to  the  same  condition  that  later  caused  the  pus  in 
the  urine  and  the  temperature.  The  smear  is 

characteristic  of  secondary  anemia.  The  cell  count 
in  the  lumbar  puncture  fluid  is  against  the  diag- 
nosis we  have  been  making,  but  it  is  consistent 
with  it  in  patients  who  have  been  under  treatment 
for  a good  while. 

It  would  be  natural  to  suspect  pneumonia  and 
it  was  rather  surprising  to  have  a normal  x-ray. 

We  can  be  positive  she  had  chronic  disease  of  the 
spinal  cord.  We  can  be  positive  she  had  urinary  in- 
fection. I see  nothing  against  tabes.  I do  not 
see  how  anyone  ever  can  exclude  multiple  sclerosis 
in  a case  like  this.  It  is  a dangerous  thing  to  ex- 
clude it  in  any  obscure  disease  of  the  central  ner- 
vous system.  I am  in  favor  of  tabes. 

Dr.  S.  Burt  Wolbach,  Boston 

At  post  mortem  the  spinal  cord  showed  on  section 
sharply  demarcated  translucent  areas  scattered 
without  any  uniformity  in  the  posterior  columns, 
the  anterior  columns,  the  lateral  columns.  Upon 
examination  of  the  brain  we  found  scattered 
throughout  the  white  matter  gray  or  dark  gray 
areas  widely  distributed.  In  the  occipital  region 
there  was  quite  a large  lesion.  Histologically  these 
lesions  were  characteristic  of  those  described  as 
multiple  sclerosis,  the  loss  of  myelin  sheaths  ac- 
companied by  very  marked  gliosis.  The  more  re- 
cent lesions  contained  lipoid  laden  cells  and  peri- 
vascular lymphoblastic  infiltrations  such  as  have 
been  described  in  multiple  sclerosis. 

There  was  an  acute  bi'onchopneumonia. 

Then  we  had  a finding  which  we  cannot  account 
for  satisfactorily,  a thrombosis  of  the  lateral 
sinus,  puriform  thrombi  with  leukocytes  and  bac- 
teria demonstrable  in  the  smear.  I cannot  explain 
this,  although  I think  it  is  of  some  importance  in 
explaining  the  terminal  events  in  the  patient’s  life. 

I forgot  to  mention  that  there  was  cystitis  and 
pyelitis.  We  interpret  that  as  of  paralytic  origin. 

There  were  thrombi  in  the  pulmonary  arterie' 

1 presume  that  and  the  lateral  sinus  were  connected. 

Dr.  Cabot:  Anybody  who  is  willing  to  exclude 
multiple  scleros's  in  such  a case  when  he  remembers 
the  extraordinary  number  of  clinical  pictures 
which  we  have  seen  associated  with  it  is  a rash 
man.  I think  we  can  scarcely  exaggerate  the 
variety  of  clinical  pictures  we  can  get  with  multi- 
ple sclerosis.  The  only  thing  that  was  much 
against  tabes  was  the  cell  count  in  the  opir.al 
fluid,  and  if  there  had  been  very  active  treatment 
recently  that  would  not  have  been  at  all  extraor- 
ninary.  Certainly  there  are  few  casco  of  tabes 
that  show  no  increase  of  cells. 

Q.  Did  any  of  the  clinicians  who  saw  this  pa- 
tient make  the  diagnosis  of  multiple  scierosis  ? 

Ans.  No;  they  merely  brought  up  the  possibility. 
ANATOMIC  DIAGNOSIS 

Multiple  sclerosis. 

Acute  bronchopneumonia. 

Thrombosis  of  the  lateral  sinus. 
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CASE  OF  UNEXPLAINED 
HEMATEMESIS 

(Case  15452,  Cabot’s  Case  Records,  from  N.E.J. 
of  M.,  Nov.  7,  1929,  p.  948). 

Case  History 

First  Admission.  An  American  steamfitter  fif- 
ty-eight years  old  was  sent  in  by  a physician  July 
3,  nearly  three  years  before  his  final  admission,  for 
study  of  anemia.  The  patient’s  own  chief  com- 
plaints were  epigastric  pain,  rapid  heart  and  weak- 
ness. He  was  so  deaf  that  the  reliability  of  the 
history  is  doubtful. 

A year  before  admission  he  began  to  have  a dull 
ache  in  the  left  epigastrium  extending  to  midepi- 
gastrium and  radiating  to  both  lower  chests,  more 
often  to  the  left.  It  occurred  two  or  three  times 
a week,  usually  about  half  an  hour  after  eating, 
and  was  relieved  by  hot  water  and  soda.  It  was 
accompanied  by  eructations  of  gas  with  partial  re- 
lief. When  untreated  it  usually  lasted  two  hours. 
By  regulating  his  diet,  especially  by  avoiding  greasy 
food,  he  found  the  attacks  were  infrequent  and  not 
troublesome.  Seven  months  before  admission  he 
found  on  getting  up  in  the  morning  that  his  heart 
was  very  rapid.  He  had  no  other  cardiac  symp- 
toms. He  had,  however,  often  been  dizzy  in  the 
past  seven  months.  He  stopped  working  for  three 
months.  The  attacks  of  palpitation  continued  to 
occur  at  regular  intervals  wdth  and  without  ex- 
ertion and  excitement.  He  was  very  weak  during 
the  attacks  and  sometimes  in  the  intervals.  In 
February  he  came  to  the  Out-Patient  Department. 
Examination  showed  the  heart  not  enlarged,  action 
slow,  an  apical  systolic  murmur.  An  electrocardio- 
gram showed  normal  rhythm,  rate  70.  X-ray  show- 
ed no  evidence  of  organic  disease  of  the  stomach 
or  duodenum.  Basal  metabolic  rate  -8.  Blood: 
reds  5,070,000,  slight  variation  in  size  and  shape. 
In  April  he  returned  to  work  for  six  weeks.  Then 
he  had  to  stop  on  .account  of  weakness  and  pal- 
pitation. For  several  months  the  attacks  of  epi- 
gastric pain  had  occurred  after  nearly  every  meal. 
During  the  past  six  weeks,  he  had  had  frontal 
morning  headaches,  relieved  immediately  on  lying 
down.  Two  weeks  before  admission  these  stopped. 
He  had  recently  noticed  black  stools  and  he  thought 
some  red  ones.  He  had  had  no  colic,  vomiting, 
hematemesis,  nausea  or  jaundice.  He  had  some 
gas.  He  had  lost  possibly  ten  pounds  since  the 
onset.  For  the  past  three  weeks  he  had  felt  better. 

His  family  history  is  unimportant.  His  past 
history  shows  gonorrhea  thirty-five  years  before 
admission,  with  no  recurrence,  many  boils  lanced 
eight  years  before  admisson,  and  “catarrhal  deaf- 
ness” for  six  years. 

Clinical  examination  showed  an  obese  man  ly- 
ing quietly  in  bed  in  no  apparent  distress.  Skin 
and  mucous  membranes  somewhat  pale,  with  only 
a suggestion  of  lemon  yellow  tinge.  Heart  mod- 
erately hypertrophied.  A soft  systolic  murmur  at 
the  apex,  transmitted  to  the  axilla.  Blood  pressure 
160/90.  Abdomen  soft;  no  spasm,  tenderness  or 
masses.  Left  indirect  inguinal  hernia  and  absence 
(congenital?)  of  left  testicle.  Rectal  examination 
negative. 

Uhine:  amount  not  recorded,  no  abnormalities  ex- 
cept 2 to  5 leukocytes  at  1 of  44  examinations. 
Blood:  4,900  to  7,100  leukocytes,  76  to  60  per  cent 
polymorphonuclears,  hemoglobin  50  to  70  per  cent, 
reds  1,850,000  to  3,900,000,  one  smear  normal,  one 
showed  slight  achromia,  a third  some  poikilocytosis 
with  an  occasional  tailed  cell,  marked  anisocytosis 


with  many  macrocytes,  platelets  reduced  little  if  at 
all.  Wassermann  negative.  Fasting  contents  of 
stomach:  10  c.c.  cloudy  grayish  sour  material,  free 
HC1  4,  total  HC1  32,  guaiac  negative.  Test  meal: 
22  c.c.,  similar  material,  free  HC1  32,  total  HC1  52, 
guaiac  negative.  Stools  negative. 

X-ray  examination  with  a barium  enema  showed 
no  evidence  of  organic  disease  of  the  colon.  Ex- 
amination of  the  chest  showed  the  lungs  clear  ex- 
cept for  several  calcified  glands  at  each  hilus.  The 
cardiac  shadow  was  slightly  increased  both  to  right 
and  left.  (Right  5.7  cm.,  left  9,  chest  26.) 

Fulse  100  at  admission;  otherwise  chart  not  re- 
markable. 

The  patient  did  extremely  well  on  the  Minot- 
Murphy  diet.  He  had  no  attacks  of  palpitation  or 
other  symptoms.  July  14  he  was  discharged. 

History  of  interval.  After  leaving  the  hospital 
he  continued  to  do  very  well  on  the  liver  diet, 
though  he  still  had  attacks  of  palpitation.  He 
was  troubled  with  gas  by  mouth  and  by  rectum, 
often  accompanied  by  dull  burning  sub-sternal  pain 
usually  occurring  at  bed  time,  never  severe,  re- 
lieved by  belching  and  soda.  Occasionally  he  in- 
duced vomiting  for  relief  of  gas.  For  three  months 
before  his  second  admission  he  had  felt  in  relative- 
ly excellent  health  except  for  inconvenience  from 
his  inguinal  hernia.  Three  weeks  before  his  sec- 
ond admission  this  became  irreducible  and  very 
painful. 

Second  admission.  December  6,  seventeen 
months  after  his  discharge,  he  reentered. 

He  was  now  well  nourished,  not  obese.  The 
hernia  was  successfully  reduced  on  December  24. 
Then  he  vomited  coffee  grounds  material  and 
passed  tarry  stools  for  the  next  four  days.  On 
examination  December  28  his  skin  and  mucous 
membranes  were  pale.  Rectal  examination  showed 
tarry  stools  which  gave  a strongly  positive  guaiac. 

Laboratory  data  after  December  28.  Urine: 
amount  not  recorded,  no  abnormalities  except  rare 
leukocytes  at  four  of  five  examinations.  Blood  De- 
cember 28:  hemoglobin  55  per  cent,  reds  2,208,000, 
no  achromia  (reds  showed  more  hemoglobin  than 
normal),  marked  anisocytosis  with  scattered  macro- 
phages, moderate  poikilocytosis;  intense  polychro- 
matophilia,  no  stippling;  10,000  leukocytes,  70  per 
cent  polymorphonuclears,  numerous  young  poly- 
morphonuclears and  others  with  multilobular  nu- 
clei; reticulated  cells  13.1;  platelets  appearing  nor- 
mal. Clotting  time  4y2  to  5 minutes.  Fragility 
test  began  .46,  complete  .38.  Non-protein  nitrogen 
31  mgm.  January  9 hemoglobin  65  per  cent,  reds 
3,800,000  slight  achromia  and  variation  in  size,  a 
few  diffuse  basophilic  cells,  6,500  leukocytes,  a few 
immature  polymorphonuclears,  platelets  normal, 
reticulated  cells  1 to  2 per  cent. 

Chart  after  December  28  not  remarkable. 

December  31  the  stools  gave  a very  strongly  pos- 
itive guaiac.  The  patient  was  symptom  free,  how- 
ever, and  after  January  1 the  stools  were  negative. 
January  12  x-ray  showed  a large  accessory  pocket 
arising  from  the  posterior  gastric  wall  just  off  the 
lesser  curvature.  The  rest  of  the  stomach  and  duo- 
denal wall  were  normal.  At  twenty-four  hours 
the  head  of  the  barium  column  had  reached  the 
rectum;  the  pocket  in  the  stomach  wall  remained 
filled. 

The  patient  continued  to  gain.  A surgical  con- 
sultant advised  postponing  operation  as  long  as  the 
patient  u'as  comfortable  on  medical  treatment.  Jan- 
uary £3  the  patient  was  discharged. 

History  of  interval:  He  kept  faithfully  to  the  re- 
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gime  prescribed,  gained  in  strength  and  weight  and 
was  symptom  free  for  the  first  seven  months  ex- 
cept for  gas  and  sour  eructations.  Seven  months  be- 
fore his  third  admission  he  began  to  have  cramp- 
like pains  in  the  medepigastrium,  constipation  and 
gas.  X-ray  showed  a “pocket  in  his  stomach.” 
Four  weeks  before  readmission  he  began  to  have 
slight  cramp-like,  gnawing  pain  in  the  epigastrium 
coming  several  times  a day  without  relation  to 
meals  and  lasting  only  a short  time.  April  21, 
after  feeling  very  well,  he  had  itching  over  the 
whole  body  followed  by  a chilly  feeling,  then  by  hot 
flushes.  Later  in  the  day  he  passed  dark  red 
stools. 

Third  admission.  April  23,  fifteen  months  after 
his  discharge,  he  reentered. 

On  examination  he  was  still  well  nourished, 
though  he  had  perhaps  lost  some  weght.  The  ar- 
terial walls  were  palpable  and  tortuous.  Blood  pres- 
sure 155/98  to  127/78.  The  fundi  showed  arter- 
iosclerosis. 

Before  operation  urine  much  as  before,  hemo- 
globin 50  to  60  per  cent,  reds  2,840,000  to  3,850,- 
000,  moderate  achromia,  platelets  normal,  8,800 
leukocytes,  72  per  cent  polymorphonuclears.  Hinton 
negative.  Stools  tarry  at  three  of  seven  examina- 
tions, guaiac  strongly  positive  at  four,  positive  at 
two  more. 

Before  operation  chart  normal  except  for  a rise 
in  temperature  (100°)  and  pulse  (111)  on  April 
29. 

The  patient  had  no  symptoms.  The  stools  con- 
tinued however,  to  show  a positive  Guaiac.  May 
11  operation  was  done.  The  wound  showed  some 
serous  discharge  and  was  somewhat  slow  in  heal- 
ing. Following  a sneeze  it  was  found  wide  open. 
During  anesthetization  for  resuture  the  patient 
strained,  forcing  out  loops  of  small  intestine.  He 
developed  a pneumonia.  The  wound  showed  pus. 
June  7 he  died. 


Discussion  by  Dr.  Howell  Randolph,  Phoenix 

There  are  very  few  symptoms  in  this  case  that 
can  not  be  explained  by  one  diagnosis,  and  that 
diagnosis  related  to  something  wrong  with  the 
stomach  or  upper  gastro-intestinal  tract.  The 
chronicity  and  periodicity  of  the  attacks  are  char- 
acteristic of  ulcer  of  the  stomach  or  more  com- 
monly ulcer  of  the  duodenum. 

Stewart,  in  1500  necropsies,  found  8.7  per  cent 
ulcers,  equally  distributed  between  stomach  and 
duodenum.  He  states  that  the  chronic  ulcer  is 
more  common  in  the  duodenum,  3.9  per  cent 
against  1.9  per  cent  chronic  ulcers  of  the  stomach. 
Acute  ulcers  of  the  stomach  are  usually  multiple 
although  chronic  gastric  ulcers  are  almost  invar- 
iably single.  Perforation  and  hemorrhage  from 
gastric  ulcer  are  almost  always  found  in  the  acute 
type  of  ulcer.  If  symptoms  of  ulcer  have  persisted 
for  a long  time  prior  to  hemorrhage  the  chances 
are  that  at  the  post  mortem  acute  secondary  ulcer 
will  be  found  to  be  the  site  of  the  hemorrhage. 

In  this  case  the  acidity  is  not  altered  to  any  ex- 
tent. Few  clinicians  now  accept  the  presence  of 
high  acidity  as  a factor  in  the  etiology  of  gastric 
ulcer.  Hyperchlorhydria  is  probably  secondary  to 
ulcer  irritation  or  to  accompanying  surrounding 
acid  gastritis.  High  acid  has  been  shown  not  to  be 
the  cause  of  the  pain  in  ulcer  as  the  more  severe 
pain  ii  not  found  to  correspond  to  the  high  point 
on  the  acid  curve.  Pain  has  been  shown  to  be  most 
severe  at  the  time  the  paristaltic  wave  passes 
the  site  of  the  ulcer  and  the  duration  of  the  pain 


spasm  is  definitely  related  to  the  duration  of  the 
spastic  contraction  of  the  paristaltic  wave  at  the 
s-te  of  the  ulcer.  Acid  values  vary  more  with  the 
site  of  the  ulcer  than  with  the  duration.  If  the 
ulcer  is  not  placed  near  the  pylorus  the  acid  values 
are  seldom  much  altered.  If  there  is  a certain 
amount  of  stasis  due  to  pyloric  spasm,  the  acid  will 
rise,  evidently  in  an  attempt  to  open  the  pyloric 
sphincter.  The  symptom  of  pain  after  meals  which 
has  been  interpreted  for  so  long  as  diagnostic  of 
ulcer,  is  of  considerable  value  in  localizing  the 
lesion.  If  located  on  the  fundus  of  the  stomach, 
pain  will  come  on  in  one-half  to  one  hour  after 
meals,  depending  on  the  size  of  the  meal  and  the 
extent  of  the  ulcer  and  the  amount  of  pyloric 
spasm.  If  located  at  the  pylorus,  pain  will  come 
on  one  to  one  and  a half  or  two  hours  after  meals, 
and  if  pain  comes  on  five  or  six  hours  after  meals 
the  location  of  the  lesion  is  most  likely  to  be  duo- 
denum. If  pain  becomes  more  constant  and  more 
of  a soreness,  the  probabilities  are  that  the  ulcer 
has  become  of  the  perforating  type  and  that  ad- 
hesions have  formed  to  some  other  viscus. 

It  may  be  that  a history  of  relief  from  pain  in 
certain  postures  may  be  elicited  in  this  type  of 
case. 

The  string  test  is  one  which  has  been  used  with 
some  .success  in  locating  ulcers.  This  consists  of 
requiring  the  patient  to  swallow  a small  bead 
tied  to  a string  which  is  long  enough  to  allow  the 
bead  to  pass  down  as  far  as  the  upper  duodenum. 
After  the  string  has  been  in  place  all  night  it  is 
removed.  Bile  stains  will  be  seen  at  the  site  of 
the  ampulla  of  Vater  and  ulcer  stains  will  be  shown 
at  some  point  higher  on  the  cord.  This  gives  the 
exact  distance  of  the  ulcer  from  the  ampulla. 

In  the  present  case  it  would  seem  that  the  entire 
picture  is  explained  by  gastric  ulcer  not  discovered 
on  first  examination  but  later  perforating  to  form 
a diverticulum  on  the  posterior  wall  of  the  stomach. 
Repeated  hemorrhages  would  account  fully  for  the 
blood  changes  even  to  the  count  which  showed 
color  index  of  more  than  1,  as  this  is  not  an  infre- 
quent occurrence  in  severe  secondary  hemorrhage. 
Each  hemorrhage  has  probably  been  caused  by  an 
ncrease  in  the  ulceration.  Carcinoma  is  hardly 
likely  in  this  case  as  patient  is  well  nourished  and 
the  hemorrhages  are  not  characteristic. 

The  cause  of  death  was  peritonitis  and  pneumo- 
nia. The  stomach  pathology  was  perforating  ulcer 
with  diverticulum.  There  was  hypertension  and 
arteriosclerosis  which  contributed  to  the  causation 
of  hemorrhages. 


Discussion  by  Dr.  Orville  H.  Brown,  Phoenix 

The  criteria  to  the  diagnosis  seem  to  lie  in  the 
second  paragraph:  Indigestion,  periodically  rapid 
heart,  palpitation,  profound  weakness,  apical  sys- 
tolic murmur,  frontal  morning  headaches,  black 
tarry  stools.  He  had  been  ill  for  seven  months. 
Blood  count  and  metabolism  were  normal.  X-ray  of 
gastrointestinal  tract  was  also  negative.  Presum- 
ably the  thyroid  was  normal.  The  one  definite  thing 
in  this  record,  so  far,  is  the  cardiac  murmur.  The 
blood  in  stools  may  be  a valuable  symptom  or  it 
may  mean  nothing  as  far  as  present  knowledge 
goes. 

At  the  time  of  entering  the  hospital  the  heart 
had  become  moderately  hypertrophied  which  means 
dilated  and  the  systolic  murmur  was  transmitted 
to  the  axilla.  By  this  time  he  had  become  marked- 
ly anemic.  The  anemia,  except  for  the  absence  of 
normoblasts  and  megaloblasts,  might  be  considered 
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typical  of  pernicious  anemia.  The  high  color  index 
especially  was  suggestive  of  pernicious.  The 
color  of  the  blood  suggests  a bleeding  from  high  up 
in  the  gastrointestinal  tract.  Bleeding  from  ali- 
mentary canal  is  common  in  pernicious  anemia. 
The  vomiting  of  the  coffee  ground  material  indi- 
cates that  the  bleeding  came  from  the  stomach. 
The  acidity  of  the  gastric  contents,  however,  was 
unusually  high  for  pernicious  anemia.  Subsequent 
examinations  have  nothing  to  say  of  the  cardiac 
condition;  hence  the  heart  must  have  improved. 
The  bleeding  from  the  gastrointestinal  tract,  how- 
ever, continued  and  the  anemia  at  times  was  a se- 
rious factor.  At  his  second  admission  to  the  hos- 
pital an  accessory  pocket  on  the  posterior  wall  of 
the  stomach  was  found.  This  indicates  an  ulcer 
which  had  probably  existed  for  a considerable  pe- 
riod and  probably  explained  the  bleeding. 

My  diagnosis  then  is:  Endocarditis;  secondary 
anemia;  gastric  ulcer;  gastric  pocket;  pneumonia. 

Discussion  by  Dr.  W.  Warner  Watkins,  l’hoenix 

This  is  an  interesting  and  profitable  case  to 
study,  because  we  have  a condition  to  analyze 
which  persisted  more  or  less  during  four  years, 
and  yet  which  was  not  the  immediate  cause  of 
death.  In  the  end,  following  an  operation  for 
some  condition  which  we  have  no  reason  to  believe 
would  have  killed  the  patient,  he  contracted  pneu- 
monia and  died. 

The  condition  we  are  to  study  showed  its  first 
symptoms  four  years  before  death,  by  a dull  ache 
in  the  epigastrium  radiating  to  lower  chest;  this 
ache  came  on  two  or  three  times  a week  after  eat- 
ing and  wore  off  in  about  two  hours  if  untreated, 
but  could  be  relieved  by  hot  water  and  soda.  By 
watching  his  diet  and  avoiding  greasy  foods,  he 
could  control  the  attacks.  He  suffered  like  this 
for  seven  months,  during  which  time  he  was  often 
dizzy,  with  palpitation  not  related  to  exertion,  and 
weakness,  forcing  him  to  stop  work  during  three 
months. 

Seven  months  after  this  epigastric  pain  started, 
he  came  in  February  to  the  outpatient  department 
for  advice  and  was  examined.  They  evidently  sus- 
pected his  stomach,  his  heart,  his  thyroid  and  his 
blood,  because  they  examined  all  and  found  re- 
sults all  negative,  except  slight  anisocytosis.  In 
April  he  went  back  to  work,  and  had  to  stop  again 
after  six  weeks  on  account  of  palpitation  and 
weakness,  with  the  epigastric  pain  after  nearly 
every  meal;  then  he  developed  frontal  headaches 
and  noticed  tarry  stools. 

That  is  his  history  for  the  first  year,  at  the  end 
of  which  period  he  came  upto  his  first  admission 
to  the  hospital, — in  July.  Since  the  physical  and 
laboratory  examinations  which  were  all  negative, 
he  has  shown  one  other  symptom  of  importance; 
namely,  tarry  stools. 

Have  we  any  other  possibilities  than  those  men- 
tioned above,  namely: 

Organic  stomach  or  duodenal  lesion. 

Heart  disease. 

Thyroid  disease  or  other  endocrine  disturbance. 

Blood  disease. 

The  type  of  pain  and  the  effect  of  foods  would 
bring  the  gallbladder  into  the  picture  for  consider- 
ation. 

With  these  things  in  mind,  we  pass  to  the  first 
physical  examination.  An  obese,  pale  man  with 
only  slight  lemon  tinge,  whose  heart  appears  en- 
larged with  systolic  murmur,  normal  blood  pres- 
sure; no  abdominal  findings  except  inguinal  her- 
nia. This  tells  us  only  that  the  man  is  anemic, 


and  anemia  with  obesity  suggests  pernicious  ane- 
mia or  anemia  of  internal  hemorrhage.  We  come 
to  the  laboratory  examinations  with  these  two 
things  well  to  the  forefront  in  our  minds.  Urine 
helps  us  not  at  all,  because  incomplete.  The  first 
blood  picture  with  its  leucopenia,  reduction  in 
hemoglobin  (50)  but  relatively  greater  reduction  in 
red  cells  (1,850,000),  normal  cell  color,  variation  in 
size  and  shape  of  reds,  helps  along  the  idea  of  per- 
nicious anemia.  The  other  count,  showing  rapid  re- 
covery of  red  cells,  bringing  the  index  below  1, 
weakens  this  possibility.  Then  the  acid  in  the 
stomach,  and  negative  stools  (if  they  tested  for 
urobilin)  takes  most  of  the  foundation  for  diag- 
nosis of  pernicious  anemia  out.  Barium  enema 
examination  of  colon  was  negative  and  x-ray  of 
lungs  showed  them  negative,  with  heart  shadow 
slightly  enlarged.  Where  are  we  now? 

We  have  insufficient  basis  for  diagnosis  of  per- 
nicious anemia,  but  less  basis  for  anything  else  at 
this  time.  They  evidently  thought  the  same,  be- 
cause he  was  placed  on  the  Minot-Murphy  diet  and 
sent  on  his  way.  He  did  fairly  well,  though  his 
stomach  symptoms  continued  during  the  next  sev- 
enteen months.  He  had  some  palpitation  and  some 
trouble  with  his  hernia;  this  hernia  finally  became 
irreducible  and  brought  him  back  to  the  hospital 
in  December,  17  months  after  his  previous  exami- 
nation there.  His  hernia  was  reduced,  and  a little 
over  two  weeks  later  he  vomitied  coffee  grounds 
and  passed  this  tarry  blood,  when  he  again  gave 
blood  findings  suggesting  pernicious  anemia;  hemo- 
globin 55,  red  cells  2,200,000  being  a plus  index, 
and  much  variation  in  size  and  shape.  A few  days 
later  his  hbg.  was  65  and  red  cells  3,800,000,  and 
less  variation. 

At  this  time  a barium  meal  examination  of 
stomach  showed  an  entirely  new  finding, — an  ac- 
cessory pocket  arising  from  the  posterior  wall  of 
stomach  close  to  the  lesser  curvature,  which  re- 
mained filled  when  stomach  was  empty  after  24 
hours.  He  was  placed  on  medical  treatment,  which 
we  infer  was  directed  toward  the  organic  lesion 
of  the  stomach,  which  must  have  been  taken  for 
perforated  ulcer. 

We  have  all  the  essential  facts  and  should  make 
our  differential  diagnosis  at  this  point,  if  we  can 
ever  make  it. 

Pernicious  Anemia:-  We  put  this  first,  because 
this  was  evidently  the  diagnosis  first  made  by  the 
physician  in  charge.  Pernicious  anemia  has  several 
characteristics  which  are  well  represented  in  this 
patient’s  symptoms.  A persistent  anemia,  with 
weakness,  palpitation,  gastric  symptoms,  preserva- 
tion of  subcutaneous  fat,  remissions  and  recur- 
rences in  blood  picture,  hemic  heai’t  murmur,  all 
suggest  pernicious  anemia.  This,  with  improve- 
ment on  the  Murphy  diet,  would  be  sufficient  for 
many  people,  but  it  should  not  be  enough  for  those 
who  possess  the  critical  acumen  of  the  members 
of  this  Club.  Have  we  a right  to  diagnose  per- 
nicious anemia  without  achlorhydria,  glossitis,  sen- 
sory nerve  disturbances,  bilirubin  in  urine  or 
stools?  If  we  do,  we  should  have  a very  character- 
istic and  persistent  blood  picture  to  base  it  on,  and 
this  we  have  not.  There  is  nothing  anywhere  in  the 
blood  picture  that  could  not  result  from  hemor- 
rhage and  rapid  blood  repair.  The  only  unexplained 
symptoms  are  the  weakness  and  palpitation  ap- 
pearing early,  without  known  preceding  hemor- 
rhage. However,  it  is  easily  conceivable  that  this 
patient  may  have  been  having  internal  hemor- 
rhages and  never  paid  attention  to  tarry  stools.  We 
reject  the  diagnosis  of  pernicious  anemia. 
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Heart  Disease:  We  have  palpitation,  enlargement 
of  heart,  weakness,  systolic  murmur.  We  cannot 
find  enough  basis  for  diagnosis  of  heart  disease. 

Endocrine  disease:  Too  little  basis  for  this. 

Liver  or  gall  bladder  disease:-  Cirrhosis  of  the 
liver  should  always  be  thought  of  in  hemorrhage 
from  .upper  intestinal  tract,  but  the  course  is  long 
and  there  are  no  corroborative  symptoms.  The 
character  of  pain  and  its  relation  to  food  should 
make  us  think  of  the  gallbladder,  and  if  this 
pocket  had  not  shown  up,  and  if  the  hemorrhages 
had  not  kept  coming,  we  would  have  considered 
t very  seriously. 

Organic  stomach  lesion:-  Every  symptom  in  this 
patient  can  be  explained  by  ulcer  of  the  posterior 
wall  of  the  stomach,  with  repeated  hemorrhages, 
rnd  eventual  perforation  with  formation  of  an  ac- 
cessory pocket.  We  must  assume  hemorrhages  in 
the  early  stage  of  the  disease  and  must  assume 
that  the  ulcer  existed  at  the  first  x-ray  examination 
and  escaped  detection  by  x-ray.  Posterior  wall 
ulcers  are  the  most  easily  overlooked.  Analysis 
cf  the  hlcod  findings  suggest  to  me  rapid  recovery 
from  hemorrhage,  rather  than  remission  of  per- 
nicious anemia. 

There  is  a secondary  anemia  of  the  pernicious 
type,  regarding  which  Loewenberg  has  this  to  say:- 
“It  is  a form  in  which  there  is  a great  reduction 
in  the  erythrocytes,  the  presence  of  embrytonic 
red  cells,  a moderate  reduction  in  hemoglobin,  re- 
sulting in  a high  color  index,  and  little  or  no 
change  in  the  differential  leucocyte  count.  It  is 
found  in  cases  of  prolonged  hemorrhage,  malignant 
disease,  malarial  cachexia,  and  certain  intestinal 
parasites.  Th  peatient  is  pale,  weak  and  dyspneic.” 

We  have  not  taken  up  a discussion  of  malignant 
disease  of  the  stomach,  though  this  might  well  be 
considered  and  discussed.  We  do  not  see  how  a 
different'ation  between  benign  ulcer  with  perfor- 
ation and  malignant  ulceration  can  be  made.  The 
rapidly  changing  blood  picture  is  more  like  ulcer 
with  hemorrhage  than  malignancy. 

Diagnosis:-  Ulcer  on  posterior  wall  of  stom- 
ach, with  eventual  perforation,  and  formation  of 
extra-gastric  pocket.  Blood  findings  and  accom- 
panying symptoms  due  to  secondary  anemia  fol- 
lowing pers'stent  and  prolonged  hemorrhage. 

Cause  of  death:-  Wound  infection  and  pneumonia 
subsequent  to  operation. 


Discussion  by  Dr.  Chester  M.  Jones,  Boston 

(Abstracted) 

All  we  have  up  to  the  second  admission  is  t'he 
story  suggestive  of  gastro-intestinal  hemorrhage 
with  associated  symptoms  of  anemia.  I think  the 
gastro-intestinal  symptoms  somewhat  suggestive  of 
ulcer.  They  have  gone  on  for  a year.  Most  of  our 
patients  with  cancer  of  the  stomach  present  a story 
of  only  a few  months.  This  is  rather  longer  than 
the  history  of  the  average  case  of  cancer  of  the 
stomach.  It  is  a little  unusual  in  cases  of  peptic 
ulcer  to  have  symptoms  begin  at  the  age  of  fifty- 
seven.  We  still  have  to  consider  two  causes  of  tarry 
stools,  polyposis,  a very  rare  disease,  and  diverticu- 
litis. Diverticulitis  is  very  rarely  associated  with 
hemorrhage.  Usually  there  is  hematemesis  with 
cirrhosis  before  we  get  tarry  stools.  But  that  has 
to  be  considered  as  a cause  of  the  anemia  which  I 
believe  he  has. 

The  physcial  examination  does  not  help  us  very 
much.  He  is  a little  palfc  and  there  is  a slight  sug- 
gestion of  lemon  yellow  tinge.  The  urine  is  essen- 
tially negative.  He  has  an  anemia;  there  is  no  ques- 
tion about  that.  His  red  count  cannot  have  increas- 
ed that  much  in  bleven  days  unless  he  really  had 


pernicious  anemia  and  responded  most  promptly  to 
the  liver  diet.  Perhaps  the  blood  counts  are  not  en- 
tirely correct  because  of  variations  in  blood-count- 
ing pipettes.  It  is  fair  to  say  this  man  has  an  an- 
emia. I do  not  know  how  much  it  is,  but  it  is  fair- 
ly severfe,  somewhere  near  3,000,000  with  a hemo- 
globin of  about  60  per  cent.  That  is  certainly  not 
a very  low  color  index,  neither  is  a high  one. 
There  is  no  leukocytosis,  and  the  differential  count 
is  normal.  A diagnosis  of  achromia  based  on  the 
smear  is  a very  dangerous  diagnosis  to  makie,  be- 
cause in  making  a smear  we  sometimes  squeeze  the 
red  cells  too  much,  so  that  they  look  paler  than  they 
are.  Those  findings  are  entirely  consistent  with  any 
chronic  anemia,  and  we  have  every  reason  to  doubt 
that  Out-Patient  Department  red  count.  His  doc- 
tor was  probably  correct,  as  doctors  usually  are 
when  they  send  in  patients  with  definite  statements 
about  them. 

Macrocytes  are  supposed  to  be  characteristic  of 
pernicious  anemia.  If  they  were  macrocytes  I hesi- 
tate before  saying  thjr-  patient  did  not  have  perni- 
cious anemia.  We  may  have  variation  in  the  size 
of  the  red  cells  in  any  severe  anemia.  I am  going 
to  put  a question  mark  after  that  blood  smear.  It  is 
not  sufficient  to  make  a diagnosis  on. 

The  stomach  analysis  shows  that  there  is  no  stasis 
here.  Those  are  perfectly  normal  stomach  contents. 
That  is  very  definite  evidence  against  pernicious 
anemia.  We  have  only  one  case  of  pernicious  an- 
emia on  record  at  this  hospital  with  free  acid  in  the 
stomach  contents,  and  I believe  such  a diagnosis 
here  is  untenable. 

I think  the  diagnosis  made  at  the  first  entry  was 
probably  questionable  pernicious  anemia.  He  left 
the  hospital  so  far  as  I am  concerned  without  a 
diagnosis  except  anemia,  probably  due  to  disease  in 
the  gastro-intestinal  tract. 

He  comes  in  five  months  after  his  discharge  with 
most  of  his  symptoms  improved.  Thei  anemia  prob- 
ably is  very  much  diminished.  His  gastro-intestinal 
symptoms  are  much  improved.  He  comes  in  for  an- 
other reason,  namely,  hernia.  One  wonders  wheth- 
er hernia  alone  caused  the  previous  story.  I doubt 
it. 

All  the  blood  findings  can  be  explained  this  time 
on  the  basis  of  brisk  hemorrhage.  | Brisk  hemor- 
rhage with  a good  marrow1  should  give  a rapid  in- 
crease in  reticulated  cells.  It  should  give  polychro- 
matophilia,  should  give  normal  or  increased  plate- 
lets, should  give  poikilocytosis.  I do  not’  think  the 
blood  findings  mean  anything  more  than  a normal 
reaction  to  fairly  brisk  hemorrhage. 

The  clotting  time  is  normal. 

The  figures  for  the  fragility  test  are  closer  to- 
gether than  normal,  as  is  frequently  seen  immedi- 
ately after  a hemorrhage. 

I should  say  he  has  a good  bone  marrow,  and  his 
blood  has  come  back  as  well  as  any  patient’s  under 
such  conditions  might.  There  is  no  evidence  here  of 
pernicious  anemia.  I am  still  against  such  a diag- 
nosis. Pernicious  anemia  does  not  give  gastric 
hemorrhages. 

He  can  have  logically  one  of  two  things — peptic 
ulcer  which  has  been  walled  off  and  partially  pene- 
trated. Certain  things  fit  in  with  this.  The  story 
is  not  atypical  of  ulcer  more  typical  of  a large  di- 
verticulum of  the  stomach  which  has  become  eroded. 
My  diagnosis  lies  between  those  two  diagnoses.  He 
obviously  has  a large  excavation  connected  with 
the  stomach. 

I do  not  think  we  need  to  consider  other  causes 
for  hematemesis  such  as  cirrhosis  of  the  liver. 

I should  like  to  put  in  one!  more  possible  diagno- 
sis, leiomyosarcoma  of  the  stomach  because  of  the 
ulcerative  lesion.  I should  say  leiomyosarcoma 
would  fit  in  perfectly  with  the  story.  We  have  this 
excavation  or  diverticulum.  So  far  as  I know  pen- 
etrating lesions  do  not  occur  in  leiomyosarcoma.  The 
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duration  of  the  disease  and  the  clinical  story  would 
fit  in  perfectly. 

I presume  the  operation  was  resection  of  the  ul- 
cerated cavity  or  diverticulum. 

PRE-OPERATIVE  DIAGNOSIS 

Carcinoma  of  the  stomach. 

OPERATION 

Paramedian  incision  to  the  left  of  the  median 
line.  The  spinal  anesthesia  was  unsatisfactory  and 
it  was  necessary  to  supplement  it  with  ether.  On 
exploration  the  stomach  showed  no  evidence  of  car- 
cinoma or  ulcer.  The  pylorus  was  unusually  large, 
with  very  little  musculature.  At  the  cardiac  end 
near  the  esophageal  opening  there  was  a small 
pouch.  Both  the  greater  and  lesser  omentum  were 
extremely  fatty,  so  that  exploration  was  extremely 
difficult.  There  was  no  induration  or  tumor  any- 
where palpable.  The  liver  was  about  half  normal 
size.  It  was  smooth  in  contour  and  normal  in  color. 
It  showed  no  signs  externally  of  disease.  The  left 
lobe  was  almost  entirely  missing,  so  that  the  dome 
of  the  diaphragm  could  be  plainly  seen  with  the 
central  tendon.  The  spleen  lay  in  close  contact  with 
the  esophageal  end  of  the  stomach.  The  gall  blad- 
der was  negative.  Palpation  of  the  entire  length  of 
the  large  intestine  was  negative  except  that  there 
were  hard  fecal  masses  in  the  sigmoid.  The  small 
pouch  at  the  cardiac  end  of  the  stomach  did  not 
seem  to  correspond  accurately  with  the  x-ray  pic- 
ture, as  it  was  about  the  siz,e  of  the  last  joint  of  the 
thumb'  and  had  a good  sized  opening  into  the  stom- 
ach. There  seemed  no  indication  to  open  into  the 
lumen  of  the  stomach.  The  wound  was  closed  with- 
out drainage. 

FURTHER  DISCUSSION 

He  did  have  a diverticulum  in  the  stomach.  I 
think  that  is  the  reason  for  his  bleeding.  The  vari- 
ation from  the  x-ray  pieutres  ! think  is  very  inter- 
esting. In  the  first  place  the  difference  in  size  be- 
tween the  x-ray  and  what  they  found.  In  the  sec- 
ond place  he  may  have  had  some  ulceration.  The 
actual  lumen  connected  with  that  diverticulum  was 
very  small  at  times  and  may  have  been  very  small 
when  he  was  x-rayed. 

There  is  only  one  othfr  possibility,  that  is  the 
man  may  have  a diverticulum  which  completely  mis- 
led the  surgeons.  That  is,  he  may  have  had  cirrho- 
sis of  the  liver  with  esophageal  varices  to  account 
for  the  hemorrhage,  and  the  diverticulum  may  have 
been  put  in  to  make  it  hard.  It  is  usually  true  that 
diverticulum  does  not  cause  symptoms.  The  finding 
of  a diverticulum  is  usually  an  x-ray  finding.  But 
I am  not  sure  that  in  individual  cases  it  can  not 
cause  symptoms.  A pocket  like  this  might  well 
cause  the  symptoms  of  which  he  complained.  I am 
under  the  impression  that  gastric  diverticula  bleed 
more  frequently  than  those  found  in  the  large  bow- 
el. In  this  case  we  may  have  to  make  two  diagno- 
ses. I should  say  he  certainly  has  diverticulitis  of 
the  stomach.  He  may  have  cirrhosis  of  the  liver 
with  esophageal  varices. 

DR.  CHESTER  M.  JONES-'  DIAGNOSIS 

Diverticulitis  of  the  stomach. 

Possibly  cirrhosis  of  the  liver  with  esophageal 
varices. 


Discussion  on  Autopsy  by  Dr.  Tracy  B.  Mallory, 
Boston 

There  were  two  important  findings,  one  of  which 
was  correctly  diagnosed  as  a diverticulum  of  the 
stomach.  This,  I believe,  however,  was  not  the 
cause  of  the  symptoms,  but  a large  penetrating  ul- 
cer on  the  posterior  surface  of  the  duodenum,  div- 
ing into  the  head  of  the  pancreas.  It  was  entirely 
on  the  posterior  surface.  Even  at  autopsy,  palpat- 
in  the  duodenum  from  the  outside  I was  unable  to 


feel  the  ulcer.  I did  not  find  it  until  I actually 
opened  up  the  duodenum. 

So  far  as  the  surgeon’s  note  on  the  size  of  the 
liver  is  concerned,  certainly  thirty  per  cent  of  sur- 
geons’ notes  on  the  condition  of  the  liver  at  opera- 
tion are  entirely  wrong  according  to  post  mortem 
examination.  I very  seldom  trust  them.  It  was  a 
perfectly  normal  liver  weighing  1700  grams.  I do 
not  think  the  surgeon  was  to  be  blamed  in  not  feel- 
ing that  ulcer  in  the  duodenum,  because  it  was  on 
the  posterior  surface,  practically  buried  in  the  head 
of  the  pancreas.  There  were  a great  many  old  ad- 
hesions, one  of  which  ran  from  the  transverse  colon 
down  into  the  inguinal  ring.  Another  ran  from  the 
apex  of  the  diverticulum  to  the  lower  pole  of  tht 
spleen.  So  that  it  is  probable  that  this  is  a so-called 
traction  divei’ticulum. 

His  heart  was  hypertrophied,  420  grams,  slightly 
above  normal.  He  had  a moderate  degree  of  arteri- 
osclerosis and  some  scars  in  his  aorta  that  were  sug- 
gestive of  syphilis.  He  had  a hypostatic  pneumonia 
and  a local  peritonitis  just  beneath  the  operative 
wound. 

The  kidneys  were  practically  normal.  They  show- 
ed a relatively  slight  degree  of  arteriosclerosis. 

There  is  one  statement  of  Dr.  Jones’  that  I disa- 
gree with,  in  reference  to  leiomyosarcoma.  In  a 
number  of  cases  on  record,  which  I have  been  look- 
ing up  recently,  diverticula  were  simulated  by  deep 
ulceration  of  an  external  myomatous  tumor  of  the 
stomach. 

ANATOMIC  DIAGNOSES 

1.  Primary  disease. 

Duodenal  ulcer. 

2.  Secondary  or  terminal  lesions. 

Diverticulum  of  the  stomach. 

B roncho-pneumonia. 

Hypertrophy  of  the  heart. 

Arteriosclerosis. 

DR.  JONES:  A surprising  thing  in  this  case  is 
I think  the  fact  that  this  man  had  such  unusual 
pain,  and  that  it  was  not  referred  to  his  back.  When 
there  is  a duodenal  ulcer,  perforated,  adherent  in 
the  region  of  the  back,  there  almost  always  is  pain 
in  the  back.  This  pain  was  epigastric,  if  anything 
higher  up.  It  is  strange  he  did  not  have  more  strik- 
ing pain  of  penetrating  ulcer.  One  thing  we  are 
sure  of  in  the  hospital  is  that  a penetrating  pos- 
terior duodenal  ulcer  is  a difficult  one  to  diagnose. 
The  diagnosis  usually  is  made  because  of  the  pa- 
tient’s symptoms  in  the  face  of  the  negative  x-rays. 
We  have  had  several  cases  lately  in  which  the  x-ray 
was  negative  or  only  suggestive  of  irritation  in  the 
duodenum,  yet  the  patient’s  pain  was  out  of  propor- 
tion to  the  findings.  There  may  be  no  tenderness 
on  examination  even  with  ulcer  that  is  penetrating, 
or  going  on  to  perforation.  It  is  surprising  how  lit- 
tle one  can  find  in  this  type  of  ulcer. 


SITUATIONS  WANTED 
WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections  en- 
able us  to  give  superior  service.  Aznoes  National 
Physicians’  Exchange,  30  North  Michigan,  Chicago. 
Established  1896.  Member  The  Chicago  Association 
of  Commerce. 


Eye,  Ear,  Nose  and  Throat  man  in  active  prac- 
tice and  good  standing,  experienced  and  accom- 
plished, desires  location  or  association  in  New 
Mexico  or  Texas  for  the  benefit  of  a warmer  cli- 
mate. Add.  Box  W,  Southwestern  Medicine. 
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AN  HOUR  WITH  DR.  CUREM 

This  play,  written  by  members  of  the 
Woman’s  Auxiliary  of  the  El  Paso  County 
Medical  Society,  and  given  to  entertain  vis- 
iting ladies  at  the  meeting  of  the  Medical 
and  Surgical  Association  of  the  Southwest, 
in  El  Paso,  November,  1930,  was  first  pre- 
sented before  a meeting  of  El  Paso  clubs  as 
a part  of  the  Auxiliary’s  program  to  pro- 
mote an  interest  in  periodic  health  exami- 
nations. This  activity  of  the  Auxiliary  fol- 
lows a very  effective  campaign  against  hay- 
fever  in  which  the  citizens  and  government 
of  El  Paso  were  stimulated  to  destroy  all 
weeds  within  the  city. 

DRAMATIS  PERSONAE 

Miss  Sweet,  nurse. 

Mrs.  Ivan  Ailment,  hypochondriac. 

Mrs.  Sylly,  operative  case. 

Mrs.  Ima  Wheeze,  hay-fever  patient. 

Mrs.  Fitz,  epileptic. 

Aunt  Mandy,  the  colored  nurse. 

Marjorie  Ann,  the  model  child. 

Mrs.  Eat  Moore,  patient  who  diets. 

Mrs.  B.  Swift,  society  woman. 

Scene:  Dr.  Cnrem’s  office,  with  nurse  seated  at 

Enter  Mrs.  Ivan  Ailment. 

Nurse.  Name,  please? 

Mrs.  A.  Mrs.  Ivan  Ailment. 

Nurse.  Age? 

Mrs.  A.  Do  I have  to  tell  that? 

Nurse.  Yes. 

Mrs.  A.  Well— 27. 

Nurse,  (looks)  27  Weight,  please? 

Mrs.  A.  Do  I have  to  tell  that,  too? 

Nurse.  Yes. 

Mrs.  A.  Well— 120. 

Nurse,  (looks)1,  120?  Are  your  parents  living? 

Mrs.  A.  No. 

Nurse.  What  caused  your  mother’s  death? 

Mrs.  A.  I did — at  birth,  (sobs) 

Nurse.  What  caused  your  father's  death? 

Mrs.  A.  Do  I have  to  tell  that? 

Nurse.  Well,  we’d  like  to  know. 

Mrs.  A.  It  wasn’t  anything  catching. 

Nurse.  Well,  what  was  it? 

Mrs.  A.  He  was  hung! 

Nurse.  Have  you  any  children? 

Mrs.  A.  Yes — Ivan.  Ivan  is  thirteen  and  so  ad- 
vanced for  his  age.  Of  course,  he  is  only  in  the  fifth 
grade,  but  he  has  been  ill  a great  deal.  And  he  has 
the  sweetest  nature — why,  only  yesterday,  he  threw 
the  cat  off  the  roof,  and,  when  his  father  most  un- 
sympathetically reproved  him  for  it,  he — 

Nurse,  (desperately)  Mrs.  Ailment,  have  you 
ever  had  any  contagious  diseases? 

Mrs.  A.  No,  but  Ivan  had  the  worst  case  of  scar- 
let fever  ever  seen  in  the  city  of  New  York. 

Nurse.  Have  you  had  your  tonsils  out? 

Mrs.  A.  Yes,  my  dear,  and  I never  saw  anything 
like  it!  I almost  died.  And  they  neglected  me 
frightfully.  I rang  and  rang  and  nobody  came,  and 
the  doctor  had  gone  to  the  theater.  Imagine  anyone 
going  to  the  theater  the  same  night  he’s  almost 
killed  a woman ! Did  you  ever  hear  of  anything  so 
completely  callous?  And  when  they  finally  came, 
after  almost  five  minutes,  they  gave  me  the  silliest 
excuse.  They  said  a woman  had  twins  in  the  ele- 
vator! 

Nurse.  Have  you  had  any  other  operations? 

Mrs.  A.  No,  but  Ivan  had  his  appendix  out  in 
June  and  I don’t  think  he  ought  to  be  back  in  school 
but  his  father  is  most'  unsympathetic.  I feel  I ought 


to  have  my  appendix  out — it  may  be  that  that  makes 
me  feel  so  queer  just  here  (places  hand  on  her  side) 
but  I couldn’t  find  a doctor  in  New  York  that  real- 
ized how  I suffered  sometimes.  None  of  them:  would 
operate;  you  know,  I think  they  found  some  condi- 
tion that  won’t  let  them  operate  and  they  just  won  t 
tell  me,  and  my  husband  is  so  unsympathetic,  you 
know  how  men  are,  you  have  to  be  dead  before  they 
think  there  is  anything  wrong,  and  he  seems  to 
think  that,  just  because  I dance  all  night  and  eat 
three  or  four  good  meals  a day,  I am  perfectly 
strong.  Well,  here  today  and  gone  tomorrow — I 
wouldn’t'  be  surprised  if  he  learned  to  his  sorrow. 
So  I don’t  know  what’s  the  matter  with  me.  That’s 
why  I came  for  a general  physical  examination,  but 
I am.  I want  to  have  my  annual  physical  examina- 
without  an  x-ray  picture  and  ten  laboratory  tests. 
(Sits  and  waits  for  the  doctor.) 

Enter  Mrs.  Sylly. 

Mrs.  S.  Good  morning,  Miss  Sweet. 

Nurse.  How  are  you  by  now,  Mrs.  Sylly? 

Mrs.  S.  That's  just  what  I came  for — to  see  how 
I am.  I want  t have  mv  annual  physical  examina- 
tion to  be  sure  nothing  happens  to  me  when  I don’t 
know  about  it.  Why,  they  took  me  to  the  hospital  on 
such  short  notice  when  I had  my  operation  that  I 
didn’t  even  have!  time  to  worry  about  it. 

Nurse.  That’s  fine.  Dr.  Curem  will  see  you  in  a 
few  minutes. 

Mrs.  S.  (Takes  chair.) 

(Off  stage)  Kerchoo!  Kerchoo!  Enter  Mrs. 
Ima  Wheeze. 

Mrs.  Wheeze.  Good  morning,  Miss  Sweet.  Is  the 
doctor  in? 

Nurse.  Good  morning,  Mrs.  Wheeze.  The  doctor 
is  busy  just  now.  Will  you  wait? 

Mrs.  Wheeze.  Yes,  thank  you.  I can  sneeze  as 
well  here  as  at  home. 

Nurse.  Isn’t  your  hayfever  any  better  since  you 
have  been  taking  the  inoculations? 

Mrs.  Wheeze.  Not  a bit,  but  it  might  have  been 
much  worse  without  them.  I react  to  so  many 
things : dog  hair,  canary  feathers,  baked  potatoes, 
even  my  husband’s  mustache  brings  on  a violent  at- 
tack. (Sits  down.) 

Mrs.  Ailment,  (to  Mrs.  Wheeze)  Have  you  tried 
calcium? 

Mrs.  Wheeze.  I have  tried  everything,  (sneezes) 
the  latest  a solution  of  acid  used  to  dissolve  gold  and 
after  a few  doses  I dropped  a bottle  of  it  on  the 
bath  room  floor  and  it  dissolved  the  cement  between 
the  tiles. 

Nurse.  Perhaps  the  weeds  near  you  need  cutting. 
The  city  government,  from  the  mayor  down,  are  be- 
hind the  weed  eradication  campaign. 

Mrs.  Wheeze.  Yes,  the  Weeds  do  need  cutting,  but 
since  our  mayor  is  to  be  a congressman,  I’m  afraid 
his  head  is  above  the  weeds.  (Sneezes.) 

Mrs.  Sylly.  Have  you  had  a general  physical  ex- 
amination? You  may  need  an  operation. 

Mrs.  Wheeze.  Yes,  Dr.  Curem  examined  me  thor- 
oughly before  I began  my  treatments. 

Enter  Mrs.  Fitz. 

Nurse.  You  wish  to  see  the  doctor  ? 

Mrs.  Fitz.  I wouldn't  come  here  to  see  a movie. 
Is  the  doctor  in  now?  I just  wanted  him  to  look  at 
my  finger  (holds  up  bandaged  finger)  and  I don't 
need  a general  examination. 

Nurse.  Your  name,  please? 

Mrs.  Fitz.  Mrs.  I.  T.  Fitz— F— I— T— Z. 

Nurse.  Your  address? 

Mrs.  Fitz.  2400  Pain  Ave. 

Nurse.  Thank  you,  Mrs.  Fitz.  Dr.  Curem  will  see 
you,  Mrs.  Ivan  Ailment. 

(Mrs.  Ailment  goes  into  private  office.) 

Nurse.  Do  you  know  Mrs.  Sylly,  Mrs.  Fitz? 

Mrs.  Sylly.  Speaking  of  operations — -when  I had 
my  operation  I can  remember  going  undjer  the  ether 
just  as  plainly  as  if  it  were  today.  There  were  so 
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many  people  around — doctors,  nurses,  relatives — I 
can’t  remember  when  I had  so  much  attention  be- 
forfe.  It  seemed  like  a public  function  instead  of  a 
private  operation.  To  me,  taking  ether  seemed  the 
most  serious  step  in  life.  When  the  doctor  playfully 
said,  “Now  count  with  me — one,  two,  three,  four,” 

I felt  like  telling  him  a thing  or  two — that  this  was 
no  tiny?  for  play  or  foolishness — but  the  next  thing 
I knew,  I was  sailing  miles  above  everyone — way  up 
in  the  cluods — saying  one — two — three — four — how 
I wish  there  were  more.  I was  having  the  time  of 
my  life  up  there  when  I suddenly  realized  I hadn’t 
locked  up  the  house  and  hadn’t  told  my  husband 
about  my  date  with  Hugo  Eekner  in  the  Graf  Zeppe- 
lin. Then  I got  the  sickest  feeling. 

Mrs.  Fitz.  How  romantic! 

Mrs.  Sylly.  — and  when  the  thought  came  to  me 
of  thle  great  expense  of  this  venture,  my  head  swam, 
but  I consoled  myself  knowing  that  I would  have  a 
lot  to  talk  about  for  the  rest  of  my  life.  Every- 
thing went  well  for  awhile  at  this  dizzy  height  until 
landing  time,  when  I said.  “So  this  is  heaven,  no,  it 
cant  be,  it  doesn't  smell  likd  heaven,  it  snails  like 
a.  hospital.”  And  then  I said,  “Oh,  how  my  Graf- 
Zeppelin  hurts!  It  fels  so  empty!  I guess  those  doc- 
tors didn’t  leave  anything  inside  of  me  except  my 
acoustics.”  Wasn't  that  killing?  (sighs)  So  now 
I feel  if  tHey  did  so  good  a job  as- 1 think  they  must 
have,  I 11  never  need  fear  catching  anything  else 
except,  possibly,  halitosis. 

Nurse.  Dr.  Curem  its  ready  for  you,  Mrs.  Sylly. 
(Mrs.  Sylly  goes  to  Doctor’s  office.) 

Enter  Aunt  Mandy  and  Marjorie  Ann 

M.  A.  Good  morning,  Miss  Sweet. 

Nurse.  Good  morning,  Marjorie  Ann. 

M.  A.  Thiis  is  my  birthday  and  I have  come  in 
for  my  yearly  physical  examination. 

Nurse.  How  fine!  If  all  the  boys  and  girls  in  El 
Paso  would  do  that,  we  should  have  many  more 
strong  men  and  women.  Dr.  Curem  will  see  you  in 
a few  minutes,  just  sit  down. 

M.  A.  Aunt  Mandy,  you’ve  been  promising  to  tell 
mje  how  you  saved  your  life  with  a pair  of  spectacles, 
for  a week.  Tell  me  while  we  wait. 

Mandy.  Law,  chile,  I dismember  about  dem  spec- 
tacles and  I done  save  my  life  so  many  times.  You 
don’t  mean  the  time  de  baes  and  de  goat  tackled 
me  and  driv  Marse  Crawford  unner  de  kitchen,  does 
you  ? 

M . A.  No!  No!  They  took  you  to  the  place  where 
all  the  doctors  were. 

Mandy.  Umm-huh.  Now  I -sorter  gins  to  git  what 
youse  drivin’  at.  If  you’d  des  said  “doctors”  in  de 
fust  place  I’d  knowed  what  you  meaned. 

M.  A.  You  reached  out  and  took  the  spectacles  off 
the  table — don’t  you  remember? 

Mandy.  Sholy  I does!  Sholy  I does!  Dis  hyar 
story  of  mine  dates  way  back  bout  muscadine  time 
and  it  comes  of  my  gittin’  a muscadine  seed  lodge  in 
my  vermafugfe  pendulum.  Well  de  muscadine  seed 
lodge  in  my  pendulum  and  de  first  news  I gits  of  it, 
de  misery  ketch  me  unner  de  bottom  rib  on  my  right 
side  and  it  stuck  dere  until  I most  nigh  fergits  how 
to  woak  on  my  heels.  Dere  was  days  when  I couldn’t 
no  more  den  git  up  from  me  chair  and  when  it  come 
to  doin  the  cookin’  or  de  washin’  de  misery  was  des 
scandulous.  Den  along  come  Dr.  Bailey  one  day  and 
he  took  a look  at  me,  and  he  press  me  hyah  and  he 
thump  me  dere  and  den  he  allow  dat  I got  a mus- 
cadine seed  lodge  in  my  vermafuge  pendulum.  Hon- 
ey, I was  sholy  scared!  ’Cause  Dr.  Bailey  is  a man 
what  knows  de  nam|b  of  evahthing  on  de  inside  of  a 
woman  and  he  can  cut  a man’s  laig  off  wid  his  eyes 
shet  and  nevah  even  take  de  seegah  outen  his  mouf, 
and  when  he  let  out  ’bout  dat  muscadine  seed  and  I 
knowed  I’d  been  swallerin’  em  for  foi’ty  years  I most 
drapped  in  my  tracks.  F om  dat  day  on,  de  misery 
got  worser  and  worser.  (Mrs.  Wheeze  is  taken  to 


the  doctor  by  the  nurse).  Den  dey  took  me  into 
town  and  ’low  dey  gwine  have  de  need  distracted 
from  whah  it  done  lodge.  Dey  say  dey  ain’t  gwine 
do  nothing  ’til  dey  git  me  sorter  conditioned  up.  Den 
one  day  eveybody  is  a-walking’  round  dey  tiptoes 
and  a-whisperin’  and  de  air  is  just  nachully  fVeavy 
wid  trouble.  I see  de  doctors  in  de  odder  room 
movin'  things  yonder;  and- a-spreadin’  a white  cloth 
and  a-washin’  dey  hands  in  a chiny  bowl.  So  when 
Lucy  Ann  come  by,  I say,  “Lucy  Ann,  is  de  doctors 
in  de  udder  room  gittin’  mah  dinner  ready?  Seems 
lak  to  mb  I hyah  de  clink  of  dishes  and  Dr.  Muck- 
hat  got  a carvin’  knife  in  his  hand.”  “Dinah,”  says 
she,  “deys  gittin  ready  to  perform  on  a sick  woman.” 
“Lucy  Ann,"  says  I,  “is  dey  any  body  sick  here 
but  me?”  “N  obody  but  you,”  ’spon's  she.  So  den  I 
knowed  if  dere  wasnt  anybody  sick  here  but  me  dat 
all  dat  gittin’  ready  was  for  me.  So  I sit  in  de  bed 
and  hecah  ovah  and  grab  my  spectacles  off  the  table 
and  clap  'em  on.  And  just  then  the  doctor  is  open- 
ing a big  black  box  and  takin’  out  long  curious 
knives, — and  saws — and  whenches  wid  twisted  han- 
dles. And  de  young  doctor  say,  “Well,  dey  ain”t 
much  chance  for  the  niggah,  but  guess  we  better 
cut  her  open  and  isee  what  ails  her.”  Well,  chile,  I 
knowed  dat  wasn’t  no  place  foh  me.  So  I slip  out 
of  bed  and  grab  my  clothes  and  drap  outen  dat  win- 
der like  a wet  towel.  I hit  de  groun’  a runnin  ” and 
tuk  de  main  road  out  of  town.  I look  back  and  see 
a shadder  followin’  and  I done  lead  dat  shadder 
plumb  homjr.  I didn’t  know  I was  dere  until  I hit 
my  head  fo’most-  ’ginst  de  back  doah.  I ain't  never 
been  so  shuck  up  in  all  my  bo’n  days  as  when  I hit 
dat  back  doah,  ’cept  when  I look  fru  dat  doah  ex- 
pectin’ to  see  a layout  foh  dinnah  and  see  dem  per- 
formin’ instruments. 

M.  A.  But,  Aunt  Mandy,  what  became  of  the  mus- 
cadine seed? 

Mandy.  Well,  honey,  I reckon  when  I hit  dat  back 
doah  head  fo’most  I just  natchally  must  have  swal- 
lowed it  fudder.  When  a woman  git's  to  de  point 
whah  she  can’t  tell  de  diffunce  twixt  performin’  in- 
struments and  a layout  for  dinnah  wid  de  nakud 
eye,  it’s  time  to  tie  de  spectacles  on;  and  anyhow 
dat’s  how  de  spectacles  save  my  life. 

M.  A.  Why  didn’t  you  want  them  to  operate  on 
you.  Aunt  Mandy? 

Mandy.  I don’t  believe  in  operations.  Even  de 
scriptures  is  agin  it.  Don’  de  Bible  say  plain  and 
flat,  what  God  has  jinked  together  let  no  man  put 
asunder! ! 

Enter  Mrs.  Eat  Moore. 

Nurse.  May  I have  your  name,  please? 

Mrs.  E.  M.  Mrs.  Eat  Moore. 

Nurse.  And  address? 

Mrs.  E.  M.  100  Ease  Street. 

Nurse.  Your  symptoms,  please? 

Mrs.  E.  M.  I haven’t  any.  I am  looking  for  a doc- 
tor who  can  make  me  look  my  thirty  years  and  no 
moke.  I haven’t  had  a bit  of  cake,  candy,  or  any- 
thing -sweet  this  entire  summer;  I have  almost  lived 
on  tomato  juice,  bran,  sauerkraut,  pineapple,  lamb 
chops,  spinach,  and  life  savers,  and  have  gained  25 
pounds.  As  a last  effort  to  reduce  I am  inventing  a 
perambulating  bridge  table — and  here,  this  morn- 
ing, as  I came  through  the  park  a man  kept  follow- 
ing me  everywhere  I went.  Finally  I stopped  and 
said,  ‘“What  do  you  mean  following  right  in  my 
tracks,  you  tramp?  If  you  don’t  go  away  I am  go- 
ing to  call  a policeman.”  He  said,  “Oh,  lady,  please 
don/t  do  that,  this  is  the  first  shady  spot  I have 
found  for  weeks.  Pl/ease  have  a heart.”  I want  a 
perscription  to  reduce.  (Nurse  hands  her  a fan  and 
indicates  a chair.) 

Nurse.  I’m  sure  Dr.  Curem  can  help  you;  he  will 
see  you  soon. 
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( Nurse  takes  Mrs.  Fitz  in  to  Dr.  Curern.  Mrs. 
Fitz  drops  note.) 

Nurse  ( finds  note  on  the  floor  on  her  return  and 
reads : “To  anyone  who  finds  this:  If  I should  fall 
on  the  street  and  have  to  have  a doctor,  please  don  t 
remove  my  appendix.  It  has  alileady  been  taken  out 
twice.  This  is  just  an  ordinary  epileptic  fit.  I have 
them  all  the  time.”  ( Nurse  smiles  and  puts  note 
away.) 

Enter  Mrs.  Swift. 

Mrs.  Swift.  I’d  like  to  see  Dr.  Curem. 

Nurse.  He  can  s<J?  you  soon,  I am  sure.  Won  t 
you  have  a chair? 

Mrs.  Swift.  I had  an  appointment  with  the  doc- 
tor for  my  annual  physical  examination  and  I am 
sure  he  is  waiting  to  see  me  right  now,  because  the 
appointment  was  for  a half  hour  ago.  I had  an  ex- 
amination here  last  year  and  I am  sure  I can't  think 
why  I do  it  again  for  it  ted  to  such  a lot  of  trouble. 
Why,  they  discovered  I had  neuritis  and  before  I 
got  through  I had  eight  teeth  out  and  was  taking 
salicylate  three  times  a day.  Of  course,  it  did  cure 
the  neuritis,  but  I’d  almost  as  soon  suffer  with  that 
as  to  miss  the  Annual  Woman  s Club  Luncheon, 
which  I had  to  do  becajuise  I couldn’t  eat.  My  dear, 
imagine  how  I looked!  I have  two  other  engage- 
ments for  this  morning  and  I simply  cannot  wait. 
If  I am  late  at  the  Beauty  Shop,  Celeste  simply  will 
not  take  me. 

Nurse.  I will  tell  the  doctor  you  are  heije,  Mrs. 
Swift.  (Mrs.  Swift  impatiently  stands  as  nurse  goes 
to  office.) 

Mrs.  Eat  Moore.  If  you  had  started  an  hour  be- 
fore, you  might  not  have  to  hurry  so  fast. 

Mr  si  Swift.  And  if  I had  left  later,  I might  not 
have  had  to  wait  for  the  doctor  now. 

Mrs.  Eat  Moore.  Mrs.  Ailment,  will  you  tell  the 
nurse  I had  to  go  down  for  an  ice  cream  soda.  I’ll 
be  right  back. 

Nurse,  (returns)  Dr.  Gurem  will  see  you,  Mar- 
jorie Ann.  (Mandy  and  child  exeunt.) 

Mrs.  Sivift.  Well ! No  wonder  he  has  such  an  odd 
class  of  patients  if  he  deliberately  offends  the  social 
leaders.  My  time  can  certainlyl  be  spent  in  a more 
valuable  way  than  waiting  for  a health  examina- 
tion in  a doctor’s  office.  (Flounces  out.) 

Mrs.  Ivan  Ailment.  What  a pity  that  anything 
should  be  more  important  than  health. 

Nurse.  Yes.  So  many  people  have  time  for  every- 
thing and  still  fail  to  give  attention  to  the  one  thing 
which  you  cannot  replace — health! 

(Curtain) 

TRUTH  ABOUT  MEDICINES 
PROPAGANDA  FOR  REFORM 
The  Stroopal  Fraud. — For  many  years  a nos- 
trum known  as  Stroopal  has  been  sold  on  both  sides 
of  the  Atlantic  as  a cure  for  Cancer.  The)  product 
apparently  originated  in  Germany.  For  some 
years  it  was  exploited  from  London  and  was  ex- 
posed by  London  Truth  nearly  twenty  years  ago. 
According  to  Gehe’s  Codex,  Stroopal  is  composed 
of  the  powdered  leaves  of  Teucrium  Scordium, 
otherwise  known  as  water  germander  or  wood  gar- 
lic. For  at  least  seventeen  years,  Stroopal  has 
been  exploited  in  a small  way  from  Chicago.  Re- 
cently, Stroopal  seems  to  have  been  advertised  un- 
der the  name  of  the  Stroopal  Company,  2101  Bel- 
mont Ave.,  Chicago.  On  August  13,  the  postal  au- 
thorities issued  a fraud  order  against  the  Stroopal 
Company  and  notified  the  Chicago  postmaster  to 
return  all  letters  addressed  to  the  Stroopal  Com- 
pany to  the  original  senders.  (Jour.  A.M.A.,  Oc- 
tober 4,  1930,  p.  1037). 


The  Pavia  “Cancer  Cure.”  — During  the  past 
ye;  r,  editors  of  newspapers  and  magazines  have 
received  from  one  Burroughs  F.  Perry  of  221  Shore- 
land  Arcade,  Miami,  Florida,  a piece  of  mimeo- 
graphed publicity  material  headed,  “Cancer  and 
Goiter  Cure  is  Asserted.”  The  statement  is  to  the 
effect  that  one  Ch:rles  Pavia  has  discovered  a 
wonderful  cure  for  cancer  and  goiter!  Further, 
according  to  Mr.  Perry’s  material,  the  Pavia  for- 
mula “feeds  the  cancer  germs,  satisfies  it  and  de- 
stroys it  by  self-satisf  ction.’  The  main  exploiter 
of  Pavia’s  remedy  seems  to  be  one  R.  B.  Fisher, 
whose  stationery  announces  him  to  be  an  attor- 
ney; he,  too,  does  business  from  221  Shoreland  Ar- 
cade, Miami.  At  the  request  of  Pavia  and  Fisher, 
Dr.  Ch.  rles  D.  Cleghorn,  president  of  the  Dade 
County  (Miami,  Fla.)  Medical  Association,  checked 
up  on  cases  treated  with  Pavia  remedy  and  report- 
ed that  in  three  cases  examined  the  treatment  h;d 
been  quite  without  effect.  Dr.  Cleghorn  reports 
that  the  description  of  the  formula,  as  given  him, 
was  “vegetable  oils,  camphor,  menthol  and  turpen- 
tine in  a base  of  animal  fats.”  Chemists  of  the  A. 
M.A.  Chemical  Laboraory  reported  that  the  reme- 
dy was  a brownish  yellow  ointment  with  a terebin- 
thinate  odor,  indicating  the  presence  of  turpentine, 
menthol  and  camphor.  It  may  well  be  that  Mr. 
Pavia  is  sincere  in  his  exploitation  of  the  remedy. 
However,  a worthless  cancer  remedy  sincerely  ex- 
ploited may  prove  just  as  fatal  as  the  crudest  of 
cancer  cure  swindles.  (Jour.  A.M.A.,  October  11, 
1930,  p.  1116). 

The  Advertising  of  the  Dentifrice.  — The  early 
part  of  the  twentieth  century  may  be  interesting 
historically  for  the  fact  that  it  witnessed  the 
apothosis  of  the  toothbrush,  the  toothpaste  and  the 
mouthwash.  So  far  as  mouthwashes  are  concerned, 
their  virtues  may  lie  in  a slight  astringency  or 
alkalinity,  in  the  mildly  antiseptic  influence  they 
exert  for  a brief  period,  or  more  probably  in  the 
fact  that  they  contain  enough  water  to  provide  a 
lavage  appealing  to  the  organoleptic  senses.  “Hali- 
tosis” gave  to  Listerine  a sales  impulse  that  no  oth- 
er mouthwash  has  ever  been  able  to  equal.  The  fact 
that  the  combination  of  substances  included  in  Lis- 
terine is  relatively  ineffective  and  will  not  cure  hal- 
itosis did  not  lessen  the  sales  impulse.  Recently, 
the  Food  and  Drug  Administration  has  cast  a 
critical  eye  over  the  claims  for  antiseptic  value 
made  for  the  various  mouthwashes  and  gargles.  It 
is  currently  reported  that  the  owners  of  all  these 
bringers  of  gold  are  rushing  hither  and  thither 
to  the  laboratories  searching  for  substances  that 
really  are  antiseptics  and  that  can  be  added  to 
their  concoctions  without  changing  taste  or  color — 
the  important  qualities — that  the  claims  may  be 
justified.  Recently,  fjentifrices  have  been  widely 
exploited  with  various  claims.  A half-dozen  as- 
sorted chemists  and  the  commissioner  of  health 
of  New  York  assert  that  low  surface-tension  means 
that'  a toothpaste  will  penetrate  better  between  the 
teeth.  The  claim  of  special  value  because  of  low 
surface-tension  in  connection  with  the  selling  of 
any  toothpaste  is  one  hundred  per  cent  hookum. 
Any  mixture  of  soap,  glycerin  and  chalk,  such  as 
is  available  in  many  toothpastes,  would  be  equally 
endowed  with  a low  surface-tension.  The  council 
on  dental  therapeutics  of  the  American  Dental  As- 
sociation is  now  making  efforts  to  secure  l'estric- 
tion  of  the  claims  for  dentifrices  and  physicians 
should  do  all  that  they  can  to  aid  the  American 
Dental  Association  in  this  campaign.  (Jour.  A.M. 
A.,  October  25,  1930,  p.  1267). 
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PROPOSED  BASIC  SCIENCE  BILL 
IN  ARIZONA 

The  Arizona  State  Legislature  is  consid- 
ering a Basic  Science  bill,  similar  to  that 
which  has  proved  satisfactory  in  several 
other  states.  This  bill,  prepared  by  the 
Committee  on  Welfare  of  the  Arizona  State 
Medical  Association,  was  introduced  in  the 
Senate  by  Senator  T.  J.  Bouldin,  of  Navajo 
County.  Before  this  journal  is  in  the  mails 
this  proposed'  legislation  may  have  been 
disposed  of  some  way.  However,  for  the  in- 
formation of  those  interested,  the  bill  is 
printed  below.  Whether  or  not  it  passes 
physicians  of  Arizona  are  urged  to  make 
themselves  familiar  with  this  bill.  If 
the  legislature  should  fail  to  pass  this  act, 
it  will  be  on  account  of  lack  of  education  as 
to  its  merits.  Any  educational  program  in 
this  connection  must  be  conducted  by  the 
medical  profession  and  must  aim  to  bring 
otherwise  disinterested  legislators  to  a sense 
of  the  importance  of  protecting  the  public 
from  unqualified  persons,  who  find  the  cre- 
dulity of  the  average  individual  with  regard 
to  sickness  and  the  treatment  of  disease  a 
fertile  field  for  exploitation. 

The  medical  profession  of  Arizona  could 
learn  a valuable  lesson  from  the  dentists. 
Many  months  before  the  legislature  con- 
vened they  had  their  proposed  bill  drawn, 
copies  made  and  distributed  to  every  dentist 
in  the  state,  and  each  of  these  was  asked  to 
interview  the  elected  members  of  the  legis- 
lature before  they  convened.  The  text  of  the 
Basic  Science  Bill  is  as  follows: 

Section  1.  BASIC  SCIENCE  CERTIFICATE  RE- 
QUIRED. No  person  shall  be  eligible  for  examina- 
tion or  permitted  to  take'  an  examination:  for  a license 
to  practice  the  healing  art  or  any  branch  thereof,  or 


granted  any  such  license,  unless  he  has  presented  to 
the  licensing  board  or  officer  empowered  to  issue 
such  license,  a certificate  of  ability  in  an- 
atomy, physiology,  chemistry,  bacteriology,  path- 
ology and  hygiene  (hereinafter  referred  to  as  the 
basic  sciences)  issued  by  the  State  Board  of  Ex- 
aminers in  the  basic  sciences. 

Section  2.  THE  HEALING  ART  DEFINED. 
For  the  purposes  of  this  Act  any  license  authoriz- 
ing the  licentiate  to  offer  or  undertake  to  diag- 
nose, treat,  operate  on  or  prescribe  for  any  human 
pain,  injury,  disease,  deformity  or  physical  or  men- 
tal condition  is  a license  to  practice  the  healing  art. 

Section  3.  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES;  APPOINTMENT  AND  PER- 
SONNEL. The  Governor  shall  appoint  a State 
Board  of  Examiners  in  the  basic  sciences  (herein- 
after referred  to  respective  appointments.  On  the 
expiration  of  the  term  of  any  mmeber,  the  Governor 
shall  fill  the  vacancy  by  appointment  for  a term 
of  five  years.  On  the  death,  resignation  or  removal 
of  any  member,  the  Governor  shall  fill  the  va- 
cancy by  appointment  for  the  unexpired  portion  of 
the  term.  Every  member  shall  serve  until  his 
successor  is  appointed  and  qualified.  The  members 
of  the  Board  shall  be  composed  of  persons  having 
special  knowledge  and  education  in  the  basic  sci- 
ences aforesaid.  Any  professor  in  the  University 
of  Arizona,  or  in  the  State  Teachers  College  at 
Tempe  or  Flagstaff,  Arizona,  who  are  active  teach- 
ers in  any  of  the  basic  sciences,  that  is,  anatomy, 
physiology,  chemistry,  bacteriology,  pathology  and 
hygiene  are  eligible  for  appointments  on  this 
board  as  well  as  practitioners  of  any  school  who 
are  versed  in  these  basic  sciences.. 

Section  4.  ORGANIZATION  OF  BOARD  — 
ELECTION  OF  OFFICERS,  SEAL,  RULES,  COM- 
PENSATION. The  board  shall  meet  and  organize 
as  soon  as  practicable  after  appointment.  It  shall 
have  power  to  elect  officers,  to  adopt  a seal,  and  to 
make  such  rules  as  it  deems  expedient  to  carry 
this  act  into  effect.  The  Board  shall  keep  a record 
of  its  proceedings,  which  shall  be  conclusive  evi- 
dence of  all  matters  contained  therein.  Each  mem- 
ber of  the  board  shall  receive  twenty  dollars  per 
diem  and  actual  expenses,  when  actively  engaged 
in  the  discharge  of  his  duties.  The  compensation 
(Continued  on  page  90) 
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PUBLIC  HEALTH  NOTES 

J.  ROSSLYN  EARP, 

Director  New  Mexico  Bureau  of  Health 
STATE  PUBLIC  HEALTH  LABORATORY 
The  State  Public  Health  Laboratory  at  Al- 
buquerque reports  a large  volume  of  work 
accomplished  in  the  twelve-month  period, 
December  1,  1929,  to  November  30,  1930,  no 
less  than  16,222  specimens  having  been  ex- 
amined. This  service  has  been  most  eco- 
nomically conducted  at  a cost  to  the  state 
of  approximately  $7,500.  At  current  prices  a 
private  laboratory  would  have  charged 
$46,248  for  the  same  work.  The  laboratory 
has  thus  saved  the  State  a sum  of  money 
in  excess  of  the  whole  annual  appropriation 
of  the  bureau  of  health. 

The  following  table  shows  in  detail  the 
nature  of  the  laboratory  work  accomplished: 


Diphtheria  cultures 4,942 

Feces  (Typhoid)  .1,026 

Gonorrhea  447 

Miscellaneous 741 

Rabies  17 

Tuberculosis  .....  207 

Wassermanns  (Syphilis)  .2,801 

Kahn  tests  (Syphilis)  ...  2,755 

Spinal  fluid  42 

Waiter.... 1,287 

Widals  (Typhoid)  431 

Paratyphoid 853 

Undulant  fever 153 


The  laboratory  is  anxious  to  receive  wet 
blood  specimens  for  the  Widal  test.  This  not 
only  gives  a more  reliable  test  for  the  diag- 
nosis of  typhoid  fever  but  enables  the  labo- 
ratory to  run  at  the  same  time  an  aggluti- 
nation test  for  undulant  fever. 

UNDULANT  FEVER 

Investigations  of  sample  herds  of  goats 
and  of  dairy  herds  have  proved  that  both 
Br.  melitensis  and  Br.  abortus  are  abundant- 
ly present  in  the  animal  population  of  New 
Mexico.  That  human  infection  is  equally 
common  must  not  be  concluded.  The  re- 
cent report1  from  the  League  of  Nations 
on  undulant  fever  comments  on  the  fre- 
quency with  which  milk  is  found  to  be  con- 
taminated with  Br.  abortus  and  the  compar- 
ative rarity  of  human  infection.  It  goes  on, 
however,  to  stress  the  experiments  of  Bur- 
net showing  that  Br.  melitensis  is  decidedly 
more  pathogenic  for  man  than  is  B.  abortus. 
Moreover,  it  has  been  a common  experience 
throughout  the  world  that,  when  animal  in- 
fection has  been  detected  and  the  attention 
of  the  medical  profession  drawn  to  this  fact, 
human  cases  have  subsequently  been  discov- 
ered in  increasing  numbers.  If  the  profes- 
sion in  New  Mexico  will  forward  to  the  state 
laboratory  wet  blood  specimens  in  every 
case  of  suspicious  fever,  it  is  possible  that 
the  notification  of  this  disease  will  show  an 
increase. 


PELLAGRA 

The  Santa  Fe  County  Medical  Society,  at 
its  meeting  on  January  13,  spent  some  time 
in  swapping  stories  of  cases  of  pellagra  that 
have  recently  been  treated  by  its  members. 
Pellagra  is  one  of  the  preventable  diseases. 
It  is  entirely  within  our  means,  by  the  ade- 
quate use  of  pellagra  preventive  foods,  to 
abolish  the  disease  entirely.  Yet  there  were 
more  than  6,500  deaths  from  pellagra  in  the 
United  States  last  year.  This  must  be  attri- 
buted largely  to  ignorance  and  partly  to  pov- 
erty—for  an  adequate  diet  is  not  possible  to 
some  of  the  victims  even  though  they  knew 
of  its  need. 

The  richest  food  in  the  P-P  factor  (for- 
merly included  in  Vitamin  B,  now  sometimes 
called  Vitamin  E)  is  dried  yeast.  One-half  to 
one  ounce  taken  daily  will  prevent  pellagra 
or  cure  it  in  any  but  the  penultimate  stages. 
There  is  no  reason  why  yeast  should  be  so 
expensive  as  it  sometimes  is  when  bought 
in  tablet  form  from  the  drug  store. 

The  pellagra  preventive  foods  known  at 
the  present  time  are:  fresh  lean  beef,  fresh 
milk  or  buttermilk,  liver,  eggs,  and  canned 
salmon.  Tomatoes  have  also  been  approved. 
No  doubt  in  the  next  few  years  this  list  will 
be  considerably  extended. 

(1 ) Monthly  Epidemiological  Report  of  the  Health 
Section  of  the  Secretariat  Geneva,  October  15,  1931, 
page  413. 


PANORAMIC  VIEW  OF  THE  WOMAN  S 
AUXILIARY  TO  THE  A.M.A.  IN 
FOUR  ARTICLES 
I.  THE  EASTERN  DISTRICT. 

MRS.  W.  WAYNE  BABCOCK 
According  to  the  Constitution  of  the  Na- 
tional Auxiliary,  the  first  Vice-President  is 
automatically  chairman  of  organization,  the 
three  other  Vice-Presidents  being  organiz- 
ers for  their  section  of  the  country.  Mrs. 
Southgate  Leigh,  of  Virginia,  therefore, 
holds  this  chairmanship,  and  the  Eastern 
District  is  her  particular  responsibility.  At 
her  request  a series  of  four  articles  is  being 
prepared  by  her  committee  in  order  that 
each  district  may  be  cognizant  of  the  pro- 
gress of  its  own  states,  as  well  as  that  of  the 
other  three  sections.  The  individual  state 
journals  have  been  generous  in  extreme  in 
the  space  they  have  allowed  their  auxiliaries 
and  this  additional  courtesy  of  reporting  the 
auxiliary  situation  in  other  states  is  deeply 
appreciated,  for  there  is  a growing  desire  to 
know  “what  others  are  doing.” 

New  Hampshire  stands  alone  as  the  only 
New  England  state  100  per  cent  organized 
and  cooperating  with  the  National  Organi- 
zation. Last  year  the  state  auxiliary  had 
misgivings  as  to  its  necessity  and  useful- 
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ness,  but  an  urgent  request  from  the  medi- 
cal society  that  the  women  remain  organ- 
ized, dispelled  all  doubts.  During  the  year 
following,  Mrs.  Hubbard,  wife  of  the  State 
President,  visited  every  county,  which  en- 
couraged and  stimulated  the  growth  of  unit 
auxiliaries. 

The  New  Jersey  Auxiliary  made  pil- 
grimages to  state  institutions,  set  apart  one 
meeting  when  the  mothers  of  physicians 
were  entertained,  and  sponsored  various 
health  meetings.  The  Essex  County  Auxil- 
iary, assisted  by  the  physicians,  succeeded 
in  establishing  a course  of  health  talks, in  co- 
operation with  the  Y.M.C.A.  of  Newark,  em- 
phasizing escecially  prenatal  care  and  in- 
formation which  would  aid  the  mothers  of 
babies  and  young  children.  Last  year  Mrs. 
James  Hunter,  Jr.,  New  Jersey’s  State  Pres- 
ident, visited  every  county,  as  did  Mrs.  Wal- 
ter Jackson  Freeman  in  Pennsylvania,  dur- 
ing her  presidency.  One  cannot  help  draw- 
ing the  conclusion  that  personal  contacts  are 
necessary  for  county  development  and  suc- 
cess. 

Virginia  is  active  in  spots.  The  doctors 
encourage  the  auxiliaries  as  they  believe 
that  through  them  education  with  regard 
to  the  menace  of  state  medicine  can  be 
spread. 

Ohio  for  several  years  has  been  send- 
ing representatives  from  a few  organized 
counties  to  the  national  meetings,  but  as 
yet  there  is  no  state  organization.  As  our 
friend  and  advisor,  Dr.  Upham,  lives  in  Ohio, 
it  is  felt  that  he  will  advise  the  National 
Auxiliary  when  the  auspicious  time  arrives 
for  the  establishment  of  a State  Auxiliary. 

The  District  of  Columbia  seems  so  com- 
pletely diverted  with  Washington  affairs 
that  the  auxiliary  which  so  capably  cared 
for  the  A.M.A.  meetings  some  years  back, 
seems  to  have  gone  into  retirement. 

Delaware,  in  a breathless,  better-late- 
than-never  manner,  has  completely  caught 
up  and  is  most  interested  and  active  and  has 
entered  upon  serious  work  by  assisting  the 
men  of  the  profession  in  establishnig  a med- 
ical library  in  Wilmington.  They  will  co- 
operate with  Philadelphia  at  the  time  of  the 
A.M.A.  and  the  eastern  section  will  intro- 
duce them  with  pride  to  the  national  organ- 
ization. West  Virginia  is  up  and  doing  and 
you  may  expect  still  better  things  from  that 
state  this  year. 

Maine,  Massachusetts,  Rhode  Island, 
Vermont  and  Maryland  have  reported  the 
interest  of  individuals  but  no  organized  ef- 
fort. Queries  from  different  localities  in 
New  York  as  to  why  there  is  no  auxiliary, 
have  been  answered  with  the  statement  that 


several  years  ago  the  House  of  Delegates 
voted  unanimously  in  favor  of  the  auxiliary 
and  authorized  its  organization.  The  same 
year,  Connecticut  voted  favorably  but  no 
definite  steps  have  been  taken. 

Pennsylvania  has  surely  discovered  the 
rhythm  in  which  its  auxiliary  work  is  best 
done,  for  concrete  accomplishments  have 
been  turned  out  regularly,  year  by  year.  Of 
the  three  thousand  dollars  contributed  last 
year  to  the  Medical  Benevolence  Fund,  more 
than  two-thirds  was  contributed  by  the 
Auxiliary.  A definite  trend  toward  educa- 
tional meetings  is  felt  all  over  the  state 
and  socially  it  is  hoped  that  the  carefully 
formed  Philadelphia  plans  for  the  next 
meeting  will  bring  honor  and  glory  to  the 
Keystone  State.  Not  only  are  the  adult 
members  of  the  auxiliary  meeting  but  a 
group  of  the  most  charming  and  good-look- 
ing daughters  of  doctors  are  working  to- 
gether in  order  that  they  may  know  each 
other  and  work  in  unison  for  the  comfort 
and  pleasure  of  the  A.M.A.  guests  when 
they  come  to  Philadelphia  in  May.  Verily, 
who  can  question  the  wisdom  of  the  auxil- 
iary, when  it  brings  about  so  much  willing 
work  in  behalf  of  the  medical  men  of  the 
country? 

PROPOSED  BASIC  SCIENCE  BILL 
IN  ARIZONA 

(Continued  from  page  88) 

of  the  members  and  other  expenses  of  the  board 
shall  be  paid  out  of  the  fees  received  from  appli- 
cants, but  this  is  not  to  be  construed  as  preventing 
appropriations  to  cover  deficits.  The  treasurer 
of  the  board  shall  give  such  bond,  running  in  favor 
of  the  state,  as  the  state  treasurer  shall  determine. 
The  office  of  the  board  shall  be  in  the  state  capitol 
building  or  any  other  building  occupied  by  the  state 
government. 

Section  5.  FEES  PAYABLE  BY  APPLICANTS. 
The  fee  for  examination  by  the  board  shall  be  ten 
dollars.  The  fee  for  re-examination  within  any 
twelve  month  period  as  hereinafter  provided  shall 
be  five  dollars,  but  the  fee  for  re-examination  after 
the  expiration  of  twelve  months  shall  be  the  same 
as  the  original  fee.  The  fee  for  the  issue  of  a 
certificate  by  authority  of  reciprocity  on  the  basis 
of  qualifications  as  ^determined  by  the  proper 
agency  of  some  other  state,  shall  be  ten  dollars. 
All  fees  shall  be  paid  to  the  board  by  the  applicant 
rt  the  time  of  filing  application.  The  board  shall 
pay  all  money  received  as  fees  into  the  state  treas- 
ury, to  be  placed  in  a special  fund  to  the  credit  of 
the  board.  The  treasurer  shall  pay  out  of  such 
fund  or  any  appropriation  made  therefor  all  ex- 
penses incurred  by  the  board,  on  vouchers  signed 
by  the  president  and  secretary  of  the  board. 

Section  6.  EXAMINATIONS.  The  board  shall 
conduct  examinations  at  such  times  and  places  as 
it  deems  best,  but  such  examinations  shall  be  held 
at  least  once  a year.  Every  applicant  except  as 
hereinafter  provided,  shall  be  examined  to  deter- 
mine his  knowledge,  ability  and  skill  in  the  basic 
sciences.  The  examination  shall  be  conducted  in 
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Puivules 
No.  m 
SODIUM 
AMYTAL 


3 grains  (O^Gm.) 
Not  Fcsr  lntn#- 
venous  use. 

To  be  its<-d  only 
under  the  direc- 
t»oo  of  a ph>-5iAan. 


ELI  LILLY  & CO. 


as  a Preliminary  to  Anesthesia 

The  administration  of  Pulvules  Sodium  Amytal,  Lilly,  by 
mouth,  makes  possible  a judicious  sequence  of  hypnotic  and  anesthetic 
very  satisfactory  to  patient,  anesthetist,  and  surgeon. 


Pulvules  Sodium  Amytal,  Lilly,  are 
used  as  an  aid  in  the  preparation  of 
the  patient  for  anesthesia  to  be  in- 
duced by  either  local  or  inhalation 
anesthetics. 

They  lessen  the  amount  of  inhala- 
tion anesthetic  required  for  complete 
anesthesia  and  relaxation. 

The  amnesia  for  preoperative  events, 
for  anesthesia  induction,  and  for  much 
of  the  postoperative  discomfort, 
which  follows  suitable  doses  of  Pul- 
vules Sodium  Amytal,  is  especially 
pleasing  to  the  patient.  As  a rule, 


there  is  a reduction  or  entire  absence 
of  nausea  and  vomiting  after  the  oper- 
ation. In  addition  to  their  use  as  a 
preliminary  to  anesthesia,  Pulvules 
Sodium  Amytal,  Lilly,  are  of  distinct 
value  in  obstetrics  and  internal 
medicine. 

Pulvules  Sodium  Amytal  may  be 
administered  orally  or  rectally.  Each 
Pulvule  of  Sodium  Amytal  contains 
sodium  iso-amyl-ethyl  barbiturate, 
three  grains.  Supplied  through  the 
drug  trade  in  bottles  of  40  and  500 
Pulvules. 
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writing,  but  may  be  supplemented  by  an  oral  ex- 
amination in  the  laboratories.  If  the  applicant  re- 
ceived a credit  of  seventy-five  per  cent  or  more 
in  each  of  the  basic  sciences,  he  shall  be  considered 
as  having  passed  the  examination.  If  the  applicant 
received  less  than  seventy-five  per  cent  in  one 
subject,  and  receives  seventy-five  per  cent  or  more 
in  each  of  the  remaining  subjects,  he  shall  be  al- 
lowed a re-examination  at  the  examination  next  en- 
suing on  application  and  the  payment  of  the  pre- 
scribed fee;  but  he  shall  be  required  to  be  re-ex- 
amined in  all  branches.  If  the  applicant  shall  re- 
ceive less  than  seventy-five  per  cent  in  more  than 
one  subject,  he  shall  not  be  re-examined  within  the 
period  of  one  year  next  following  his  original  ex- 
amination, nor  unless  he  presents  proof  satisfactory 
to  the  board  of  additional  study  in  the  basic  sci- 
ences sufficient  to  justify  re-examination. 

Section  7.  REQUIREMENTS  FOR  CERTIFI- 
CATE. No  certificate  shall  be  issued  by  the  State 
Board  of  Examiners  in  the  basic  sciences  unless 
the  person  applying  for  a certificate  submits  evi- 
dence satisfactory  to  the  board:  (1)  That  he  is 
not  less  than  twenty-one  years  of  age;  (2)  that  he 
is  a person  of  good  moral  character;  (3)  that  he 
was  graduated  by  an  accredited  high  school  or 
school  of  similar  grade,  or  possessed  of  educational 
qualifications  equivalent  to  those  required  for 
graduation  by  such  accredited  high  school  before 
he  began  the  study  of  the  healing  arts,  and  (4)  that 
he  has  a comprehensive  knowledge  of  the  basic 
sciences  as  shown  by  passing  the  examination  given 
by  the  board  as  by  this  Act  required. 

Section  8.  RECIPROCITY.  The  State  Board  of 
Examiners  in  the  basic  sciences  may  in  its  discre- 
tion waive  the  examination  required  by  Section  7, 
when  proof  satisfactory  to  the  board  is  submitted, 
showing  that  the  applicant  has  passed  the  exami- 
nation in  the  basic  sciences  before  a board  of  ex- 
aminers in  the  basic  sciences  or  a board  authorized 
to  issue  licenses  to  practice  the  healing  are  in  an- 
other state,  when  the  requirements  of  that  state 
are,  in  the  opinion  of  the  board,  not  less  than  those 
provided  by  this  Act.  The  provisions  of  this  see- 
t'on  shall  apply  only  to  examinations  conducted  by 
the  boards  or  officers  of  states  that  grant  like 
exemption  from  examination  in  the  basic  sciences 
to  persons  granted  certificates  by  the  board  of  this 
state. 

Section  9.  APPEAL  FROM  BOARD’S  DECI- 
SION. " Any  applicant  who  has  been  denied  exami- 
nation by  the  board  may  within  thirty  days  after 
such  denial  appeal  to  the  Superior  Court  of  Mari- 
copa County;  and  such  court  shall  on  such  appeal 


inquire  into  the  cause  of  such  denial.  If  in  the 
opinion  of  the  court  admission  to  examination  was 
refused  without  just  cause,  the  court  may  order 
the  board  to  examine  the  applicant.  Notice  of  an 
appeal  from  the  denial  of  the  board  of  the  right 
to  examination  must  be  in  writing  and  be  served 
on  any  member  of  the  board  by  leaving  with  him 
at  his  usual  place  of  business  or  abode  a copy  there- 
of within  thirty  days  after  said  board  has  notified 
the  applicant  of  its  refusal  to  examine  him.  Hear- 
ings of  such  appeals  shall  proceed  in  accordance 
with  the  law  and  under  such  rules  as  the  said  Su- 
perior Court  may  determine. 

Section  10.  CERTIFICATES  AND  LICENSES 
VOID.  Any  basic  sciences  certificate  and  any  li- 
cense to  practice  the  healing  art  or  any  branch 
thereof,  which  is  issued  contrary  to  this  act  shall 
1 e vo'd.  Any  board  or  other  body  which  has  issued 
a license  to  practice  a healing  art  by  virtues  of  a 
void  basic  science  certificate  shall  revoke  or  can- 
cel such  license.  The  procedure  for  such  revocation 
or  cancellation  shall  be  in  accordance  with  the  pro- 
visions of  the  act  under  which  such  license  was 
issued,  for  the  cancellation  or  revocation  of  licenses 
generally.  The  certificate  issued  to  any  person 
by  the  state  board  of  examiners  in  the  basic  sci- 
ences shall  be  automatically  revoked  by  the  re- 
vocation of  any  license  issued  to  such  persons  to 
practice  the  healing  art  or  any  branch  thereof. 

Section  11.  PRACTICE  WITHOUT  BASIC 
SCIENCE  CERTIFICATE.  Any  person  who  shall 
practice  the  healing  art,  or  any  branch  thereof,  in 
the  state  of  Arizona  without  having  obtained  a 
valid  certificate  from  the  state  board  of  examiners 
in  the  basic  sciences,  except  as  otherwise  author- 
ized by  this  Act,  shall  be  guilty  of  a misdemeanor 
and  punishable  by  a fine  of  not  less  than  fifty  dol- 
lars ($50.00)  nor  more  than  five  hundred  dollars 
($500.00),  or  imprisonment  in  the  county  jail  for  not 
less  than  thirty  days  or  more  than  six  months,  or 
by  both  such  fine  and  imprisonment. 

Section  12.  PENALTY  FOR  OBTAINING  OR 
ATTEMPTING  TO  OBTAIN  FRAUDULENT  CER- 
TIFICATE. Any  eprson  who  shall  obtain,  or  at- 
tempt to  obtain  a basic  science  certificate  by  any 
dishonest  or  fraudulent  means,  or  who  shall  forge, 
counterfeit  or  fraudulently  alter  any  such  certi- 
ficate shall  be  guilty  of  a misdemeanor  and  pun- 
ishable by  fine  of  not  less  than  one  hundred  dol- 
lars ($100.00)  nor  more  than  one  thousand  dollars 
($1000.00,)  or  imprisonment  in  the  county  jail  for 
not  less  than  three  months  nor  more  than  six 
months,  or  by  both  such  fine  and  imprisonment. 

Section  13.  PENALTY  FOR  OBTAINING  OR 
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ATTEMPTING  TO  OBTAIN  LICENSE  TO  PRAC- 
TICE THE  HEALING  ART..  Any  person  who  shall 
obtain,  or  attempt  to  obtain,  a license  to  practice 
the  healing  art,  or  any  branch  thereof,  from  any 
board  authorized  to  issue  any  such  license  without 
presenting  to  said  licensing  board  a valid  certificate 
issued  by  the  State  Board  of  Examiners  in  the 
basic  sciences  as  required  by  this  act  shall  be  guil- 
ty of  a misdemeanor  and  punishable  by  a fine  of 
not  less  than  one  hundred  dollars  ($100.00)  nor  more 
than  one  thousand  dollars  ($1000.00)  or  imprison- 
ment in  the  county  jail  for  not  less  than  thirty  days 
nor  more  than  six  months,  or  by  both  such  fine  and 
such  imprisonment. 

Section  14.  PENALTY  FOR  ISSUANCE  OF 
FRAUDULENT  LICENSE.  Any  person  who 
knowingly  issues,  or  participates  in  the  issuance  of 
a license  to  practice  the  healing  art,  or  any  branch 
thereof,  to  any  person  who  has  not  presented  to 
the  licensing  board  a valid  certificate  from  the 
State  Board  of  Examiners  in  the  basic  sciences,  or 
to  any  person  who  has  presented  to  such  licensing 
board  any  such  certificate  or  certificates  obtained 
by  dishonesty  or  fraud,  or  any  forged  or  counter- 
feit certificate  shall  be  guilty  of  a felony,  and  pun- 
ishable by  fine  of  not  less  than  five  hundred  dol- 
lars ($500.00)  or  more  than  five  thousand  dollars 
($5,000.00),  or  by  imprisonment  in  the  state  prison 
for  not  less  than  one  year  nor  more  than  five 
years,  or  by  both  such  fine  and  such  imprisonment. 

Section  15.  FEES  PAID  UNAUTHORIZED 
PRACTITIONERS  RECOVERABLE.  Any  money 
paid  out  by  any  person  as  compensation  for  ser- 
vices rendered  in  the  practice  of  the  healing  art 
or  any  branch  thereof  to  any  person  not  validly 
licensed  to  practice  such  healing  art  or  branch  may 
be  - recovered  by  the  person  who  has  paid  such 
money  by  a suit  instituted  within  two  years  from 
the  date  when  such  fee  or  compensation  was  paid. 

Section  16.  ENFORCEMENT.  The  State  Board 
of  Examiners  in  the  basic  sciences  and  the  various 
boards-  authorized-  to  issue  licenses  to  practice  the 
healing  art  or  any  branch  thereof,  shall  investigate 
any  reported  violation  of  this  act  and  report  to  the 
proper  county  attorney  all  the  cases  that  in  the 
judgment  of  such  board  warrant  prosecution.  It 
shall  be  the  duty  of  the  attorney  general  of  the 
state  to  prosecute  or  supervise  the  prosecution  of 
violation  of  this  act. 

Section  17.  EXCEPTIONS.  This  act  shall  not 
be  construed  as  applying  to  dentists,  nurses,  mid- 
wives, or  optometrists,  practicing  within  the  limits 
of  their  respective  callings,  nor  to  other  persons  li- 
censed to  practice  the  healing  art  or  any  branch 
thereof  in  this  state  when  this  act  takes  effect;  nor 
to  persons  specifically  permitted  by  law  to  prac- 
tice without  licenses,  practicing  within  the  limits 
of  the  privileges  thus  granted  to  them. 

Section  18.  SAVING  CLAUSE.  No  provision 
of  this  act  shall  be  construed  as  repealing  any 
statutory  provision  in  force  at  the  time  of  its 
passage  with  reference  to  the  requirements  govern- 
ing the  issuing  of  licenses  to  practice  the  healing 
art  or  any  branch  thereof;  but  any  board  authorized 
to  issue  licenses  to  practice  the  healing  art  or  any 
branch  thereof,  may  in  its  discretion  accept  cer- 
tificates issued  by  the  board  of  examiners  in  the 
basic  sciences  in  lieu  of  examining  applicants  in 
such  sciences  as  heretofore. 

Section  19.  UNCONSTITUTIONALITY  OF  ONE 
PART  DOES  NOT  AFFECT  ANY  OTHER  PART. 
Should  any  part  or  parts  of  this  Act  be  declared  to 
be  unconstitutional,  such  declaration  shall  not  have 
the  effect  of  invalidating  any  other  part  thereof. 
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Section  20.  SHORT  TITLE.  This  Act  may  be 
cited  as  “Basic  Science  Act,  1931.” 

Section  21.  Whereas,  the  purpose  and  intent  of 
this  Act  is  to  assure  and  make  certain  a just  and 
humane  law  in  the  State  of  Arizona  for  the  protec- 
tion of  the  citizens  from  the  practices  of  unedu- 
cated and  incompetent  practitioners  of  the  healing 
art  or  any  branch  thereto,  and 

Whereas,  the  preservation  of  the  public  peace, 
health  and  safety  makes  it  necessary  that  the 
provision^  of  this  Act  shall  become  operative  imme- 
diately, an  emergency  is  hereby  declared  to  exist 
and  this  Act  is,  therefore  hereby  exempt  from  the 
operation  of  the  referendum  provisions  of  the  state 
constitution  and  shall  take  effect  and  be  in  full 
force  and  effect  from  and  after  its  passage  and  its 
approval  by  the  Governor.” 

TRUTH  ABOUT  MEDICINES 

New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by 
the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  for  inclusion  in  New 
and  Nonofficial  Remedies: 

Diphtheria  Toxoid. — This  product  (Jour.  A.M.A.. 
November  15,  1930,  p.  1505)  is  also  marketed  in 
packages  of  ten  immunization  treatments  contain- 
ing two  1 cc.  vials  of  diluted  diphtheria  toxoid  for 
the  reaction  test  and  twenty  1 cc.  vials  of  diphtheria 
toxoid  for  treatment;  in  packages  of  fifteen  immu- 
nization treatments  contaniing  one  1 cc.  vial  of 
diluted  diphtheria  toxoid  for  the  reaction  test  and 
one  30  cc.  vial  of  diphtheria  toxoid  for  treatment. 
Lederle  Laboratories,  Inc.,  Pearl  River,  N.  Y. 

Tetanus  Gas  Gangrene  Antitoxin  (Lederle)  Re- 
fined and  Concentrated. — An  anaerobic  antitoxin 


(New  and  Nonofficial  Remedies,  1930,  p.  343),  pre- 
pared by  immunizing  horses  with  gradually  in- 
creasing doses  of  the  toxins  of  B.  tetani,  B.  per- 
fringen,  and  Vibrion  septique.  The  toxins  are 
individually  prepared.  The  product  is  marketed 
in  packages  of  one  syringe  containing  one  prophy- 
lactic dose,  stated  to  represent  tetanus  antitoxin, 
1,500  units,  perfringens  antitoxin  1,000  units  and 
Vibrion  septique  antitoxin  10  units.  Lederle  Labo- 
ratories, Inc.,  Pearl  River,  N.Y. 

Gas-Gangrene  Antitoxin  (Polyvalent)  Refined 
and  Concentrated.  Without  Tetanus  Antitoxin.  An 
anaerobic  antitoxin  New  and  Nonofficial  Remedies, 
1930,  p.  343)  prepared  by  immunizing  horses  with 
subcutaneous  injections  of  gradually  increasing 
doses  of  the  toxins  of  B.  perfringens,  Vibrion  sep- 
tique, B.  oedematiens,  B.  sordelli  and  B.  histolyticus. 
The  toxins  are  individually  prepared.  The  product 
is  marketed  in  vials  containing  one  minimum  ther- 
apeutic dose,  stated  to  represent  perfringens  anti- 
toxin 10,000  units,  Vibrion  septique  antitoxin  100 
units,  B.  oedematiens  antitoxin  200  units,  B.  sordelli 
antitoxin  200  units,  and  B.  histolyticus  antitoxin  25 
units.  Lederle  Laboratories,  Inc.,  Pearl  River,  N.Y. 

PROPAGANDA  FOR  REFORM 

Avesan  (H)  Not  Acceptable  for  N.N.R. — The 
Council  on  Pharmacy  and  Chemistry  reports  that 
Avesan  (H),  according  to  the  Avesan  Chemical  Co., 
Los  Angeles,  is  “Indicated  in  tuberculosis,  asthma, 
bronchitis  and  bronchiectasis”  and  stated  to  be 
“Effective  in  minor  disturbances  of  the  respiratory 
organs.”  The  product  is  supplied  in  ampules  and 
is  administered  subcutaneously.  It  is  stated  to  be 
“a  purely  chemo-therapeutical  product”  which  is 
“composed  of  formic  acid,  sodium  nucleinate,  cam- 
phor, ally  1 sulphide  and  chlorophyl  with  traces  of 
salicin  and  sulphuric  ether.”  After  considering  the 


THE  ROBINSON  CLINIC 


The  Robinson  Neuro-psychiatric  Clinic 
formerly  the  G.  Wilse  Robinson  Sanitarium 
has  been  in  continuous  existence  for  almost 
forty  years — ever  since  Dr.  John  Punton 
founded  the  Punton  Sanitarium.  From  this 
experience  we  feel  that  individual  treat- 
ment and  institutional  care  are  the  only 
logical  approaches  to  the  cure  of  the  men- 
tally afflicted.  We  will  attempt  to  show  by 
case  report's  that  our  results  are  in  keeping 
with  those  of  the  other  branches  of  medi- 
cine. 

S.  came  to  us  with  an  advanced  case  of 
typical  tabo-peresis.  He  was  treated  with 
the  classical  Swift-Ellis,  intraspinal,  ther- 
apy and  in  three  months  returned  to  work 
symptomatically  cured  and  has  remained 
so  for  fifteen  yeors. 

This  case  illustrates  the  very  good  results 
that  can  be  obtained  from  intraspinal  ther- 
apy, in  the  selected  case.  Others  receive  malarial  therapy,  while  other  cases  receive  treatment  by 
means  of  metalic  salts,  as  indicated. 

Our  results  in  the  treatment  of  neuro-syphilis  have  been  uniformly  satisfactory,  though  in  a 
small  percentage  of  cases,  the  patients  are  too  far  advanced  to  be  aided  by  therapy.  We  advise 
early  treatment  for  all  forms  of  neuro-syphilis,  as  the  only  hope  for  these  patients. 
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available  evidence  and  information,  the  Council  de- 
clared Avesan  (H)  inadmissible  to  New  and  Nonof- 
ficial Remedies  because  no  acceptable  evidence  for 
the  efficacy  and  rationality  is  presented,  because 
unwarranted  claims  are  made,  and  because  no  evi- 
dence was  supplied  to  show  that  the  composition 
and  uniformity  of  the  preparation  are  adequately 
controlled.  (Jour.  A.M.A.,  January  3,  1931,  p.  39). 

Therapeutic  Potentialities  of  “Mustard  Gas.”  — 
From  time  to  time  hopes  are  still  entertained  for 
some  possible  usefulness  in  medicine  of  “mustard 
gas,”  chemically  known  as  dichlorethylsulphide. 
British  and  German  investigators  report  that  the 
dermal  application  of  dichlorethylsulphide  will  pre- 
vent the  development  of  the  experimental  cancer  of 
tars.  Forster  of  the  Pharmacologic  Institute  at 
Wurzberg  has  reported  that  dichlorethylsulphide  in 
high  solution  was  the  most  efficient  hair  growth 
promoter  of  a considerable  number  of  agents  tried. 
Quantitative  estimations  of  hair  growth  on  shaved 
cats,  treated  locally  with  concentrations  of  0.01  per 
cent  of  the  compound  in  fifty  per  cent  alcohol  con- 
taining 2 per  cent  of  glycerin,  showed  a much 
greater  production  of  hair  than  with  other  sub- 
stances used.  Impure  yellow  petrolatum,  but  not 
the  pure  white  product,  was  next  in  efficiency  to 
dichlorethylsulphide,  this  being  attributed  to  impu- 
rities acting  as  irritants.  Forster  found  that  when 
agents  are  used  that  cause  excoriation  a diminu- 
tion or  inhibition  of  hair  growth  occurs,  and  he 
suggests  that  this  may  also  occur  after  injudicious 
application  of  dichlorethylsulphide.  Lest  the  re- 
sults of  this  research  on  hair  tonics  in  felines  arouse 
premature  hopes  in  the  bald  and  near  b'ald,  it 
should  be  mentioned  that  not  all  shaved  and  bald 
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skins  responded  equally  well.  Nor  are  all  “war 
gases”  necessarily  effective,  for  the  German  cats, 
in  Forster’s  hand,  frankly  declined  to  respond  to 
the  much  vaunted  “war  gas”  of  the  Allies.  (Jour. 
A.M.A.,  January  3,  1931,  p.  41). 

First  Aid  by  the  Manufacturer. — Doctors  receiv- 
ed during  the  Christmas  season,  a copy  of  the 
pamphlet  entitled  “First  Aid  and  Emergencies,” 
prepared  by  McKesson  and  Robbins  for  circulation 
to  the  public.  It  is  not  surprising  to  find  from 
consultation  of  this  pamphlet  that  first  aid  covers 
a wide  variety  of  conditions  and  that  apparently 
McKesson  and  Robbins  have  developed  something 
for  each  of  these  conditions.  Thus,  anemia  is  listed 
among  the  conditions  demanding  first  aid  and  the 
patient  is  given  full  instructions  for  its  control. 
In  addition,  biliousness  and  liver  trouble,  Bright’s 
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disease,  diabetes,  eczema,  gout,  rheumatism  and 
tuberculosis  are  among  the  conditions  demanding 
first  aid.  True,  the  book  mentions  in  various  places 
the  desirability  of  calling  a physician,  but  the  pa- 
tient is  encouraged  to  take  a chance.  This  pam- 
phlet represents  one  of  the  worst  phases  of  pro- 
prietary medicine  business.  (Jour.  A.M.A.,  January 
3,  1931,  p.  44.) 
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public. 
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Summary  of  findings  in  typical  case  of  pernicious  anemia  treated  with  Ventriculin 

and  illustrated  in  above  chart. 


DIAGNOSIS.  Pernicious  anemia. 

INITIAL  BLOOD  COUNT:  Red  blood 

cells  1.5  million  per  cu.  mm.;  Hemoglobin  (New- 
comer) 21  percent;  Reticulocytes  1.0  percent. 

TREATMENT.  Ventriculin  30  Gm.  daily. 

PHASE  OF  REMISSION.  On  sixth  day  of 
treatment : RBC  2.0  million;  Hemoglobin  (New- 
comer) 30  per  cent;  Reticulocytes  32.0  per  cent 
(calculated  rise  for  1.5  million  red  blood  cells 


at  beginning  of  treatment  = 22.3  per  cent, 
exceeding  expected  rise  by  9.7  per  cent). 

PROGRESS  REPORT.  On  the  twelfth  day 
after  Ventriculin  was  begun  the  following  blood 
count  was  recorded:  RBC  2.9  million;  Hemo- 
globin 52  per  cent;  Reticulocytes  0.4  per  cent. 
(Expected  weekly  increase  = 500,000  red  blood 
cells  per  cu.  mm.  Actual  increase  in  this  patient 
= 700,000  red  blood  cells  per  cu.  mm.). 
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The  remarkable  potency  of  Ventriculin — a dry,  granular  palatable  extract 
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URETERAL  CALCULI 
WITH  REPORT  OF  THREE  CASES 
CHARLES  N.  PLOUSSARD,  M.  D. 

Phoenix,  Arizona 

Are  ureteral  ca’culi  primary  or  secondary? 
In  the  h rge  maiority  of  cases,  probably  be- 
tween 90  and  95  oer  cent  are  secondary,  hav- 
ing fo"med  in  the  kidney,  descended  the 
ureter,  and  lodged  at  certain  levels  as  gov- 
erned by  size  and  shape  of  calculus,  size  of 
lumen  of  ureter,  curves  of  ureter  and  rela- 
tion of  ureter  to  iliac  vessels.  The  most  com- 
mon sites  of  impaction  are:  first,  just  below 
ureteral  pelvic  junction;  second,  where  ure- 
ter curves  around  iliac  vessels;  third,  in 
juxta-vesical  portion  of  ureter;  fourth,  just 
proxima1  to  vesical  orifice. 

It  is  true  that  in  a few  cases  the  stone 
forms  in  the  ureter  at  a location  in  which 
there  was  a narrow  lumen  with  infarction  of 
the  urinary  tract.  This  fact  is  somewhat 
substantiated  by  the  recurrence  of  calculi  at 
certain  levels  without  demonstrable  calculi 
in  the  kidney.  Stones  after  impaction  can 
and  usua’ly  do  increase  in  size. 

Are  uretera1  ealeidi  single  or  multiple? 
In  the  majority  of  cases  ureteral  calculi  are 
single.  Authorities  note  as  high  as  90  to  96 
per  cent  single.  Many  combinations  have 
been  foum’,  f~r  examnle:  in  kidney  and  ure- 
ter on  same  side ; in  kidney  of  one  side  and 
ureter  on  other  side  (Fig.  10)  ; in  both  kid- 
neys and  both  ureters;  in  both  kidneys  and 
one  ureter  and  in  both  kidneys,  both  ureters 
and  b’adder.  This  shows  how  important  it 
is  to  determine  the  multiplicity  of  calculi  as 
well  as  renal  function  before  operative  pro- 
cedure for  removal  of  any  one  calculus  is 
undertaken. 

Stones  in  the  ureter  are  found  in  young  and 
old,  male  and  female.  They  are  more  common 
in  the  male  than  female,  two  to  one,  and  be- 


tween the  ages  of  thirty  and  fifty.  Ureteral 
calculi,  both  descending  and  impacted,  cause 
both  lo-al  and  general  effect.  A ureteral 
stone  that  consumes  no  great  amount  of  time 
in  passing  from  kidney  to  bladder  causes 
very  permanent  tissue  damage.  The  result- 
ing er1ema,  of  both  kidney  and  ureter,  soon 
d'sar pears  after  stone  has  passed  into  the 
bladder.  If  a stone,  however,  is  impacted 
with  comn’ete  or  partial  obstruction  to  the 
outflow  of  urine,  a different  situation  is  en- 
countered. There  is  very  seldom  complete 
obstr  uction.  The  effect  of  an  impacted  cal- 
culus on  the  ureter  is  quite  constant.  There 
is  undoubtedly  a ureteritis  at  the  point  of 
imnaction  which  often  involves  all  the  layers 
of  the  ureter  and  occasionally  extends 
through  the  wall,  causing  adhesions  to  ad- 
jacent structures.  In  long-standing  impac- 
tion the  proximal  wall  of  ureter,  as  well  as 
pelvis  of  kidney,  is  dilated  and  thinned, 
causing  a definite  hydronephrosis  and  hydro- 
ureter. Various  clinical  signs  and  symptoms 
are  seen.  We  may  have  an  obstructive  anu- 
ria in  the  side  in  which  the  ureter  is  blocked. 
We  may  also  have  a reflex  inhibition  of  the 
secretory  activity  of  the  opposite  undamaged 
kidney.  Grave  symptoms  arise  whne  it  may 
b’ock  the  only  functioning  kidney  the  pa- 
tient has,  as  well  as  interfere  with  the  func- 
tion of  a kidney  when  the  function  of  the 
other  side  is  a’ so  interfered  with  by  pres- 
ence of  a calculus. 

Mild  or  severe  infection  usually  precedes 
stone  formation  and  practically  always  fol- 
lows soon  after  in  the  upper  urinary  tract 
when  urinary  drainage  is  interefered  with 
by  an  impacted  calculus,  resulting  in  a vary- 
ing degree  of  pyelonephritis — perirenal  in- 
fection and  systemic  signs  of  renal  infection 
and  failure. 

Pain  is  present  in  a vast  majority  of  lire- 
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Fig.  1.  The  Welland  Howard  spiral  stone  dis- 
lodger.  This  instrument  has  a flexible  metal  shaft 
size  6,  with  a spiral  tip  size  11.  This  is  introduced 
into  the  ureter  up  to  the  stone,  given  one  turn  and 
withdrawn.  Stones  not  too  large  will  fall  into  the 
spiral  and  are  withdrawn  with  the  instrument.  This 
was  the  method  used  in  removing  the  stone  in  Case 
II.  (See  Fig.  9). 


Fig.  2.  This  is  a ureteral  stone  grasping  for- 
ceps, with  three  finger-like  jaws  which  are  opened 
and  closed  by  a sliding  collar  manipulated  from 
the  end  of  instrument  by  a wire  through  the  hol- 
low steel  flexible  shaft.  The  instrument  is  passed, 
while  closed  (a),  up  to  the  location  of  the  stone. 
It  is  then  opened  (b),  inserted  a short  distance 
further  and  the  jaws  closed.  Very  often  large  stones 
may  be  grasped  in  its  sharp  claw-like  jaws.  It  is 
often  used,  also,  for  removal  of  foreign  bodies, 
stones, . etc.,  from  the  bladder. 


Fig.  3.  This  is  a ureteral  dilator  with  expanding 
jaws  manipulated  by  a wire  through  the  hollow 
flexible  shaft.  It  is  introduced  while  closed  (a) 
into  the  ureter,  and  by  opening  the  jaws  (b)  quite 
forcible  dilatation  can  be  done  at  any  point.  This 
instrument  was  used  in  Cases  I and  III,  (see  also 
Figs.  7,  8 and  10). 


teral  calculi,  both  descending  and  impacted, 
varying  in  degree  from  severe  colicky  pain — 
lasting  a few  minutes  to  a few  hours,  ac- 
companied by  nausea,  vomiting,  abdominal 
distention,  cold  clammy  perspiration,  rapid 
small  pulse — to  the  recurrent  low  gnawing 
pain  with  occasional  fever  lasting  two  or 
three  days,  as  we  often  see  in  impacted  cal- 
culi associated  with  varying  degree  of  pye- 
lonephritis. This  pain  in  either  case  usually 
radiates  down  the  ureter  into  the  bladder 
and,  in  the  male,  often  to  the  testicles. 

There  are  a few  instances  in  which  a ure- 
teral calculus  is  discovered  in  which  there 
has  been  no  pain  but  some  bleeding  present 
in  urine  or  during  process  of  other  urologic 
or  abdominal  investigation. 

DIAGNOSIS 

The  history  is  a very  important  step  in  ar- 
riving at  a diagnosis.  Has  the  pain  which 
is  present  in  about  98  per  cent  of  the  cases 
been  persistent  in  one  location  or  has  it 
been  recurrent?  Has  an  attack  of  colicky 
pain,  radiating  as  described  before,  been 
present  one  or  more  times? — noting  sever- 
ity, freouencv  and  duration. 

A differential  diagnosis  must  be  made  to 
eliminate  the  following:  inflammatory  pro- 
cess in  prostate  and  seminal  vesicals,  simple 
uncomplicated  ureteritis,  simple  ureteritis 
with  stricture,  mechanical  deus,  acute  ap- 
pendicitis, gallstone  colic,  blood  clot  from 
kidney  passing  down  ureter,  renal  crises  of 
tabes,  movable  kidney  with  ureteral  kink, 
chronic  pyelonephritis. 

A compete  phvsica1  examination  is  es- 
sential with  special  reference  to  gallbladder, 
appendix,  palpation  of  kidnev  region  and 
thorough  neuroligical  examination  to  elimi- 
nate possibility  of  tabeDc  condition,  com- 
plete urine  examination,  especiallv  looking 
for  b’ood  cells.  Supplementing  a good  his- 
torv,  phvsica1  examination,  and  urine  ex- 
amination. is  the  all-important  urological  pro- 
cedure of  svstoscopy  with  ureteral  catheteri- 
zat'on,  plain  radiography  and  uretero-pye- 
logranhv.  Not  ah  stones  show  in  the  x-ray. 
About  25  per  cent  are  composed  of  uriates 
and  uric  acid  and  are  permeable  to  x-ray. 

There  are  numerous  shadows  in  region  of 
ureter  that  mav  be  confusing;  namely,  cal- 
cified lymph  glands,  nhleboliths,  appendiceal 
concretions  and  gallistones.  Uretferal  cath- 
eterization with  x-ray  catheters  plus  radio- 
graphy, affords  easiest  means  of  differen- 
tiating the  above-mentioned  as  well  as  de- 
termining distance  of  stone  from  bladder.  A 
procedure  which  I find  of  value,  in  some 
cases,  as  far  as  diagnosis  is  concerned,  is 
the  use  of  a wire  covered  over  like  a cath- 
eter, passed  into  the  ureter.  This  is  fastened. 
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Fig.  4.  This  is  the  Dourmashkin  ureteral  rub- 
ber-bag dilating  bougie.  This  is  passed  into  the 
ureter  while  collapsed  (a),  to  the  point  where  di- 
latation is  desired,  usually  just  below  the  stone. 
Then  two  c.c.  of  water  are  introduced  into  the 
dilator  causing  inflation  of  the  rubber  bag  (b). 
This  was  used  in  Cases  I and  III. 


F'g.  5.  This  is  the  Turner  ureteral  meatotomy  elec- 
trode used  with  high  frequency  cutting  current.  The 
longer  tip  is  introduced  into  the  ureteral  orifice,  the 
current  turned  on  and  the  electrode  forced  forward 
with  slight  pressure.  A well-directed  incision  can 
be  made,  without  bleeding.  Care  should  be  taken 
to  make  the  incision  along  the  ureteral  ridge,  as 
shown  in  (a)  of  Figure  6,  and  not  as  shown  in  (b). 


Fig.  6.  Cystascopic  view  of  ureteral  orifice, 
showing  correct  (a)  and  incorrcet  (b)  direction  of 
incision  to  be  made  with  the  Turner  ureteral  mea- 
totomy electrode  (Fig.  5). 


to  a special  stethoscope.  When  the  cath- 
eter comes  in  contact  with  the  stone,  one 
can  usually  hear  a definite  grating  sound. 

TREATMENT  (REMOVAL) 

Much  has  been  done  and  technic  perfected 
in  the  past  few  years  that  has  made  about 
75  per  cent  of  ureteral  stones  non-operative. 
That  is,  we  are  able  to  remove  them  through 
cystoscopic  procedures. 

No  attempt  at  operative  removal  should 
be  undertaken  in  presence  of  severe  colic, 
anuria  or  renal  infection.  One  can  usually 
succeed  in  passing  a small  catheter  beyond 
the  obstruction  and  relief  is  soon  afforded 
and  infection  greatly  lessened.  Occasional- 
ly a tightly  impacted  stone  will  not  allow  a 
catheter  or  bougie  to  pass  and,  if  the  stone 
cannot  be  made  to  descend  by  dilatations 
below,  a ureterostomy  or  nephrostomy 
should  be  done.  If  a stone  is  impacted  and 
one  is  unable  to  dislodge  it  and  is  successful 
in  passing  a catheter  beyond  the  obstruction, 
it  can  be  left  in  the  ureter  until  one  is  sure 
of  improvement  in  the  general  condition  of 
the  patient  and  that  the  local  infection  in 
the  kidney  is  no  longer  progressive ; then  op- 
erative removal  must  be  undertaken.  A spe- 
cial catheter  is  now  made,  covered  with  gold 
leaf  to  prevent  erosive  action  of  the  urine,  in 
cases  in  which  one  finds  it  necessary  to  leave 
catheter  in  ureter  over  a considerable  length 
of  time. 

As  it  is  the  obstruction,  with  the  resulting 
back  presusre  and  spasm  above  the  obstruc- 
tion, that  causes  the  pain  in  renal  colic,  a 
much  recommended  procedure  is  immediate 
catheterization  of  the  ureter  with  passage  of 
catheter  above  the  obstruction.  Relief  will 
be  almost  instantaneous.  This  procedure  is 
to  be  urged  when  one  dose  of  opiates  fails 
to  relieve  the  pain. 

In  cases  of  chronic  impacted  ureteral  calcu- 
li, a slower  and  deliberate  procedure  at  one 
or  many  sittings,  is  often  successful.  Quite 
large  stones  high  up  in  ureter  have  been 
“teased”  down  by  dilatation  of  the  ureter  by 
various  methods.  Local  anesthesia  is  usually 
all  that  is  required. 

As  the  vesical  portion  of  the  ureter  and 
the  ureteral  orifice  is  often  narrowed,  it  is 
necessary  to  enlarge  this  opening  in  the  ma- 
jority of  cases.  I have  been  quite  successful 
using  the  Turner  ureteral  meatotomy  elec- 
trode (Fig.  5)  with  high  frequency  current 
for  enlarging  the  ureteral  orifice.  There  is 
no  bleeding  and  a well-directed  incision  can 
be  made.  For  stones  lodged  higher  up,  1 
use  the  Dourmashkin  rubber-diaphragm 
catheter  with  the  filiform  tip.  (Fig.  4).  This 
can  be  inflated  with  air  or  water,  water  be- 
ing preferable  because  one  can  tell  just  how 
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large  the  balloon  is  inflated  after  insertion 
to  location  of  stone.  Often  the  stone  drops 
into  the  dilated  portion  below  and  starts  its 
descent,  only  to  become  lodged  again  at  a 
curve  or  narrow  portion  of  the  ureter  below. 
The  expanding  ureteral  dilating  forceps 
(Fig.  3)  is  also  indispensable  in  the  routine 
removal  of  stones.  In  the  three  cases  to  be 
presented,  together  with  the  dilators  men- 
tioned above,  I used  the  Howard  spiral  stone 
dislodger  (Fig.  1).  In  one  case  nothing  more 
was  necessary  than  to  pass  the  instrument 
to  point  of  obstruction,  give  it  one  full  turn, 
and  then,  with  alternate  slight  turns,  pull 
spiral  from  ureter,  and  stone  was  seen  to 
fall  from  curve  of  spiral  into  bladder.  To 
pass  numerous  catheters  'or  bougies  into 
ureter  is  often  helpful  but  I have  never  been 
given  much  help  with  this  procedure. 

Operative  removal  is  indicated  when  the 
operator  feels  that  he  is  going  to  be  unable 
to  remove  the  stone.  This  can  usually  be 
determined  after  two  to  four  attempts.  Size 
of  stone,  length  of  time  impacted,  the  pain 
present  and  the  constitutional  effect  upon 
the  patient,  should  guide  one  as  to  the 
length  of  time  to  temporize.  With  grave 
constitutional  symptoms  and  inability  to  get 
beyond  obstruction,  immediate  operation  is 
indicated.  If  unable  to  remove  stone  but  suc- 
cessful in  passing  the  catheter  beyond  the 
obstruction,  one  should  improve  the  condi- 
tion of  the  kidney  and  the  patient  before 
operative  removal  of  stone  is  undertaken. 

CASE  REPORTS 

Case  I.  Patient,  adult  white  female,  walks  into 
hospital  for  urological  examination.  One  year  ago 
patient  had  an  attack  of  severe  pain  in  right  side 
radiating  into  bladder,  accompanied  by  nausea, 
vomiting,  considerable  shock.  The  pain  lasted 
nine  hours.  Two  hypodermics  of  morphine,  were 
needed  for  relief.  The  pain  disappeared  but  dur- 
ing the  intervening  year  the  patient  had  attacks 
once  or  twice  a month,  lasting  from  two  hours  to 
four  days,  requiring  morphine  for  relief.  Pains 
became  worse  and,  during  the  past  three  months, 
urination  was  frequent  and  painful,  suggesting  ac- 
companying cystitis.  Patient  came  to  me  October 
15,  1930.  Urine  examination  shows  occasional  blood 
cell,  many  pus  cells.  Bladder  specimen  showed 
quantitative  albumin  0.396  and,  with  history,  I ad- 
vised cystoscopic  investigation.  First  cystoscopy 
was  done  on  October  20,  1930.  The  bladder  was  in- 
flamed, especially  in  trigonal  area.  Left  ureteral 
orifice  normal;  right,  edematous  and  elongated. 
Catheter  was  easily  passed  into  left  ureter;  cath- 
eter was  passed  about  four  inches  into  right  ureter 
and  met  an  obstruction.  No  size  catheter  would 
pass  obstruction  at  this  time.  Right  pyelogram 
not  obtained.  Plain  film  (Fig.  7)  shows  stone 
about  the  size  of  a date  seed  in  right  ureter,  just 
below  the  sacro-iliac  joint. 

Operative  cystoscopy  on  same  date  under  local 
anesthesia.  The  ureter  was  dilated,  stone  forceps 
introduced  about  four  inches,  not  successful  in 
grasping  stone.  The  Howard  spiral  stone  dislodger 


Fig.  7.  (Case  I.)  Roentgenogram  showing  loca- 
tion of  stone  when  diagnosis  was  made. 


Fig.  8.  (Case  I.)  Roentogram  showing  stone  in 
vesical  portion  of  ureter  with  Howard’s  spiral  stone 
dislodger  in  contact  with  stone.  The  insert  shows 
the  actual  size  in  centimeters  of  the  stone  after 
removal.  All  the  instruments  illustrated  in  this 
article  were  used  at  various  times  in  this  case. 

was  introduced  same  distance  into  ureter  and  met 
obstruction.  This  was  removed.  Three  catheters 
were  introduced  into  ureter,  two  of  them  passing 
obstruction.  No  further  procedure  at  this  time. 

Second  attempt,  October  27,  1930.  Local  anes- 
thesia. Ureteral  orifice  was  dilated  and  expanding 
dilator  passed  three  inches  into  ureter  and  ureter 
dilated  as  instrument  was  withdrawn.  Spiral  stone 
dislodger  passed  to  stone  but  was  unable  to  pass 
obstruction.  A catheter  with  wire  stylet  would  not 
pass  obstruction.  Obstruction  was  four  inches  from 
orifice. 

Third  attempt  on  November  18,  1930.  Local  an- 
esthesia into  bladder  and  small  amount  into  right 
ureter.  Obstruction  met  at  usual  level.  Attempt  to 
pass  ureteral  stone  forceps  to  obstruction  failed, 


MARCH,  1931 


101 


probably  because  of  pockets  in  the  mucosa.  The 
spiral  stone  dislodger  passed  up  to  the  stone  and 
considerable  traction  was  necessary  when  with- 
drawing instrument.  The  stone  was  probably 
brought  down  to  a lower  level.  X-ray  was  taken 
showing  stone  about  two  inches  lower  in  ureter. 

Fourth  attempt  on  December  12,  1930.  Lower 
right  ureter  was  dilated  with  expanding  dilator. 
Stone  forceps  and  spiral  stone  dislodger  could  be 
introduced  into  ureter  about  one  inch,  then  met  ob- 
struction. 

Fifth  attempt  on  December  30,  1930.  Dilatation 
of  vessical  portion  of  right  uretor.  Stone  evi- 
dently about  three-fourths  inch  from  orifice.  X-ray 
taken  (Fig.  8)  shows  relation  of  spiral  stone  dis- 
lodger to  stone  in  the  lower  portion  of  ureter. 

Sixth  attempt  on  January  6,  1931.  Ureteral  ori- 
fice was  enlarged  with  the  Turner  high-frequency 
meatotomy  electrode,  the  incision  extending  along 
ureteral  ridge  about  one-half  inch.  The  spiral  stone 
dislodger  was  inserted  and  removed  with  consid- 
erable difficulty,  bringing  with  it  some  granulation 
tissue.  Patient  went  home  immediately  after  each 
cystoscopic.  That  same  day  patient  sent  stone 
(Fig.  8,  insert)  to  my  office  and  has  had  no  trouble 
referable  to  this  condition  since. 

Case  II.  White  female,  age  35,  history  of  first 
attack  of  pain  simulating  renal  colic  in  November, 
1929.  Some  dull  pain  constantly  present  with  at- 
tacks of  acute  colic  two  or  three  times  a month, 
requiring  morphine  for  relief.  Pain  definitely  lo- 
cated in  left  lower  quadrant.  Considerable  tender- 
ness in  left  kidney  region.  Kidney  not  palpable. 
She  was  referred  to  me  for  cystoscopic  examination 
in  January,  1930.  At  this  examination  there  was 
present  a moderate  ti'igonitis.  Both  ureters  easily 
catheterized.  On  the  left  side,  catheter  met  ob- 
struction about  one-half  distance  to  kidney  (Fig.  9). 
Blood  appeared  through  the  catheter  when  this  ob- 
struction was  encountered.  Pyelogram  taken.  No 
stone  was  seen  but,  because  of  the  bleeding  and  ob- 


Fig.  9.  (Case  II.)  Roentgenogram  showing  cathe- 
ter in  ureter.  Stone  was  just  beyond  the  end  of 
catheter,  but  was  not  visible  on  the  x-ray  film. 
The  Howard  spiral  stone  dislodger  was  the  only  in- 
strument used  in  removal  of  this  stone.  The  insert 
gives  the  actual  size  of  the  stone. 


struction  and  history,  I felt  sure  that  a stone  was 
present.  The  patient  returned  for  further  cystoscopic 
study  one  week  later.  At  this  time  the  Howard 
spiral  stone  dislodger  was  passed  up  ureter  to  the 
obstruction  and  given  a complete  turn  and  then 
withdrawn  by  a rotary  motion.  When  the  instru- 
ment came  from  the  ureter,  a small  stone  (Insert, 
Fig.  9),  together  with  a quantity  of  granulations, 
was  seen  in  the  curve  of  the  spiral.  The  stone  fell 
into  the  bladder  and  was  easily  removed  with  stone 
forceps.  Patient  has  been  entirely  free  from  pain 
since.  This  is  an  example  of  an  impacted  stone 
high  up  in  the  ureter  removed  during  a single  cys- 
toscopic procedure. 

Case  III.  Patient,  white  female,  aged  32;  gives 
history  of  pain  in  right  side  for  ten  years,  intermit- 
tent in  character  and  ranging  from  an  acute  colic 
lastmg  a few  hours  to  a dull  aching  pain  lasting  sev- 
eral days.  Patient  is  quite  anemic  and  run  down. 
Urine  showed  pus,  blood,  casts  and  albumin.  First 
cystoscopic  examination  was  June  14,  1929.  I was 
not  able  to  pass  catheter  into  right  ureter.  X-ray 


(Fig.  10)  shows  left  renal  lithiasis  and  right  mul- 
tiple ureteral  lithiasis.  Patient  refused  further 
treatment  at  this  time  and  returned  February  14, 
1930.  Afer  two  attempts  at  removal  of  stones,  by 
using  the  Turner  ureteral  meatotomy  electrode, 
with  cutting  current,  to  allow  introduction  of  ex- 
panding dilator  and  Dourmashkin  rubber-bag  dilat- 
ing bougie,  patient  was  dismissed  and  asked  to  re- 
port later.  Soon  after  her  arrival  home,  she 
stated,  that,  while  urinating,  she  felt  a cutting  pain 
at  two  different  times.  Each  time  urine  stopped  an 
instant.  Patient  stated  that  she  looked  for  stones 
but  failed  to  find  any  trace  of  them.  She  has 
been  entirely  free  from  pain  since.  In  all  probabil- 
ity stones  were  passed  at  this  time  following  en- 
largement of  ureteral  orifice  with  the  Turner 
meatotomy  electrode  and  dilatation  of  the  vesical 
portion  of  ureter  as  mentioned  above. 
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DISEASES  OF  THE  CERVIX 

M.  I.  LEFF,  M.  D. 

Glendale,  Ariz. 

(Read  before  the  Maricopa  County  Medical 
Soe'ety.) 

Diseases  of  the  cervix  are  very  common. 
One  authority  states  that  not  less  than  85 
per  cent  of  parous  and  25  per  cent  of  nulli- 
parous  women  have  diseased  cervices.  And 
while  it  is  true  that  many  women  with  dis- 
eased cervices  are  not  disturbed  by  them,  it 
is  also  a fact  that  most  of  the  annoyances 
and  suffering  caused  by  pelvic  trouble  have 
their  origin  in  pathological  cervices.  More- 
over, even  the  apparently  symptomless  cer- 
vicitis may  act  as  a focus  of  infection  cap- 
able of  producing  serious  trouble  elsewhere 
in  the  body.  And  above  all  let  us  always  keep 
in  mind  that  a diseased  cervix  may  be  the 
forerunner  of  cancer  of  the  cervix.  Davis  is, 
therefore,  of  the  opinion  that  no  examina- 
tion of  any  woman  is  complete  if  the  cervix 
has  not  been  investigated.  As  a thorough 
understanding  of  the  normal  structure  and 
the  pathologic  changes  brought  about  by 
disease  of  an  organ  is  indispensable  to  a 
correct  diagnosis,  a considerable  part  of  this 
paper  is  devoted  to  a review  of  the  anatomy 
and  pathology  of  the  cervix. 

ANATOMY 

The  normal  cervix  of  an  adult  nullipara 
comprises  the  lower  third  of  the  uterus.  It 
is  cylindrical  or  spindle-shaped.  Above 
where  it  fuses  with  the  corpus  uteri,  there 
is  a constriction  corresponding  to  the  in- 
ternal os.  Below,  the  cervix  enters  the  an- 
terior wad  of  the  vagina  in  such  a manner 
that  the  lower  surface  faces  the  posterior 
fornix  of  the  vagina.  The  vaginal  attach- 
ment divides  the  cervix  into  a supravaginal 
portion  and  a vaginal  portion,  also  called  a 
portio.  The  external  os  presents  a short  slit 
or  a small  round  opening.  The  anterior  lip 
of  the  os  is  shorter  and  thicker  than  the  pos- 
terior lip.  On  either  side  of  the  cervix  lie 
numerous  blood  vessels  embedded  in  loose 
fatty  tissue.  This  tissue  extends  upward 
between  the  layers  of  the  broad  ligaments 
and  is  known  as  the  parametrium.  The 
cervix  is  rich  in  lymphatics  which  communi- 
cate with  the  lymph  channels  of  the  uterus. 
The  ligaments  of  the  cervix  are  the  two 
uterovesical,  two  broad  and  two  uterosacral. 
They  consist  of  bands  of  elastic  and  muscle 
fibers  which  spread  out  from  the  cervix  in 
the  form  of  a six-pointed  star.  Each  arm 
of  this  star  is  covered  by  peritoneum  and 
contains  numerous  blood  vessels  and  lym- 
phatics. These  ligaments,  together  with 
the  vaginal  attachment,  fix  the  cervix  in 
its  elevated  position  and  the  elasticity  of 


the  normal  ligaments  permits  the  free  mobil- 
ity of  the  uterus. 

Structurally,  the  cei’vix  differs  from  the 
uterus  in  several  respects.  The  muscular 
coat  of  the  cervix  contains  more  elastic  and 
connective  tissue  than  that  of  the  corpus. 
This  gives  the  cervix  greater  thickness  and 
strength.  The  surface  of  the  canal  is  not 
smooth  but  is  crossed  by  the  characteristic 
folds  and  ridges  known  as  the  arbores 
vitae.  The  mucosa  lining  the  canal  is  thick- 
er and  denser  than  the  rest  of  the  endome- 
trium. The  ciliated  columnar  epithelia  lin- 
ing the  cervical  mucosa  are  larger  and  dip 
do\Vn  into  the  muscle  to  form  branched 
racemose  glands  in  addition  to  the  sim- 
ple tubular  glands  of  the  uterus.  These 
racemose  glands  secrete  a clear  tenaceous 
mucus.  Just  within  the  external  os,  the 
columnar  epithelia  give  way  to  the  stratified 
squamous  epithelia  of  the  vagina  which 
cover  the  portio,  giving  it  a smooth  and 
shiny  appearance.  Only  the  posterior  sur- 
face of  the  supravaginal  portion  is  covered 
by  peritoneum.  The  normal  covering  of  the 
portio  is  about  twenty  cells  in  thickness. 
These  cells  are  similar  to  those  of  the  skin 
except  that  those  of  the  portio  have  very  lit- 
tle keratin.  The  upper  layer  is  made  up  of 
flattened  dried-up  cells  which  consist  main- 
ly of  thick  walls,  no  protoplasm  and,  rarely, 
compressed  nuclei.  The  next  layer  is  formed 
of  semi-flattened  cells  with  ill-defined  nu- 
clei and  also  without  protoplasm.  Beneath 
this  are  layers  of  polyhedral  cells  which 
make  up  the  bulk  of  the  epithelial  structure. 
These  cells  possess  protoplasm,  their  nuclei 
stain  well  and  their  walls  are  thinner.  The 
lowest  layer  rests  directly  upon  the  muscular 
coat  of  the  cervix  and  consists  of  low  col- 
umnar epithelia,  one  cell  in  thickness,  whose 
protoplasm  and  nuclei  stain  best.  According 
to  Bailey,  these  low  columnar  cells,  which, 
by  the  way,  must  not  be  confused  with 
the  glandular  columnar,  are  the  youngest 
and  most  active  of  the  squamous  epithelial 
structure.  Their  function  is  the  production 
of  new  cells  to  make  up  for  the  loss  in  des- 
quamation or  destruction.  The  new  cells 
when  born  are  columnar  or  cuboidal  in  shape. 
They  are  then  shoved  up  to  the  next  level 
and  by  compression  their  forms  change  to 
polyhedral.  This  change  continues  with  their 
ascent,  and  by  the  time  they  reach  the  sur- 
face they  have  undergone  a metamorphosis 
from  the  young  active  columnar  to  the  old 
and  passive  stratified  squamous  cells,  whose 
only  usefulness  is  that  of  offering  a barrier 
to  the  entrance  of  bacteria. 

This,  briefly,  is  a description  of  the  normal 
cervix.  Disease  produces  changes  in  the 
structure,  function  and  position  of  the  cer- 
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vix.  The  diseases  of  the  cervix  that  the 
general  practitioner  most  frequently  meets 
are  inflammation  and  neoplasms.  In  this 
paper  only  the  first  will  be  considered,  as 
the  treatment  of  neoplasms,  with  the  excep- 
tion of  a simple  polyp,  belongs  to  the  special- 
ist. 

ETIOLOGY 

The  normal  cervix  is  free  from  bacteria. 
In  rare  conditions,  germs  may  come  down 
from  a ruptured  appendix  through  the 
tubes  and  uterus,  or  bacteria  may  be  carried 
to  the  cervix  by  the  blood  and  lymph 
streams.  Ordinarily,  however,  the  entrance 
is  by  way  of  the  vagina.  The  infection  may 
be  introduced  directly  into  the  canal  through 
a healthy  os  by  the  examining  finger,  in- 
strument or  stem  pessary.  More  often  the 
infectious  material  is  deposited  in  the  vagina 
during  coitus,  and  the  everted  lip  of  a torn 
cervix  is  bathed  in  the  diseased  secretion. 
The  most  important  predisposing  cause., 
then,  is  trauma..  The  injury  in  itself  may  be 
of  minor  importance.  But  as  a potential 
gateway  to  the  entrance  of  pathogenic  mi- 
croorganisms, every  cervical  laceration  as- 
sumes great  significance. 

The  more  common  bacteria-produced  cer- 
vical infections  are  staphylococci,  streptoc- 
occi, bacillus  coli  and  last,  but  not  least,  the 
diplococcus  of  Neiser.  Over  75  per  cent  of 
pelvic  infections  are  produced  by  gonococci. 
The  normal  stratified  epithelium  of  the 
vagina  may  serve  as  a barrier  to  the  passage 
of  pathogenic  germs  and  they  may  then  be 
destroyed  by  the  vaginal  secretion  and  flora. 
But  there  is  a limit  to  the  capacity  of  these 
protective  forces.  And  they  will  break  down 
sooner  or  later  if  infectious  prostatic  or 
seminal  secretion  is  repeatedly  deposited  in 
the  vagina.  With  the  gonococci,  other  bac- 
teria may  be  introduced.  But  long  after  the 
accompanying  germs  have  been  eliminated, 
the  gonococci  may  still  be  found  in  the  cer- 
vix. And  as  is  so  often  the  case  in  gonorrheal 
prostatitis,  the  glands  of  the  infected  cervix 
may  harbor  dormant  gonococci  for  years, 
only  waiting  for  a chance  to  come  up  to  the 
surface  whenever  conditions  favor  their 
emergence  from  obscurity. 

PATHOLOGY 

When  microorganisms  of  a kind  that  can 
live  in  an  alkaline  medium  find  their  way  to 
the  cervical  mucosa,  the  result  is  the  famil- 
iar phenomenon  of  acute  inflammation.  The 
invader  is  met  by  an  influx  of  leukocytes  and 
in  the  ensuing  battle  many  cells  of  the  in- 
vading and  defending  forces  perish.  The  ir- 
ritation produced  in  this  process  stimulates 
the  mucous  glands  to  greater  activity.  The 
increased  volume  of  mucus,  mixed  with  the 


products  of  inflammation,  ecapes  through 
the  external  os  as  leukorrhea.  The  charac- 
ter, color,  odor  and  amount  of  the  discharge 
are  governed  by  the  kind  and  virulence  of 
the  invader  and  by  the  nature  of  the  host’s 
reaction.  But  any  leukorrhea  is  detrimental 
to  squamous  epithelia.  Those  cells  of  the 
portial  epithelia  which  are  situated  near  the 
os  and  therefore  come  in  closer  contact  with 
the  virulent  discharge,  perish  first.  The 
area  they  have  occupied  becomes  denuded 
and  filled  with  inflammatory  material.  This 
is  a true  erosion,  but  it  lasts  so  short  a time 
that  it  is  rarely  seen.  What  is  generally 
spoken  of  as  erosion  follows  immediately 
after  this  first  stage  of  the  inflammation. 

As  soon  as  an  area  near  the  os  is  denuded 
of  epithelia,  it  is  covered  by  glandular  cells. 
These  columnar  cells  are  more  resistant  to 
infection  than  the  squamous.  And  an  infec- 
tion that  may  be  fatal  to  the  squamous 
would  serve  only  as  an  irritant  to  the  col- 
umnar. All  the  glandular  cells  so  irritated 
are  stimulated  to  produce  more  mucus.  But 
those  cells  that  are  situated  just  within  the 
external  os  are  also  stimulated  to  proliferate 
whenever  there  is  a chance  for  expansion. 
It  is  these  young  cells  that  leave  the  canal 
and  occupy  the  vacant  premises  on  the  por- 
tio.  Once  there,  these  enterprising  young- 
sters proceed  to  change  their  new  environ- 
ment to  look  like  the  mucosa  on  the  other 
side  of  the  os.  And  very  soon  the  portio, 
which  never  possessed  a single  gland,  is  hon- 
eycombed with  straight  and  branched 
mucous  glands.  However,  despite  the  enor- 
mous amount  of  work  expended  on  their 
new  homesteads,  the  columnar  cells  are  al- 
ways ready  to  retire  and  let  their  weaker 
neighbors  move  in  again  whenever  the  latter 
are  in  a position  to  stage  a come-back.  And 
this  really  takes  place  when  the  inflamma- 
tion subsides  completely.  The  lower  layer 
of  the  adjacent  healthy  squamous  epithelia 
then  proliferates,  the  young  cells  get  under 
the  glandular  cells  and  lift  them  out  of  their 
beds.  The  succeeding  generations  of  squam- 
ous cells  continue  the  good  work,  lifting  and 
compressing  the  older  cells  above  them,  until 
the  first  generation,  by  now  flattened  and 
stratified,  reach  the  surface,  and  healing  is 
complete.  If,  however,  the  host  is  unable  to 
overcome  the  infection  completely,  then  the 
squamous  epithelia  have  no  chance  to  dis- 
possess the  columnar  squatters.  On  the  con- 
trary, as  more  leukorrhea  is  produced,  wider 
areas  of  the  portio  are  continually  desqua- 
mated. The  expanding  abrasions  are  quickly 
occupied  and  reorganized  by  the  glandular 
cells.  This  new  mucous  cover  is  known  as 
erosion.  In  reality,  this  is  not  an  erosion 
but  a proliferation,  and  Bailey  dropped  this 
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old  misleading  name  and  christened  this 
process  periauricular  cervicitis.  The  opening 
of  the  new  as  well  as  of  the  old  gland  ducts 
may  at  times  be  stopped  up  by  inflammatory 
products.  The  resulting  cysts  are  known  as 
nabothian  follicles. 

As  time  goes  on  and  the  inflammation  is 
not  terminated,  the  infection  may  spread  to 
the  other  pelvic  organs,  either  directly 
through  an  open  internal  os  during  men- 
struation or  labor,  or  by  way  of  the  lymphat- 
ics. An  infected  uterus  with  the  accom- 
panying increase  in  its  size  caused  by  round- 
cell infiltration  and  circulatory  stasis,  re- 
sults in  chronic  subinvolution.  Lymphangitis 
of  the  uterosacral  ligaments  shortens  and 
hardens  them  and  displaces  the  uterus.  In 
a similar  way,  the  ovaries  and  tubes,  even 
the  peritoneum,  may  become  involved.  And 
even  when  none  of  these  changes  takes  place, 
the  cervical  glands  may  serve  as  storehouses 
of  infection  from  which  disease  may  be  car- 
ried to  other  and  more  remote  parts  of  the 
body.  Moench,  of  the  Mayo  Clinic,  has  shown 
that  the  streptococci  found  in  cervices  of 
women  suffering  from  arthritis  are  similar 
to  the  streptococci  removed  from  their  in- 
flamed joints.  The  same  germs  when  in- 
jected in  rabbits  produced  acute  arthritis  in 
the  animals. 

Sometimes  the  infection  is  so  virulent  that 
it  destroys  even  the  columnar  cells.  In  that 
case  the  abrasion  on  the  portio  remains  ex- 
posed. Its  base  is  lower  than  the  healthy 
squamous  surface,  the  walls  are  ragged,  and 
the  cavity  contains  unhealthy  looking  gran- 
ulations and  inflammatory  debris.  This  is 
indeed  a sad  picture,  but  it  is  by  far  less 
dangerous  than  the  low-grade  inflammation 
which  results  in  the  so-called  erosion.  Bailey, 
who  examined  histologically  850  cervices 
that  were  removed  for  various  causes,  found 
that  every  case  of  cancer  had  an  erosion  at 
its  origin.  He  does  not  claim  to  know  the 
cause  of  cancer,  but  his  extensive  studies 
convinced  him  that  an  erosion  is  a constant 
factor  in  the  formation  of  the  cancer  of  the 
cervix.  A virulent  infection  destroys  the 
epithelia  and  no  cancer  results.  But  when 
the  infection  is  of  a low  grade,  it  can  only 
irritate  the  cells,  and  irritation  stimulates 
them  to  greater  activity.  When  these  cells 
possess  a function  normally,  their  activity 
when  over-stimulated  is  also  purposeful,  as 
we  have  seen  in  the  case  of  the  columnar 
epithelia.  But  the  majority  of  the  squamous 
cells  have  no  normal  function.  They  are  al- 
ways passive.  When,  therefore,  these  poly- 
hedral cells  are  constantly  irritated  into  ac- 
tivity, what  are  they  to  do?  They  are  of  no 
account  as  fighters  against  the  invader,  nor 
have  they  anything  to  secrete.  The  only 


thing  left  for  them  to  do  is  to  reproduce,  and 
this  they  do  with  a vengeance.  But  since 
this  proliferation  is  abnormal  and  purpose- 
less, the  result  of  their  labor  is  a cancer.  Oc- 
casionally, the  young  glandular  cells  of  the 
erosion,  which  are  naturally  not  quite  as 
well-balanced  as  their  sires  across  the  bor- 
der, will  forget  their  true  mission,  and  when 
provoked  by  strong  and  continued  irrita- 
tion may  respond  with  aimless  proliferation 
and  produec  an  adenocarcinoma.  This,  how- 
ever, happens  rarely,  and  the  usual  cancer 
of  the  cervix  is  an  epithelioma.  A chronic 
ulcer  of  long  standing  might  also  reach  a 
certain  stage  of  low-grade  infectivity,  and 
exert  the  same  influence  on  the  polyhedral 
cells  as  an  erosion.  The  latter,  however,  is 
the  most  constant  factor  in  cervical  cancer 
formation. 

SYMPTOMS 

Acute  endocervicitis  has  only  one  symp- 
tom, leukorrhea.  If  the  patient  complains 
of  pain  or  burning,  it  is  due  to  an  accom- 
panying vulvitis  or  vaginitis.  The  character 
and  the  amount  of  the  discharge  vary.  It 
may  be  clear  liquid,  odorless  and  scanty,  or 
it  may  be  greenish-yellow,  of  a nasty  odor, 
and  profuse.  On  examination,  the  cervix 
looks  and  feels  larger  and  edematous.  A 
bright  red  halo  surrounds  the  external  os, 
and  some  mucous  membrane  may  protrude 
from  it.  The  squamous  epithelia  of  the  por- 
tir  and  the  posterior  fornix  look  red  and 
shiny.  The  pus  contains  the  causative  organ- 
ism. If  a gram-negative  diplococcus  is  found, 
make  sure  that  it  is  not  the  Micrococcus  cat- 
arrhalis  before  pronouncing  it  specific.  When 
in  doubt,  make  a blood  culture.  The  diagno- 
sis of  acute  endocervicitis  is  made  from  the 
above  findings,  after  excluding  disease  of 
the  uterus  and  tubes,  and  from  the  history. 

The  symptoms  of  the  ordinary  chronic  en- 
docervicitis are  not  any  more  definite.  There 
is  the  discharge,  which  may  be  scanty  or 
profuse,  mucoid  or  purulent,  odorless  or  foul- 
smelling. There  may  be  dyspareunia, 
slight  hemorrhage  after  coitus,  and  some 
form  of  vulvar  dermatitis.  In  more  advanced 
cases,  the  leukorrhea  may  cause  much  psy- 
chic distress.  If  the  uterosacral  ligaments 
are  involved,  there  will  be  backache  and  dys- 
menorrhea. When  the  lymphangitis  reaches 
the  uterus,  the  ensuing  enlargement  of  that 
organ  will  produce  a bearing-down  sensa- 
tion with  backache  and  metrorrhagia.  When 
the  ovaries  and  tubes  are  affected,  the  symp- 
toms become  complicated  with  those  of 
oophoritis  or  salypyngitis.  On  examination, 
the  cervix  appears  larger  and  harder,  the 
squamous  epithelia  are  smooth  and  pink,  and 
the  erosion  around  the  os  is  red,  velvety  to 
the  touch  and  bleeds  easily.  The  causative 
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microorganism  may  or  may  not  be  present 
in  the  discharge.  The  gonococci  especially 
may  be  lying  dormant  in  the  recesses  of  the 
racemose  glands. 

DIFFERENTIAL  DIAGNOSIS 

A good  history  and  careful  general  and 
pelvic  examinations  are  essential.  The  pel- 
vic examination  must  be  done  bimanually 
and  with  a speeulum  under  a good  light.  In- 
solution. Apriv  a pledget  of  cotton  soaked 
tissue  from  a laceration,  a cyst,  a fibroid  or 
malignancy.  Induration  due  to  a laceration 
is  limited  to  the  scar,  while  that  due  to 
malignancy  is  more  general.  If  the  indura- 
tion is  caused  by  a cyst,  it  will  disappear 
after  the  cyst  is  emptied.  A fibroid  should 
be  examined  microscopically. 

An  ulcer  may  be  caused  by  a badlv  fitting 
pessary,  a prolansed  uterus,  svnhilis,  chan- 
croid, tuberculosis  or  cancer.  The  first  two 
causes  are  self-evident.  Svnhilis  in  any 
stage  should  not  be  difficult  to  diagnose. 
When  in  doubt  and  the  patient’s  general 
condition  permits,  a therapeutic  test  may 
help.  A chancroid  will  respond  readilv  to 
the  cautery.  Tuberculosis  of  the  cervix  is 
rare,  vet  it  does  occur.  It  may  be  secondary 
to  tuberculosis  of  some  o*her  part  of  the 
body.  If  it  is  primary,  the  germs  are  car- 
ried to  the  cervix  from  a tuberculous  epidi- 
dymis during  coitus.  The  history  mav  help 
here.  If  still  in  doubt,  the  scrapings  may  be 
sent  to  the  laboratory. 

In  the  case  of  a bleeding  s^ot,  Crossmi  ad- 
vises to  test  it  with  a 10  per  cent  sulphate 
solution.  Appuy  a pledget  of  cotton  soaked 
in  the  solution  to  the  bleeding  area  for  two 
minutes.  If  the  bleeding  stops,  it  is  not 
malignant.  Repeat  this  in  three  davs.  If 
there  is  no  improvement,  remove  a section 
for  examination. 

A biopsv  is  not  difficult  to  do.  Use  a 
sharp  knife  or  a punch,  and  touch  up  the 
wound  edges  with  the  cautery.  But  be  care- 
ful to  remove  the  specimen  from  the  most 
susp:cious  area,  and  include  the  epithelium. 
Otherwise,  the  pathologist  mav  report 
“chronic  cervicitis,”  ami  the  patient  continue 
to  produce  a cancer.  It  is  not  often,  how- 
ever, that  we  have  to  do  a biopsy.  Usually 
the  case  is  easily  determined,  whether  it  is 
cancer  or  benign,  without  a biopsy.  Novak 
states  that  the  diagnosis  could  be  made  with- 
out a biopsy  in  more  than  95  per  cent  of 
cervical  diseases.  If  the  erosion  or  eversion 
is  pink,  smooth,  firm,  with  no  areas  of  indu- 
ration, friability  or  vascularity,  it  is  not 
malignant.  If  there  is  an  indurated  area  on 
either  cervical  lip,  especially  if  the  overly- 
ing surface  is  granular,  vegetative  or  ulcer- 
ated, and  very  vascular;  or  if  an  erosion  con- 


tains a hardened  or  raised  area  with  vascu- 
larity, sponginess  or  ulceration  of  the  sur- 
face, then  do  a biopsy.  If  the  portio  is  nor- 
mal and  intracervical  mucosa  seems  vascu- 
lar or  granular,  curet  the  canal  and  send  the 
scrapings  to  the  laboratory. 

TREATMENT 

Prophylactic.  Taking  into  consideration 
that  the  most  common  and  most  troublesome 
infection  of  the  cervix  is  caused  by  the  gon- 
ococcus, it  can  readily  be  seen  that  the  only 
effective  way  to  protect  women  from  this 
ravishing  infection  is  by  making  an  honest 
attempt  to  eradicate  gonorrhea  in  the  male. 
Any  doctor,  therefore,  who  treats  gonorrhea 
in  the  male  in  a slip-shod  manner  is  not  only 
acting  unprofessionally  toward  his  patient, 
but  he  is  also  guilty  of  exposing  at  least  one 
woman  to  the  suffering  and  dangers  of  pel- 
vic disease.  It  is  inexcusable  for  a modern 
doctor  to  treat  specific  urethritis  without 
making  frequent  microscopic  examinations. 
And  it  is  nothing  less  than  scandalous  to  dis- 
miss a patient  as  “cured”  without  a thor- 
ough investigation.  While  we  have  no  means 
of  determining  an  absolute  cure,  we  do  have 
certain  well-established  procedures  that  can 
be  relied  upon  in  almost  every  case.  Though 
this  is  not  a treatise  on  male  gonorrhea,  it  is 
not  out  of  place  to  state  that  before  discharg- 
ing a case  of  anterior  urethritis,  a smear 
obtained  'from  a provocative  injection  of 
silver  nitrate  should  be  sent  to  the  labora- 
tory for  examination.  The  reason  for  this 
precaution  is  the  fact  that  even  doctors  are 
subject  t ohuman  weaknesses.  And  in  pro- 
tracted cases,  especially  when  the  patient  is 
in  a hurry  to  get  married,  even  an  honest 
man  may  fail  to  find  the  germs  though  they 
are  still  present  in  Littre’s  crypts.  In  pos- 
terior urethritis,  where  a criterion  of  recov- 
ery is  so  much  more  difficult  to  determine, 
the  attending  general  practitioner  should 
not  discharge  the  patient  without  a consulta- 
tion with  the  best  urologist  available. 

Next  in  importance  is  the  proper  attention 
to  cervical  tears.  Under  the  best  of  obstet- 
rical skill  and  care,  lacerations  of  the  cervix 
will  occur.  We  are  rarely  able  to  prevent 
them,  but  are  always  able  to  treat  them. 
The  best  treatment  is  suturing  of  the  lacer- 
ation immediately  after  the  placenta  is  ex- 
pelled. Whether  this  is  done  or  not,  every 
woman  should  be  examined  six  weeks  after 
labor,  and  treatment  instituted,  if  the  cervix 
is  found  diseased. 

It  would  of  course  be  a platitude  to  state 
that  all  vaginal  examinations  and  instru- 
mentations should  be  performed  as  aseptic- 
ally  as  possible.  Still,  even  modern  doctors 
do  get  careless  at  times.  And  even  such  ultra 
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modern  men  as  radiologists  have  infected 
cervices  by  using  unsterile  radium  tubes. 

Regarding  the  use  of  pessaries,  gynecol- 
ogists are  no  longer  in  agreement  as  to  the 
benefits  a patient  may  derive  from  them. 
But  all  agree  that  a poorly  fitting  pessary 
may  cause  serious  damage.  It  is  therefore 
important  that  the  doctor  who  uses  a pes- 
sary should  first  make  certain  that  it  fits 
the  patient  and  then  have  her  return  at  stat- 
ed frequent  intervals  for  examination,  to 
make  sure  that  no  damage  is  caused  by  the 
pessary.  And  because  the  uterine  cavity 
cannot  be  inspected,  no  intrauterine  pessary 
should  ever  be  used.  They  are  still  employed 
by  some  to  help  dilate  a narrow  cervical 
canal  and  by  others  as  contraceptives.  Dila- 
tation can  be  done  better  by  sounds  or  with 
the  galvanic  current.  And  safer  and  more 
reliable  contraceptives  are  now  available 
than  those  barbaric  intra-uterine  contrap- 
tions. 

Active  Treatment.  Acute  endocervieitis 
is  seen  rarely.  When  a patient  seeks  medi- 
cai  aid  it  is  for  some  troublesome  complica- 
tion. In  those  rare  cases  of  endocervieitis 
that  are  seen  without  complications,  the 
opinion  of  gynecologists  is  divided.  Some  ad- 
vise rest  in  bed  until  the  acute  attack  is 
over,  and  nothing  else.  Others  maintain 
that  the  proper  treatment  consists  in  getting 
rid  of  the  germs  by  going  after  them  with 
chemicals  right  into  the  cervical  canal.  If  an 
ordinary  practitioner  may  venture  an  opin- 
ion, neither  of  these  extreme  views  sounds 
very  reasonable.  It  is  not  usually  practic- 
able to  keep  a patient  in  bed  when  she  suf- 
fers no  discomfort  from  her  disease.  And 
to  indulge  in  intracervieal  manipulations  in 
the  presence  of  an  active  infection  is  certain- 
ly dangerous.  A more  rational  method  of 
treatment  seems  to  be  the  one  suggested  by 
Bandler:  Clean  the  vagina  and  portio.  Paint 
them  with  4 per  cent  mercurochrome  solu- 
tion. Remove,  with  the  aid  of  a suction-tube, 
as  much  inflammatory  mateiral  from  the 
canal  as  you  can.  Paint  again  the  portio 
with  mercurochrome  solution.  Pour  into  the 
vagina  an  ounce  of  glycerine.  Pack  it  with 
gauze  strips  (two-inch  bandage  makes 
good  packing  material).  Remove  the  pack- 
ing in  24  hours  and  repeat  the  process  until 
the  acute  stage  is  gone.  Here  you  are  ac- 
tually doing  something  for  the  patient  from 
which  she  may  derive  some  benefit.  And  if, 
despite  your  conservative  treatment,  the 
uterus  or  tubes  should  become  involved,  you 
will  at  least  know  that  it  was  not  your  med- 
dling that  gave  the  infection  a lift. 

The  indications  for  chronic  endocervieitis 
are  more  definite  and  the  results,  as  a rule, 


more  satisfactory.  Until  recently,  surgery 
was  the  mainstay  in  obstinate  cases.  Later 
radium  came  into  vogue.  Now  the  pendulum 
is  swinging  the  other  way,  and  a man  of  the 
caliber  of  Dr.  Dannereuther,  himself  a sur- 
geon of  note  and  a teacher  of  gynecology, 
states  that  most  gynecological  conditions  do 
not  require  operations.  And  he  goes  on  to 
say  what  we  minor  lights  have  suspected  all 
along,  that  the  ability  to  perform  pelvic  op- 
erations is  of  minor  importance  as  compared 
with  skilful  differential  diagnosis  and  ex- 
pertness in  applying  non-operative  therapy, 
and  that  it  is  more  creditable  to  the  physi- 
cian, and  certainly  to  the  patient’s  advan- 
tage, if  symptoms  are  relieved  by  office 
treatment  rather  than  by  hvsterectomy.  As 
for  radium,  it  has  surely  demonstrated  its 
life-saving  properties  in  numerous  cases  of 
malignant  cervices.  But  that  should  not 
blind  us  to  the  fact  that  radium  is  a dan- 
gerous agent.  It  is  not  to  be  employed  in 
chronic  cervicitis,  especiahv  if  the  patient 
is  still  in  need  of  ovarian  hormones,  before 
other  methods  have  been  tried. 

The  ordinary  case  of  chronic  cervicitis  will 
respond  to  some  such  simple  treatment  as 
the  following:  Clean  the  vagina  and  portio. 
Paint  them  with  mercurochrome  solution. 
Remove  the  discharge  from  the  cervical 
canal  with  the  aid  of  a solution  of  sodium  bi- 
carbonate. Drv  the  canal  and  paint  it  again 
with  mercurochrome  solution.  Inject  a few 
drons  of  the  same  solution  into  the  substance 
of  the  portio  with  a dental  hypodermic 
syringe.  Pack  the  vagina  with  iodoform 
gauze.  Remove  the  racking  in  48  hours  and 
repeat  the  treatment  for  several  weeks.  (In- 
stead of  iodoform  gauze,  glycerin  and  gauze 
may  be  used  as  in  acute  endocervieitis).  If 
there  is  no  improvement  within  a reasonable 
length  of  t:me,  say,  two  months,  or  in  cases 
where  it  is  not  advisable  to  have  the  patient 
come  to  the  office  too  often,  use  the  electric 
cautery.  Its  contraindications  are  pregnancy 
and  acute  or  sub-acute  inflammation  of  any 
pelvic  organ. 

The  cautery  is  the  treatment  of  choice  in 
chronic  ulcers  and  in  erosions  following 
child-birth  injuries.  It  is  a safe  and  easy 
method.  It  can  be  done  in  the  office  and 
does  not  require  any  anesthetic  in  most 
patients.  The  procedure  is  as  follows : After 
cleansing  the  vagina  and  cervix,  a small 
nasal-type  electric  cautery  is  applied  to  the 
exposed  membrane  along  its  whole  length, 
5 mm.  deep  and  1 cm.  apart.  Nabothian 
cysts,  if  present,  are  punctured,  their  con- 
tents evacuated  and  their  bases  cauterized. 
The  cervix  and  vagina  are  then  painted  with 
10  per  cent  mercurochrome  solution.  The 


MARCH,  1931 


107 


patient  is  told  that  during  the  next  ten  days 
the  discharge  will  be  more  profuse,  necessi- 
tating her  cleansing  the  external  genitalia 
several  times  a day.  Douches  are  better 
avoided,  unless  the  discharge  becomes  too 
annoying.  In  that  case,  a 1:5000  potassium 
permanganate  douche  may  be  used  occasion- 
ally. Once  a week  have  the  patient  come  to 
the  office  for  treatment.  Clean  out  the 
vagina  and  cervix  and  paint  them  with  mer- 
curochrome  solution.  The  cauterization  may 
have  to  be  repeated  in  two  weeks.  Healing 
is  usually  complete  in  two  months.  The 
leukorrhea  is  gone  and  there  is  a constant 
improvement  in  the  other  symptoms  caused 
by  the  endocervicitis.  But  look  out  for  steno- 
sis of  the  cervix.  If  it  does  appear,  dilate. 
When  the  entire  canal  is  infected,  the  cau- 
terization will  have  to  be  more  extensive. 
Under  gas  anesthesia,  the  cervix  is  dilated 
and  several  strokes  are  made  with  the  cau- 
tery along  the  who’e  length  of  the  canal  up 
to  the  internal  os.  In  very  obstinate  infec- 
tions the  removal  of  the  entire  cervical 
mucous  membrane  may  have  to  be  consider- 
ed. This  can  be  accomplished  by  the  use  of 
surgical  diathermy  under  local  anesthesia. 
But  for  this  kind  of  work  special  training 
is  necessary  and  some  gynecologists  still 
prefer  Sturmdorf’s  operation  in  those  cases. 

A word  about  medical  diathermy  in  gyne- 
cology. All  agree  that  it  is  usefui  in  reliev- 
ing the  discomfort  caused  by  adnexitis,  par- 
ametritis, and  pelvic  adhesions.  But  does 
medical  diathermy  cure  gonorrheal  endocer- 
vicitis? Corbus  and  O’Conor  say  definitely, 
yes.  Dannereuther  and  his  associates  say 
just  as  positively,  no.  So  here  you  have  your 
choice.  Nor  could  I find  a more  satisfactory 
answer  to  the  question  of  what  place  vac- 
cines sholud  be  given  in  the  treatment  of  dis- 
eased cervices. 

And  now  let  me  conclude  with  an  import- 
ant reminder.  Not  every  case  of  chronic  leu- 
korrhea is  in  need  of  local  treatment.  If  the 
patient  is  overworked  and  anemic,  painting 
the  cervix  with  mercurochrome  will  not  stop 
the  discharge.  When  rest,  proper  food  and 
Blaud’s  pills  shall  have  succeeded  in  building 
up  the  patient,  the  leukorrhea  may  disappear 
spontaneously. 
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LAPAROTRACHELOTOMY— 

ITS  ADVANTAGES  COMPARED  TO  THE 
CLASSIC  CESAREAN 

FLOYD  B.  SHARP,  M.D. 

Phoenix,  Ariz. 

(Presented  before  the  Maricopa  County  Medical 
Society,  September  29,  1930). 

This  short  paper  is  presented  in  the  belief 
that  more  medical  meetings  should  show  on 
their  programs  a subject  of  obstetrical  inter- 
est. Its  theme  is  one  of  generalization  rather 
than  a maze  of  detail,  and  deals  with  one 
phase  of  an  issue  that  has  much  to  do  with 
maternal  welfare  and  safety.  There  is  a 
great  deal  in  the  current  literature  dealing 
ably  with  the  subject  of  laparotrachelotomy. 
There  are  definite  conclusions  to  be  drawn 
from  this  source,  besides  a few  impressions 
from  a still  small  personal  experience  and 
observation. 

Granting  that  delivery  of  the  child  by  the 
abdominal  route  is  indicated,  and  omitting, 
for  the  time  being,  discussion  on  that  point, 
laparotrachelotomy  has  several  advantages 
over  the  classic  cesarean.  The  latter  still 
has  the  greater  vogue,  but,  according  to  a re- 
cent analysis  by  Thompson,  the  persever- 
ance of  De  Lee,  Beck,  and  others,  in  their 
teachings,  apparently  is  bearing  results.  The 
incidence  of  low  cervical  section,  employing 
De  Lee’s  technic,  has  increased  mai'kedly 
over  the  old  operation  during  the  past  year. 
It  is  now  quite  widely  used  in  the  better- 
known  maternity  hospitals  and  clinics  on  the 
Continent  as  well  as  in  the  United  States. 

The  technic  of  the  operation  was  based 
upon  Sellheim’s  third  method,  and  is  ac- 
curately described  in  later  editions  of  De 
Lee’s  textbook.  Technically,  the  operation 
is  more  difficult,  but,  according  to  authority, 
the  necessary  skill  should  be  possessed  by 
one  professing  ability  to  decide  when  ab- 
dominal section  is  necessary.  Only  rarely  is 
the  classic  section  preferred,  when  urgent 
haste  is  required  to  save  the  babe,  or  when 
dense  adhesions  are  present  following  pre- 
vious surgery,  especially  ventro-fixation.  Se- 
vere bleeding  is  rarely  encountered  with  the 
cervical  operation  and  haste  is  not  neces- 
sary. It  is  well  adapted  to  the  use  of  infil- 
tration anesthesia,  to  which  its  enthusaists 
ascribe  much  credit  for  the  lessened  mor- 
bidity and  mortality.  After  the  patient  has 
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been  in  labor  for  some  time,  the  operation  is 
more  easily  done,  and  its  safety  to  a certain 
limit  is  not  lessened.  The  test  of  labor 
may  therefore  be  employed  in  borderline 
cases,  and  this  alone  justifies  its  existence. 

Cesarean  section  has  not  shown  as  yet 
that  it  is  a vital  factor  in  the  lowering  of  our 
maternal  mortality.  Besides  factors  outside 
of  this  paper,  this  fact  is  due  to  the  high 
mortality  attending  the  operation  even  un- 
der favorable  conditions.  The  puerperal 
mortality  rate  for  1925,  in  Detroit,  from 
abdominal  section  was  13  per  cent.  One  se- 
ries of  unfavorable  cases  showed  a death 
rate  of  42.7  per  cent.  It  is  true  that  analysis 
of  these  cases  shows  that  poor  prenatal  care, 
faulty  placing  of  indications,  and  similar  fac- 
tors, were  much  at  fault.  More  recent  and 
more  complete  statistical  studies  by  Green- 
hill.  Jellet,  Kustner,  and  others,  show  that 
there  is  a mortality  with  the  classic  cesarean 
varying  anywhere  from  2 to  50  per  cent,  and 
that,  in  those  surviving  after-complications, 
the  risk  is  greater  with  another  pregnancy. 
Very  few  series  show  a rate  less  than  4 per 
cent  for  the  old  operation,  and  the  average 
is  between  10  and  12  per  cent.  Subsequent 
rupture  of  the  uterus  occurs  in  3 to  4 per 
cent  of  following  pregnancies,  20  per  cent 
occurring  before  the  onset  of  labor.  About 
three  months  ago  two  cases  of  ruptured 
uterus  following  classic  section,  came  under 
my  observation,  one  at  eight  and  one-fourth 
months,  and  the  other  following  several 
hours  of  labor,  the  previous  cesarean  being 
unknown  to  the  physician  who  attended  her 
up  to  the  time  of  rupture. 

The  mortality  rate  from  the  low  cervical 
section  is  remaining  close  to  1 per  cent. 
Greenhill  has  done  over  one  hundred  with- 
out a death.  A senes  reported  in  1925  from 
the  Chicago  Lying-In  Hospital  showed  330 
operations  with  two  deaths,  only  one  of 
which  could  be  ascribed  to  the  delivery.  A 
recent  report  of  874  cases  shows  a mortality 
of  1.26  per  cent.  The  eleven  deaths  showed 
gangrenous  appendicitis  once,  tuberculous 
meningitis  once,  pneumonia  after  ether 
twice,  embolism  once,  eclampsia  twice,  sepsis 
once  in  a case  I remember  finding  in  se- 
rious condition  and  sending  in  when  I was 
on  the  service,  and  peritonitis  three  times. 
Resection  of  tubes  for  sterilization  was  re- 
sponsible for  one  of  these.  A smaller  series 
of  classical  sections  done  by  the  same  oper- 
ators showed  a mortality  of  4.76  per  cent. 
It  must  be  remembered,  furthermore,  that 
these  were  more  or  less  picked  cases,  while 
the  cervical  section  was  used  many  times  on 
unfa\7orable  cases  after  long  labor,  attempts 
at  delivery,  and  even  when  known  to  be 
slightly  infected. 


The  immediate  morbidity  is  definitely 
lowered,  shock  is  decreased,  hemorrhage  is 
absent  or  only  slight,  and  the  patient’s  con- 
valescence is  much  smoother.  Vomiting, 
tympanites  and  severe  pain  are  rare.  Peri- 
tonitis is  feared  much  less  because  Hofbauer 
has  shown  definitely  that  the  lower  uterine 
segment  resists  infection  better  than  the 
fundus.  Added  to  that,  is  the  fact  that  the 
incision  is  completely  covered  by  the  peri- 
toneal flaps.  Healing  of  the  lower  segment 
incision  is  better  and  more  prompt  because 
of  being  placed  in  the  non-contractile  portion 
of  the  uterus.  Danger  of  rupture  of  the 
uterus  is  minimized  tremendously  because  of 
this  fact.  There  are  on  record  only  twenty- 
two  cases  of  ruptlure  of  a low  cervical  scar 
and  all  but  three  of  these  have  occurred  dur- 
ing labor.  Danforth  and  Grier,  in  a very 
recent  paper,  report  rupture  of  the  scar  after 
the  classic  operation  in  4 per  cent  of  cases. 
One-fifth  of  these  occur  between  seven 
months  and  eight  and  one-half  months,  so 
that  a woman  who  has  had  a classic  section 
is  not  safe  at  any  time  during  the  latter  part 
of  her  pregnancy. 

Worthy  of  repetition  is  the  fact  that  lap- 
arotrachelotomy  may  be  employed,  without 
materially  increasing  the  hazard,  after  the 
patient  has  had  a reasonable  test  of  labor. 
This  is  of  especial  value  in  borderline  cases, 
as  nature  frequently  surprises  with  an  easy 
delivery  from  below  when  dystbcia  was  ex- 
pected. It  is  to  be  hoped  that  the  safety  of 
the  new  operation  will  make  possible  the 
doing  of  fewer  sections  because  of  our  be- 
ing able  to  allow  the  patient  the  test  of  la- 
bor. It  will  be  unfortunate  if  the  safety 
feature  of  this  abdominal  section  encour- 
ages obstetricians  to  substitute  it  for  other 
sound  obstetrical  principles  except  in  cases 
where  sharply  indicated. 


THE  CHILDHOOD  TYPE  OF  TUBERCULOSIS. 
Eugene  F.  Johnson,  M.D.,  Nopeming,  Minn.  Minn. 
Med.,  Sept.,  1930,  p.  613. 

Much  is  being  written  on  the  relation  between 
adult  and  childhood  tuberculosis.  This  paper  pre- 
sents some  illustrative  cases  from  the  Nopeming 
Sanatorium.  Childhood  tuberculosis  is  the  result 
of  a primary  infection  with  the  tubercle  bacillus  and 
the  initial  lesion  may  be  anywhere  in  the  lung. 
Adult  tuberculosis  is  the  result  of  reinfection  and 
the  lesions  are  usually  at  the  apices  and  along  the 
pleura.  The  associated  tracheobronchial  lymph 
nodes  are  always  involved  in  the  childhood  type, 
while  in  the  adult  they  are  not  involved  except  in 
the  terminal  stages.  Caseous  lesions  in  the  primary 
type  become  encapsulated  or  calcified,  whereas  in 
the  adult  type  they  excavate  or  fibrose,  or  both.  In 
the  childhood  type,  infiltration  areas  commonly  re- 
solve with  little  evidence,  while  in  the  adult  type 
infiltrated  areas  resolve  with  production  of  fibrous 
tissue.  These  changes  are  shown  by  x-ray  exami- 
nation nad  must  be  borne  in  mind  in  interpreting 
x-ray  densities. 
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THE  TREATMENT  OF  PNEUMONIA 
WITH  QUININE 

ORVILLE  HARRY  BROWN,  M.D.,  Ph.  I). 

Phoenix,  Arizona 

Quinine  has  specific  toxicity  for  pneumo- 
cocci, I believe  I have  proved,  both  in  the  cul- 
ture tube  and  in  the  patient. 

During-  the  winter  of  1907-1908,  while  su- 
perintendent of  the  Missouri  State  Sanato- 
rium for  Tuberculosis,  I treated  a consider- 
able number  of  cases  of  pneumonia. 

This  was  the  day  of  nihilism,  especially 
for  pneumonia,  in  which  it  was  contended 
that  no  drug  had  beneficial  effects.  There 
came  to  my  attention  an  article  by  Dr.  J.  W. 
Galbraith’,  of  Cananea,  Mexico,  in  which  he 
reported  fifty  consecutive  cases  of  pneumo- 
nia treated  with  quinine  without  a death. 
Abstracts  of  four  of  his  case  reports  relative 
to  his  dosage  of  quinine  are  herein  present- 
ed. 

Case  one:  Eighteen  hours  after  onset  of 

pneumonia,  had  45  grains  of  quinine;  one 
hour  later,  30  grains ; and  four  hours  later, 
20  grains,  making  a total  of  95  grains  with- 
in five  hours. 

Case  two:  Four  days  after  taking  ill,  was 
given  in  one  large  dose  75  grains;  one  hour 
later,  40  grains ; and  four  hours  later,  40 
grains,  making  a total  of  155  grains  in  five 
hours. 

Case  three:  A few  hours  after  taking  ill, 
was  given  50  grains  of  quinine ; one  hour 
later,  30  grains ; the  next  day,  35  grains ; 
and  one  hour  later,  20  grains,  making  a to- 
tal of  135  grains  inside  of  twenty-four  hours. 

Case  four : A case  with  double  pneumonia, 
seen  two  days  after  onset  of  disease,  was 
given  50  grains  of  quinine;  one  hour  later, 
30  grains ; and  the  next  day,  35  grains,  mak- 
ing a total  of  115  grains  within  the  course 
of  24  hours. 

Galbraith  was  of  the  opinion  that  quinine  is 
a heart  stimulent.  He  says  that  he  had  no  un- 
favorable symptoms  in  using  quinine  even 
in  the  large  amounts. 

The  cases  reported  by  him  terminated  ap- 
parently by  slow  lysis. 

I began  using  the  quinine  in  15  to  20  grain 
doses,  at  intervals  of  two  to  four  hours,  until 
the  desired  effect  was  obtained  or  until  dem- 
onstrated that  no  good  was  likely.  There 
was  unquestionably,  in  many  cases  at  least, 
a decidedly  beneficial  effect. 

That  winter  was  a severely  cold  winter 
with  changeable  temperature  and  there  were 
many  severe  colds.  I began  using  the  qui- 
nine for  colds  as  well  as  for  pneumonia  and 
found  that  it  seemed  to  act  equally  as  well 
with  many  cases  of  colds  as  in  pneumonia. 


So  impressed  was  I with  the  results  that 
when  I went  back  to  St.  Louis  I began  a se- 
ries of  experiments  to  ascertain  what  effect 
quinine  had  upon  pneumococci.  I tested  67 
strains  of  pneumococci,  i.  e.,  pneumococci  ob- 
tained from  67  different  patients  with  va- 
rious types  of  the  infection.  All  were  found 
highly  susceptible  to  quinine. 

Controls  were  run  with  other  organisms 
such  as  typhoid  bacilli,  staphylococci,  strep- 
tococci, colon  bacilli,  and  so  forth;  these 
bacteria  were  not  noticeably  influenced  in 
their  growth  by  quinine.  It  even  seemed 
that  typhoid  bacilli  might  grow  a shade  bet- 
ter with  the  quinine  than  without  it. 

The  plan  of  the  experiments  was  as  fol- 
lows: Broth  medium  was  prepared  and  to 
one-half  of  it  was  added  quinine  to  give  the 
medium  a concentration  of  one-tenth  of  one 
per  cent  of  quinine.  Both  media  were  made 
to  have  the  same  reaction.  A broth  culture 
of  pneumococci  was  shaken  and  from  it  two 
loops  were  placed  in  one  or  two  tubes  of  plain 
broth  and  one  or  two  tubes  of  quinine  broth. 
These  tubes  were  then  shaken  and  two  loops 
of  broth  from  each  were  placed  in  melted 
agar  medium  which  was  at  once  plated. 
This  was  repeated  in  one  hour  and  in  two 
and  three  hours,  and  often  at  later  periods. 
At  the  end  of  12  to  24  hours  of  incubation 
the  plates  were  examined  and  the  number  of 
colonies  counted  or  carefully  estimated. 

A few  average  protocols  of  the  experi- 
ments selected  from  the  hundreds  which 
were  done  are  as  follows:  (The  name  follow- 
ing the  date  is  the  name  of  the  patient  from 
whom  the  pneumococci  were  obtained.) 


Inst.  Plates 

One  Hr.  Plates  Three  Hr.  Plates 
April  28,  1911,  Sparks 

400 

2,000 

5,000 

300 

200 

May  4,  1911.  Hei. 

0 

2,000 

100,000 

100,000 

2,000 

500 

2 

2,000 

500 

May  4,  1911.  Seel 

4 

10,000 

30,000 

100,000 

10,000 

2,000 

18 

10,000 

30,000 

100,000 

10,000 

2,000 

May  15,  1911.  Connors 

60 

10,000 

10,000 

50,000 

10,000 

0 

0 

10,000 

10,000 

50,000 

10,000 

1 

May  19,  1911.  Hamm. 

0 

5,000 

10,000 

50,000 

5,000 

2,000 

500 

5,000 

10,000 

50,000 

5,000 

2,000 

May  19,  1911.  Easly. 

500 

5,000 

10,000 

50,000 

5,000 

2,000 

500 

5,000 

10,000 

50,000 

5,000 

2,000 

500 
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May  26,  1911.  Mark. 


10,000  30,000  50,000 

10,000  2,000  200 

10,000  30,000  50,000 

10,000  2,000  200 

June  1,  1911.  Conners.  Media — .5. 


2,000 

5,000 

10,000 

2,000 

50 

0 

2,500 

5,000 

10,000 

3,000 

200 

0 

June 

8,  1911.  Connors.  Media- 

-1.5 

2,000 

5,000 

10,000 

2,000 

1,000 

0 

2,500 

5,000 

10,000 

3,000 

10 

0 

Plates 

1 hr.  Plates  2-hr.  Plates 

3-hr.  Plate: 

June 

27,  1911.  No.  311, 

Rosenow.  Media  .5 

200 

600 

1,000 

3,000 

200 

200 

200 

200 

June  27,  1911.  No. 

79,  Rosenow. 

200 

4,000 

10,000 

10,000 

200 

200 

50 

10 

June  27,  1911.  No. 

549,  Rosenow 

500 

8,000 

10,000 

10,000 

500 

2,500 

2,500 

2,500 

July  1,  1911. 

No.  556 

3,000 

5,000 

5,000 

0 

3,000 

5,000 

2,000 

0 

July  1,  1911. 

No.  79 

2,000 

3,000  Contamination  ? 

1,000 

2,000 

5,000  Contamination? 

0 

July  1,  1911. 

No.  594 

5,000 

15,000 

0 

0 

5,000 

2,000 

0 

0 

July  29,  1911. 

No.  509 

10,000 

8,000 

16,000 

30,000 

10,000 

5,000 

4,000 

3,000 

July  29,  1911. 

No.  546. 

5,000 

10,000 

20,000 

50,000 

5,000 

2,500 

2,000 

1,000 

It  will  be  observed  from  the  protocols  giv- 
en above  that  pneumococci  in  the  first  nine 
experiments  given  are  readily  killed  by  qui- 
nine. In  the  Hamm  and  Easly  cultures,  and 
to  a less  extent  in  the  Mark  culture,  the 
pneumococci  were  less  susceptible  to  quinine 
than  in  all  the  other  experiments  with  fresh 
cultures  of  pneumococci ; but  even  with  these 
the  deterrent  effect  of  quinine  was  marked. 
In  the  46  cultures  of  pneumococci  which  I 
isolated  from  that  many  patients,  none  were 
more  resistant  to  the  effect  of  the  quinine 
than  were  the  Hamm,  Easly  and  Mark  cul- 
tures. 

The  cultures  which  were  supplied  me  by 
Dr.  Rosenow  were  several  years  of  age  and 
many  of  them  nearly  extinct  because  of 
the  dried-up  condition  of  the  culture  media. 
As  probably  was  to  be  expected,  these  or- 
ganisms proved  more  resistant  to  the  qui- 
nine than  were  the  fresh  cultures.  There 
was,  however,  as  will  be  observed  from  the 
protocols,  a marked  deterrent  action  to  the 
growth  of  these  pneumococci,  by  quinine. 
Several  of  these  old  cultures  behaved  in  a 
way  which  was  impossible  at  that  time  for 
me  to  understand;  occasionally,  even  with- 


out the  quinine,  after  some  hours  there 
would  be  a disappearance  of  all  growths. 
This  was  before  the  day  of  bacteriophages 
and  no  doubt  I was  dealing  with  bacterio- 
phages in  certain  of  the  old  cultures. 

I did  a considerable  number  of  experi- 
ments to  ascertain  if  there  was  any  differ- 
ence in  the  action  of  quinine  when  used  as 
a pure  alkaloid  and  used  as  one  of  the  other 
salts  of  quinine.  There  was  no  great  differ- 
ence; there  seemed  to  be  a slight  advantage 
in  favor  of  the  pure  alkaloid  of  quinine.  It 
goes  without  saying  that  these  solutions 
were  made  up  so  that  there  would  be  the 
same  percentage  of  alkaloid  of  quinine  in 
each  group  of  experiments. 

A considerable  series  of  experiments 
were  done  to  ascertain  if  the  reactions  of  the 
culture  media  had  any  decided  influence 
upon  the  growth  of  pneumoccoci.  The  pro- 
tocols showing  dates  of  June  1st  and  June 
8th  show  that  the  media  within  certain  lim- 
its had  no  influence  upon  the  growth  of 
pneumococci. 

I have  used  quinine  in  literally  hundreds 
of  cases  with  respiratory  tract  infection.  In 
a good  percentage  of  these  there  is  a prompt 
and  undoubtedly  beneficial  effect  from  the 
quinine;  in  others,  there  is  little  or  no  ef- 
fect. In  most  cases  of  typical  lobar  pneumo- 
nia where  I have  given  quinine  early  and  in 
large  doses,  there  has  been  usually  a great 
improvement  noticed  within  a few  hours. 
The  temperature  falls,  and  the  patient  de- 
velops a feeling  of  well  being,  except  for  the 
cinchonism,  which  is  usually  not  a serious 
factor.  The  signs  of  congestion  and  con- 
solidation rapidly  disappear  when  the  treat- 
ment is  begun  early  in  the  disease,  and  the 
entire  progress  of  the  disease  is  checked. 
This  has  happened  too  often  in  my  exper- 
ience for  it  to  be  explained  simply  as  an 
early  crisis. 

In  a case  now  and  then,  if  the  quinine  is 
discontinued  at  this  stage,  there  will  come 
a second  congestion  of  the  lungs  and  the 
quinine  must  needs  be  repeated.  I think  of 
this  sort  of  case  as  being  analagous  to  the 
test  tube  experiment  done  on  May  19,  1911, 
with  the  Easly  culture,  in  which  there  were 
500  pneumococci,  in  the  quinine  tube,  still 
alive  after  a three-hour  exposure  to  the 
quinine.  Theoretically,  at  least,  when  two 
loops  of  culture  medium  contained  500  live 
organisms,  the  organism  if  removed  from 
the  presence  of  quinine  would  likely  begin  to 
grow  and  in  a patient  might  overwhelm  him 
rapidly.  For  this  reason  the  quinine  should 
not  be  discontinued  too  early. 

Even  though  the  patient  is  not  seen  until 
pneumonia  has  well  developed,  the  general 
toxicity  evidence  of  the  disease  is  often  ear- 
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ly  controlled  by  the  quinine;  resolution  is 
speeded  more  than  would  be  expected  under 
a normal  lysis.  My  experience  teaches  me, 
I repeat,  that  the  quinine  should  be  contin- 
ued for  a considerable  period  of  time. 

I commonly  use  the  pure  alkaloid  for 
mouth  administration.  I have  it  put  up  in 
five-grain  capsules  and  T give  one  capsule 
each  hour  until  four  or  more  doses  are  tak- 
en, and  then  continue  one  dose  every  four 
hours  until  a decided,  or  no,  effect  is  well 
established.  I have  used  the  quinine  dihy- 
drochloride as  an  intramuscular  infection, 
with  satisfactory  results.  For  children  1 
use  the  quinine  in  a chocolate  mixture. 

I cite  the  record  of  one  patient  who  was 
desperately  ill  with  pneumonia  of  several 
days’  standing;  temperature  was  105  degrees 
with  patient  wrapped  in  ice  sheets,  respira- 
tion was  rapid,  pulse  was  frequent  and  de- 
lirium was  extreme  ; death  appeared  to  be 
imminent.  She  was  given  dihydrochloride 
of  quinine  in  15  grain  doses  intramuscularly 
at  intervals  of  a few  hours  until  she  had  105 
grains.  She  recovered  with  miraculous 
rapidity  we  believed,  from  the  quinine. 

Another  case:  A child,  six  years  of  age, 
when  first  seen  had  what  appeared  to  be  a 
severe  cold ; she  was  given  sodium  benzo- 
ate and  seen  12  hours  later  without  any 
apparent  improvement.  The  dosage  of  the 
benzoate  was  doubled  and  she  was  seen  about 
10  hours  later,  with  definite  upper  lobe 
pneumonia.  The  dosage  of  sodium  benzoate 
was  again  increased  and  she  was  seen  four 
hours  later.  The  area  of  pneumonia  was  in- 
creased ; she  was  given  ouinine  in  a cocoa 
preparation,  in  fair  sized  doses,  in  place  of 
sodium  benzoate,  and  she  was  seen  about 
eight  hours  later.  She  was  a different-ap- 
pearing child;  she  no  longer  appeared  des- 
perately ill;  the  area  of  pneumonia  was  de- 
cidedly decreased.  She  was  seen  12  hours 
later  and  she  appeared  to  be  well  and  the 
area  of  pneumonia  was  difficult  or  practic- 
ally impossible  to  find  She  made  a most  sat- 
isfactory recovery  within  the  next  few  days 
the  quinine  being  continued  in  small  doses. 

Dr.  Kolmer,  some  vears  after  my  experi- 
ments were  done  and  a preliminary  report3 
of  them  given,  had  results  in  experiments 
with  ethyl  hydrocuorein  hydrochloride 
which  confirmed  my  findings. 

I might  report  a long  series  of  these  cases 
after  23  years’  use  of  quinine,  but  they 
would  not  be  as  convincing  as  the  statement 
that  my  conclusion,  after  the  treatment  of 
hundreds  and  hundreds  of  cases  with  qui- 
nine, is  that  quinine  should  be  tried  in  all 
cases  of  frank  lobar  pneumonia,  in  bron- 
chial pneumonia  and  in  most  cases  of  acute 


or  even  of  chronic  infection  of  the  upper 
respiratory  tract,  unless  there  is  an  idio- 
syncrasy to  quinine  or  some  other  good  rea- 
son for  not  using  it. 

In  the  last  decade,  especially  in  Germany, 
there  has  accumulated  a considerable  liter- 
ature testifying  indisputably  to  the  value 
of  quinine  in  pneumococcic  disease.  For 
the  most  part  they  have  used  a proprietary 
preparation  combining  quinine  and  camphor 
in  volatile  oil  for  intramuscular  injections. 
At  first  they  used  quinine  hydrochloride 
with  urethane  for  intramuscular  injections. 
I have  not  used  combinations  of  quinine  and 
camphor  until  lately  but  on  theoretical 
grounds  it  has  not  seemed  to  me  to  offer  ad- 
vantages to  the  pure  alkaloid  of  quinine,  by 
mouth.  I have,  however,  used  quinine  dihy- 
drochloride for  intramuscular  injections 
with  satisfaction,  though  it  is  moderately 
painful. 

The  Germans  have  used  quinine,  however, 
for  a number  of  conditions  which  I have  not 
attempted  to  treat  with  it.  They  have  used 
it  in  lobar,  postoperative,  hypostatic  and 
bronchial,  pneumonia;  suppurative  lung  pro- 
cesses ; pulmonahy  tuberculosis  ; asthma ; 
bronchiectasis ; bronchitis ; influenza,  and 
colds. 

Dr.  C.  E.  Cahn-Bronner*  began  using  qui- 
nine in  1923  and  gives  credit  to  Professor 
Aufrecht'  of  Magdeburg  for  recognizing  as 
early  as  the  nineties  that  quinine  had  spe- 
cific toxicity  for  pneumococci ; he  greatly 
reduced  his  pneumonia  mortality  by  its  use. 
Cahn-Bronner  confirmed  Aufrecht’s  claims 
and  found  that  quinine  was  often  effective 
in  croupous  pneumonia.  He  says  that  so 
many  remedies  have  been  recommended  for 
pneumonia  without  positive  proof  of  benefit, 
and  quinine  is  such  an  old,  old  drug,  that  a 
natural  doubt  has  been  aroused  as  to  the 
value  of  quinine  in  pneumonia.  It  has  been 
his  opinion  that  the  good  effect  of  quinine 
in  pneumonia  is  dependent  upon  parenteral 
introduction.  He  says  that  parenteral  in- 
jections create  a depot  of  quinine  in  the 
body.  The  inflamed  lung  contains  quinine  in 
higher  concentration  than  that  in  the 
blood.  Others  cofirm  his  opinion. 

Gaza  and  Braudi6  studied  pain  from  the  in- 
jections of  various  quinine  salts  and  found 
that  the  pain  was  in  direct  proportion  to  the 
hydrogen  ion  concentration.  A solution  with 
a pH  of  7.2  was  best  adapted.  This  led  to 
the  preparation  of  quinine  and  camphor  in 
volatile  oils. 

Harlan  F.  Newton  and  Kurt  Heine7  de- 
scribe the  preparation  which  has  been  gen- 
erally used  by  the  Germans  for  intramus- 
cular injection  as  a sterile  solution  of  .03 
Gm.  basic  quinine  and  .025  Gm.  camphor  in 
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one  c.c.  of  aromatic  oils.  It  is  held  by  certain 
observers  that  there  may  be  slight  virtue  in 
the  oils  due  to  the  phenols  and  terpenes 
which  they  contain.  These  authors  report 
that  chronic  pulmonary  phthisis  may  be 
much  benefited  by  the  use  of  quinine.  Their 
best  results  were  obtained  in  certain  cases  by 
combining  tuberculin  and  quinine. 

Flewelling8,  of  America,  is  of  the  opinion 
that  camphor  and  volatile  oils  at  least  facili- 
tate the  solubility  of  the  insoluble  quinine  if 
they  do  not  act  as  adjuvants  to  the  quinine. 

L.  H.  Van  Del  Velde"  reports  that  the  use 
of  quinine  reduced  his  death  rate  in  pneu- 
monia from  about  25  per  cent  to  5 to  6 per 
cent. 

Alfred  Alker  and  Edward  Woldmann10  re- 
port excellent  results  in  the  treatment  of 
bronchitis,  bronchiectasis,  and  tuberculosis. 
He  reports  one  bronchiectatic  case  restored 
to  practically  full  canacity  for  work  by  in- 
jections of  the  combination  of  quinine  and 
camphor  in  oils.  Consumptive  patients  uni- 
formly had  their  temperature  and  sputum 
reduced. 

W.  Loercher11  used  quinine  in  postopera- 
tive pneumonia  and  febrile  postoperative 
bronchitis,  with  excellent  results.  H e 
speaks  of  the  danger  of  discontinuing  the 
quinine  too  early  in  the  course  of  treatment. 

S.  Butenwieser  and  A.  Reuter1"  found  qui- 
nine effective  against  bronchiectasis,  puru- 
lent bronchitis,  and  purulent  bronchopneu- 
monia. There  was  marked  diminution  of 
the  cop’ous  sputum  and  of  the  fever.  In 
over  500  injections  they  had  not  one  un- 
toward result. 

Kurt  Radicke13  says,  that  if  the  circula- 
tion can  be  rendered  normal,  injections  of 
the  quinine  and  camphor  compound  rapidly 
removes  the  congestive  bronchitis,  and 
makes  emphysemic  patients  feel  much  bet- 
ter. The  drug  is  indicated  in  certain  infec- 
tious cases  of  asthma  and  good  results  may 
be  expected  from  it.  In  pneumonia  in  chil- 
dren he  reports  good  results  in  all  cases.  In 
bronchitis  with  measles  he  also  obtained 
good  results.  He  also  noticed  that  rhinitis 
and  conjunctivitis  were  not  so  frequent  nor 
so  violent  when  quinine  was  used  as  when 
it  was  not. 

Gunther  Wolff14  used  the  quinine  camphor 
preparation  in  100  cases  of  bronchitis  after 
other  treatments  had  failed;  in  only  10  per 
cent  did  he  not  get  excellent  results.  Gener- 
al catarrhal  symptoms  were  greatly  improv- 
ed. If  treatment  is  to  be  successful,  good 
results  will  be  apparent,  he  says,  after  the 
first  few  injections;  the  patients’  tasting  the 
medicine  promptly  is  a good  sign. 

Joseph  Poras15  thinks  quinine  and  camphor 
in  volatile  oils  is  of  high  value  in  the  treat- 


ment of  the  mixed  catarrhal  infection  of  pul- 
monary tuberculosis. 

Others  who  have  written  upon  the  ad- 
vantageous use  of  quinine  and  camphor  in 
volatile  oils  in  respiratory  infections  are 
Gutzeit10,  Wintz11,  Von  Bergmann,18,  Nies- 
sen19,  Iwahoff ',  Ballman21,  Rossius22,  Hof- 
bauer3,  Davos  Wolfer2’,  Muller-Deham29, 
Schott26,  Botttner27,  v.  d.  Velden28,  Yamada29, 
Pur™,  Weinberger31,  Kirsch-Hoffer32,  Rad- 
icke33, Brauer34,  Jung™,  Scholten36,  Papellier", 
Deckert™,  Ouednau™,  Lazaroff40,  Duken41, 
Schierge(2  Stri sower43,  Gor I44,  Hegler1', 
D ie  i Ic  h e r46,  Lust47,  MatousekP,  S c h olz4“, 
Fleckseder50,  Saphra51,  Krech52  and  Berger93. 

Their  testimony  is  almost  universally  to 
the  effect  that  quinine  is  beneficial  in  res- 
piratory tract  infections. 

Hummelet94,  Selhausen™  and  Naucke5”,  have 
had  success  with  quinine  in  veterinary  prac- 
tice for  respiratory  tract  infections. 

F.  B.  Cross97  summarizes  the  work  upon 
various  quinine  derivatives  in  pulmonary  af- 
fections and  quotes  from  Solis-Cohen,  Kol- 
mer  and  Heist;  these  workers  found  that 
ethylhydrocupreine  hydrochloride  in  1/40,- 
000  solution  causes  destruction  of  pneumo- 
cocci, whereas  other  quinine  preparations  in 
1/4000  to  1/7000  causes  death  of  the  pneu- 
mococci. Those  who  have  written  upon  the 
value  of  ethylhydrocupreine  are  Morgen- 
roth  and  Levy98,  Moore5",  Kolmer60,  Idzumi 
and  Kolmer61  and  others. 

Ethylhydrocupreine  (numoquin  or  opto- 
chine)  evidently  has  sufficient  pneumococci- 
dal  effect  but  it  is  highly  toxic,  causing  am- 
blyopia, permanent  contraction  of  visual 
fiekls  and  even  blindness. 

The  ethylhydrocupreine  hydrochloride 
seems  to  have  no  advantage  over  quinine 
except  its  higher  toxicity  for  pneumococci 
and  this  is  offset  by  its  increased  toxitity 
for  the  patient. 

SUMMARY 

Quinine  has  a high  specific  toxicity  for 
pneumococci. 

This  is  proved  by  hundreds  of  test  tube 
experiments.  Sample  protocols  are  given  in 
the  text. 

My  own  experience  in  the  clinical  use  of 
quinine  in  the  treatment  of  pneumococcic 
disease  has  been  highly  satisfactory.  A few 
typical  case  reports  are  given. 

Aufrect  of  Europe  and  Galbraith  of  Amer- 
ica seem  to  be  the  original  advocates  of 
quinine  in  the  treatment  of  pneumonia.  A 
few  case  reports  showing  Galbraith’s  meth- 
od of  using  quinine  are  given. 

The  German  literature  has  numerous  re- 
ports testifying  to  the  good  results  obtained 
in  various  respiratory  tract  infections. 


MARCH,  1931 


113 


They  evidently  have  not  believed  it  will  de- 
stroy pneumococci. 

Ethylhydrocupreine  is  more  toxic  to  pneu- 
mococci than  is  quinine  and  also  far  more 
toxic  to  the  host. 

The  Germans  held  that  quinine  has  a su- 
perior action  when  administered  intramus- 
cularly to  that  when  given  by  mouth.  They 
use  a mixture  of  quinine  with  camphor  and 
volatile  oils. 

I have  used  quinine  both  by  intramuscular 
injection  and  by  mouth  and  I think  there  is 
no  great  difference  in  the  efficiency  of  the 
two  methods. 

Administration  of  large  doses  of  quinine 
gives  occasiona/1  uncomfortable  pharmaco- 
logic effects ; but  these  need  cause  no  worry. 
It  should  be  explained  to  the  patient,  howev- 
er, that  the  large  doses  of  quinine  and  the 
rapid  killing  of  a large  number  of  bacteria 
in  his  body  may  be  expected  to  make  him 
feel  ill. 

From  the  experience  of  the  Germans,  in 
combination  with  my  own,  I believe  that 
one  should  try  quinine  in  most  cases  of  lobar, 
bronchial  and  postoperative  pneumonia,  in 
bronchiectasis,  pulmonary  phthisis  and  ab- 
scess, sinusitis,  rhinitis  and  other  types  of 
upper  respiratory  tract  infection. 

In  the  event  that  pneumococci  are  in  no 
wise  concerned  in  the  process  for  which  the 
quinine  is  being  administered,  I should  ex- 
pect it  to  be  of  no  efficacy. 

Whether  the  compound  of  quinine,  cam- 
phor, and  volatile  oils,  intramuscularly  has 
virtue  over  the  alkaloid  of  quinine  orally  or 
the  dihydrochloride  intramuscularly,  I am 
unable  to  say. 
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HIGHLIGHTS  OF  THE  BRITISH  MED- 
ICAL ASSOCIATION 
DUDLY  FOURNIER,  M.D. 

Phoenix,  Arizona 

(Read  before  the  Maricopa  County  Medical  So- 
ciety, Sept.  15,  1930.) 

The  meeting  of  the  British  Medical  Asso- 
ciation was  held  in  Winnipeg,  Manitoba, 
from  Aug.  23  to  Aug.  29,  1930.  There  was 
a registration  of  over  3000  doctors  from 
the  United  States,  Canada  and  Great  Britain. 
There  were  many  famous  men  from  across 
the  Atlantic.  Lord  Dawson,  of  Penn,  the 
King’s  physician  during  his  last  illness,  was 
probably  the  best  known. 

The  first  paper  of  interest  was  one  on 

coronary  thrombosis  and  angina  pectoris,  by 
John  Parkinson,  of  London.  His  opinion  is 
that  patients  suffering  with  angina  are  not 
suffering  with  heart  disease,  but  from  ar- 
terial disease,  and  that  it  is  a particular  form 
of  arterial  sclerosis.  Usually  the  heart  find- 
ings are  negative.  X-ray  examination  of  the 
aorta  should  always  be  done,  as  atheroma  of 
the  aorta  is  easily  distinguished,  and  is  prac- 
tically alwavs  present  in  angina. 

In  cardiac  thrombosis  he  said,  “We  were 
looking  on  a case  of  cardiac  infarct.  The 
pain  was  always  directly  behind  the  ster- 
num. In  one  third  of  these  cases  electro- 
cardiogram showed  nothing,  and  in  two- 
thirds  of  the  cases  the  change  shown  was 
diagnostic.”  The  tracing  showed  what  he 
called  a plateau,  and  this  plateau  followed  by 
a T inversion  is  characteristic  of  coronary 
thrombosis.  Prognosis,  he  said,  is  grave  if 
failure  follows  coronary  thrombosis.  “The 
treatment  consists  of  six  weeks  in  bed,  and  a 
change  of  the  patient’s  mode  of  living.  If 
it  is  necessary,  we  must  be  prepared  to 
frighten  the  patient  some.”  The  drug  treat- 
ment is  simple.  Plenty  of  morphine,  and 
avoidance  of  amyl-nitrate.  We  should  strive 
to  diagnose  the  milder  cases.  They  usually 
give  a history  of  an  attack  of  indigestion, 
and  this  has  usually  been  a mild  attack  of 
thrombosis.  The  electrocardiogram  is  a great 
help  in  diagnosing  these  mild  cases. 

Dr.  Donald  Patterson  read  a paper  on  celiac 
disease  and  pyloric  stenosis.  In  celiac  disease 
he  advocated  a high-protein,  low-fat  diet. 
The  metabolism  of  carbohydrates  is  now  be- 
ing intensively  studied  in  this  disease.  He 
said  that  bananas  and  glucose  are  well  tol- 
erated, but  starches  are  not.  The  gastric 
contents  show  an  absence  of  Hcl.  For  this 
reason  10  to  30  minims  of  dilute  HC1  should 
be  administered  three  times  a day. 

In  pyloric  stenosis,  Rammstedt’s  operation 
holds  out  the  best  chance  of  success,  but  the 
baby  should  be  operated  on  early,  as 


after  eight  to  ten  weeks  the  mortality 
rate  is  very  high. 

Dr.  Robert  Hutchison,  of  London,  gave 
a very  interesting  talk  on  the  pursuit  of 
health.  Said  he,  “The  old  anxiety  about 
health  may  show  itself  in  one  of  three 
ways.”  First,  the  diet-faddists  were  con- 
demned as  the  most  malignant  of  all.  One 
swears  by  whole-wheat  bread,  another  by 
sour  milk.  Vegetarianism  is  the  onlv  road 
to  salvation  in  the  eyes  of  some.  Others 
insist  on  eating  only  raw  vegetables.  And 
others  are  crazy  about  vitamins  and 
roughage.  The  scientific  truth  about  all 
this  diet  business,  he  said,  could  be  put 
briefly.  Eat  moderately,  taking  an  ordinary 
mixed  diet,  and  don’t  worry  about  anything 
else.  As  to  calories,  our  appetite  is  given  to 
us  to  tell  us  how  much  food  we  need  and 
our  health  is  usually  a trustworthy  guide. 
Leave  raw  vegetables  to  herbivorous  ani- 
mals and  let  the  vitamins  look  after  them- 
selves. Investigation  has  shown  that  there 
is  no  real  merit  in  whole-wheat  bread  as  op- 
posed to  white  bread  but  he  advised  not  to 
scrape  your  insides  with  much  roughage  as 
it  is  likely  to  do  more  harm  than  good.  He 
said  to  remember  that  fruit,  though  a pleas- 
ing addition  to  the  diet,  is  not  very  nourish- 
ing, and  that  milk  is  both  bulky  and  bilious; 
that  vegetarianism  is  especially  unsuitable 
for  children  and  sedentary  workers ; and  that 
few  diseases  are  either  caused  or  cured  by 
diet  alone. 

The  second  type  of  anxiety  is  overanxiety 
about  others.  The  fuss  begins  at  or  before 
birth  and  is  continued  throughout  childhood. 
The  rearing  of  an  infant  requires  the  com- 
bined knowledge  of  a chemist,  a psychologist 
and  a public  officer  of  health  and  it  is  far 
from  certain  that  the  children  of  today  are 
healthier  or  happier  than  their  predecessors 
of  a more  careless  generation.  There  is  no 
doubt  that  the  atmosphere  of  fuss  and  anx- 
iety in  which  so  many  children  are  raised 
reacts  on  them  unfavorably  with  the  result 
that  nervous  troubles  are  commoner  today 
in  childhood  than  ever  before.  He  said  chil- 
dren should  be  allowed  to  get  the  infectious 
diseases  when  they  are  young  as  they  are 
far  less  serious  then  than  when  contracted 
in  adult  life.  Dr.  Hutchison  is  apparently 
not  in  favor  of  periodical  health  examina- 
tions, for  this,  in  part,  is  what  he  said: 
There  has  lately  been  a movement  in  favor 
of  periodical  medical  examinations.  The  idea 
is  that  diseases  may  be  detected  in  their 
early  stages  and  be  corrected  before  they 
have  gone  too  far.  That  this  would  happen 
sometimes  can  not  be  doubted;  but  there 
can  be  equally  little  doubt  that  most  of  the 
defects  which  such  examination  would  re- 
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veal,  the  patient  had  better  know  nothing 
about,  as  it  is  wonderful  how  the  machine 
gets  along  if  one  does  not  worry  too  much 
about  it.  Dr.  Hutchison  said  that  he  believ- 
ed that  most  health  propaganda  is  based  on 
two  fallacies:  one,  that  health  is  difficult  to 
attain  and  keep;  and  the  other,  that  can  be 
got  by  following  certain  rules.  There  are 
no  rules  which  apply  to  every  individual. 

In  the  symposium  on  the  uses  of  radium 
and  surgery,  Dr.  Malcolm  Donaldson,  of  Lon- 
don, said  there  is  reason  to  hope  that  surgi- 
cal operations  for  cancer  will  be  abolished 
altogether  by  the  use  of  radium,  and  he  told 
of  his  own  method  of  treating  the  glands  in- 
volved in  cancer  by  means  of  a direct  aooli- 
cation  after  an  abdominal  section  operation. 
A week  later,  the  operation  is  reoeated  to 
remove  the  cancer.  The  drawback  to  this 
is  that  it  involves  two  operations  within  a 
week. 

Dr.  W.  W.  Chipman,  of  Montreal,  declared 
that  the  records  of  most  of  the  large  clinics 
of  the  world  have  shown  that  radium  has 
cured  20  ner  cent  of  all  cases  treated  for  car- 
cinoma of  the  cervix,  saying  that  radium  is 
the  only  effective  teratment  for  cancer  in 
the  most  advanced  stages,  and  even  in  the 
early  stages  it  shows  a superiority  over  the 
operative  method.  Professor  Chipman  warn- 
ed that  only  highly  trained  experts  should 
handle  radium  and  said  that  it  was  unwise 
for  any  doctor  to  attempt  to  use  it.  He  be- 
lieved that,  when  the  cause  of  cancer  is 
known,  it  will  be  reahzed  that  surgerv  is 
not  the  cure.  He  declared  that  the  best 
surgery  can  do  is  not  equal  to  present-day 
radium  results.  Dr.  Chipman  declared  that 
in  uterine  hemorrhage  radium  is  a therapeu- 
tic blessing.  There  was  a lot  of  discussion 
over  these  papers  and  much  handclapoing 
and  feet-stamping  when  Dr.  Gordon  Luker, 
of  London,  arose  and  said  that  after  numer- 
our  experiments  with  radium  he  has  discard- 
ed the  treatment  in  favor  of  the  knife  and 
radical  surgery. 

Professor  Archibald,  of  Montreal,  gave  an 
address  on  the  scope  of  thoracic  surgery. 
At  present  he  said  that  the  best  work  is  be- 
ing done  by  the  general  surgeon  but  there 
has  to  be  good  teamwork.  In  Montreal  the 
Surgical  Thoracic  Clinics  were  definitely  or- 
ganized and  reached  their  decisions  only 
after  the  fullest  discussion.  Dr.  Archibald 
said  that  teamwork  is  of  the  greatest  value 
and  is,  in  fact,  a necessity.  He  cited  the  re- 
sults of  275  cases  treated  in  the  Montreal 
Hospital.  No  operations  were  attempted 
without  a thorough  examination  of  the  pa- 
tient’s scars,  to  determine  resistance  and  re- 
cuperative powers. 


Professor  Collip,  of  McGill,  who  was  a co- 
worker of  Banting  in  the  discovery  of  insu- 
lin, took  a prominent  part  in  the  program. 
He  has  recently  isolated  two  substances:  one 
is  the  secretion  from  the  parathyroid  glands 
which,  when  injected,  will  bring  about 
speedy  improvement  in  cases  of  low  calcium 
conditions  in  the  body.  He  said  there  is  an 
interrelation  between  the  parathyroid  hor- 
mone and  vitamin  D.  The  other  substance 
recently  discovered  is  a placental  hormone 
which  he  has  called  emmernine.  This  sub- 
stance is  given  by  mouth  and  exerts  a re- 
markable effect  in  cases  of  dysmenorrhea, 
menorrhagia,  metorrhagia.  He  stated  that 
the  placenta  stores  up  hormones  in  the 
ovary. 

Before  closing,  I want  to  tell  you  of  one 
more  subject — that  on  Psychic  Research, 
by  T.  Glenn  Hamilton,  of  Winnipeg.  But  for 
the  convincing  way  and  the  apparent  truth- 
fulness in  which  he  put  the  subject  over,  one 
would  be  inclined  to  believe  it  all  a fake.  Dr. 
Hamilton  showed  photographs  taken  during 
these  experiments.  Some  of  them  he  indi- 
cated might  appear  ridiculous  but  their  gen- 
uineness had  been  sought  in  every  possible 
manner.  He  had  taken  all  the  precautions 
he  could  devise  against  fraud,  mistake  and 
even  deception.  He  gave  an  account  of  his 
experiments  through  mediums.  These  were 
human  subjects  who  could  place  themselves 
in  a passive  condition,  generally  in  deep 
trance,  enabling  a peculiar  force  to  be  used 
for  the  production  of  various  phenomena. 
One  of  these  phenomena  he  called  telekin- 
esis, which  was  the  movement  of  objects  at 
a distance  from  the  medium  and  without 
any  visible  contact.  He  showed  actual  pho- 
tographs of  tables  and  chairs  suspended  in 
mid-air  presumably  by  this  force  called  tele- 
kinesis. He  showed  other  photographs  of 
a mass  of  ectoplasm  protruding  from  mouth, 
eyes  and  ears  of  other  mediums  and  some 
of  this  ectoplasm  had  photographs  of  faces 
within.  It  was  all  very  pretty  and  marvelous 
but  a bit  hard  for  me  to  swallow. 


CASE  REPORTS 

(Good  Samaritan  Hospital  Staff  Meeting) 
Intussusception 
Robt.  T.  Franklin,  M.  I). 

Boy,  age  16,  came  to  my  office  the  morning  of 
March  14th,  complaining  of  a pain  in  the  abdomen — 
more  marked  in  the  lower  right  quadrant.  This  pain 
had  developed  the  preceding  afternoon  and  was  ac- 
companied by  nausea  and  vomiting.  Temperature  at 
that  time  was  99  and  a fraction.  No  masses  could 
be  palpated  and  a diagnosis  of  acute  appendix  was 
made.  White  blood  count  at  that  time  was  13,600. 

The  child  was  immediately  taken  to  the  hospital. 
Under  spinal  anesthesia,  operation  was  performed 
by  Dr.  Leff  and  myself.  Rectus  incision  was  made. 
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and  appendix  appeared  normal;  but  a large  mass 
was  found  in  the  cecum  which  proved  to  be  a mass 
of  intussuscepted  ileum.  We  were  unable  to  re- 
duce this  mass,  and  opening  was  made  in  head  of 
cecum  after  area  was  well  packed  with  lysol 
sponges.  The  mass  delivered  from  the  cecum  was 
necrotic  and  foul-smelling.  It  was  tied  off  and  re- 
moved; then  an  end  to  end  anastomosis  was  made, 
and  opening  in  cecum  was  closed.  Abdomen  was 
closed  with  a cigaret  drain.  Operation  took  longer 
than  was  expected,  so  it  was  necessary  to  complete 
the  closure  under  ether. 

The  patient  ran  the  usual  train  of  symptoms  of 
localized  peritonitis.  Temperature  gradually  sub- 
sided. Drainage  was  free  until  April  2nd,  when  it 
became  scarce.  Simultaneously,  temperature  again 
made  a rise.  At  this  stage,  Dr.  Raney  was  asked 
to  see  the  patient  in  consultation.  Dr.  Kicklighter 
had  previously  attempted  to  reopen  the  drainage 
sinus  with  hemostat,  but  was  unable  to  get  any 
more  drainage.  Dr.  Raney  suggested  that  we  watch 
patient  for  a day  or  two  to  see  if  drainage  would 
not  start.  We  also  considered  the  possibility,  at 
that  time,  of  a subphrenic  abscess  but  symptoms 
were  not  suggestive. 

Drainage  started  a day  or  two  later,  and  temper- 
ature dropped.  Patient  continued  to  improve. 
Drainage  gradually  decreased.  On  April  11th,  tem- 
perature again  rose,  and  patient  became  markedly 
jaundiced.  Careful  inquiry  into  previous  history 
showed  that  the  patient  had  had  similar  attacks  of 
jaundice  without  any  hepatic  or  gallbladder  pain. 
This  cleared  up  under  salines,  and  patient  is  now 
walking  around  with  no  drainage,  and  incision  is 
almost  entirely  healed. 

Discussion 

Willard  Smith,  M.D. 

Dr.  Jordan  has  asked  me  to  discuss  this  very  in- 
teresting case  of  Dr.  Franklin’s.  Inasmuch  as 
the  case  was  still  in  the  hospital  when  this  request 
was  made,  I did  not  review  the  case  history  until 
after  I had  secured  permission  from  Dr.  Franklin, 
which  is  in  accordance  with  a certain  regulation 
recently  enacted  by  the  staff. 

This  lad  is  16  years  old.  The  historian  informed 
me  that  he  had  been  considered  as  a pediatric  case. 
This  brings  up  the  question  as  to  where  pediatrics 
ends.  I take  it  that  the  young  man  must  have 
been  under-developed  not  to  have  reached  puberty 
at  the  age  of  16,  and  this  mught  have  some  diag- 
nostic significance,  if  such  is  the  case. 

Intussusception  seems  to  be  peculiarly  a condi- 
tion which  obtains  in  childhood  or  infancy  and  is 
very  rare  in  the  adult.  The  symptoms  as  stated 
on  the  chart  could  not  well  have  been  interpreted 
in  any  other  way  than  to  assume  that  the  patient 
had  an  acute  abdomen.  These  symptoms  also  point- 
ed very  definitely  to  its  being  acute  appendicitis. 
The  fact  that  it  was  acute,  and  that  it  had  all  the 
earmarks  of  acute  appendicitis,  entirely  justified 
the  diagnosis  and  the  treatment  instituted — name- 
ly, laparotomy.  Whenever  an  abdomen  is  opened, 
the  surgeon  must  be  prepaid  to  meet  any  possible 
intra-abdominal  lesion  and  deal  with  it  correctly  on 
the  spur  of  the  moment.  This  demands  concentra- 
tion, which  of  necessity  takes  a good  deal  out  of 
the  operator.  The  custom  of  having  the  operative 
notes  recorded  immediately  after  the  operation  is 
completed  is  rather  unfair  to  the  surgeon,  for  he 
should  have  time  to  react  from  the  operative  strain 
and  become  adapted  to  the  shift  from  his  proper 
function  as  a surgeon  to  his  vicarious  literary 
function.  I mention  this  because  the  chart  says  the 


intussusception  involved  six  inches  of  ileum;  when 
Dr.  Jordan  called  me  up,  he  spoke  of  eight  inches 
of  ileum,  and  when  I spoke  to  Dr.  Franklin,  he  men- 
tioned eighteen  inches  of  ileum.  The  point  is,  how- 
ever, that  Dr.  Franklin  dealt  with  the  emergency 
exactly  as  he  should  and  with  a very  happy  result. 
Too  often  this  class  of  case  does  not  survive.  Dr. 
Franklin  is  to  be  congratulated  upon  having  secur- 
ed so  excellent  a result.  The  fact  that  infection 
appeared  and  the  patient  became  septic  some  sev- 
enteen days  after  the  operation,  is  just  part  of  the 
luck  of  the  game.  The  fact  that  the  complication 
was  weathered  and  the  patient  reacted  in  a very 
few  days  and  went  on  to  recovery,  shows  that  the 
emergency  was  intelligently  met.  I think  the  doc- 
tor deserves  to  be  congratulated  upon  his  good 
work. 

Another  question  which  this  case  history  brings 
up  is  a practical  one  regarding  statistical  filing. 
On  the  first  page  of  the  case  history  is  a space 
for  diagnosis.  In  one  hospital  the  rule  is  made 
that  this  space  must  be  filled  the  first  day  the 
patient  is  in  the  hospital.  I believe  it  is  the  cus- 
tom in  this  hospital  to  have  this  filled  in  when 
the  true  diagnosis  becomes  certain.  The  latter 
course  strikes  me  as  being  the  better  course.  The 
object  of  records  is  to  record  facts,  not  specula- 
tions, and  while  it  is  interesting  to  note  the  varia- 
tions between  the  preliminary  and  the  proved  di- 
agnosis, this  is  not  the  object  of  hospital  statis- 
tics. I thoroughly  approve  of  the  custom  which 
prevails  in  this  hospital.  I would  even  go  farther 
and  say  that  this  particular  space  should  not  be 
filled  until  the  day  the  patient  leaves  the  hospital. 


Asthma-Bronchopneumonia  in  Infant 
Walter  P.  Sherrill,  M.D. 

This  case  is  that  of  a sixteen-day-old  baby.  It 
was  a full-term  baby,  normal  delivery  and  had  been 
fed  on  Eagle  Brand  milk  every  three  hours.  The 
family  history  was  negative  with  the  exception  that 
the  mother  was  subject  to  severe  attacks  of  urti- 
caria. The  child  was  first  brought  to  the  office 
on  March  27th,  was  well  nourished,  weighing  8 
pounds  and  15  ounces.  The  respiratory  rate  was 
40  to  50,  and  the  rectal  temperature  99.  The  res- 
pirations were  labored,  expiration  long  and  diffi- 
cult. There  were  innumerable  bronchi  and  wheezes 
throughout  both  lungs.  The  rest  of  the  physical 
examination  was  negative.  Two  injections  of  ad- 
renalin, 1%  minims  each,  were  given  with  a fif- 
teen-minute interval.  The  respiration  returned  to 
normal,  and  the  child  was  taken  home.  The  mother 
returned  the  next  morning  with  the  child,  which 
was  in  almost  idenitcal  condition  as  on  the  preced- 
ing morning.  The  temperature  was  still  normal 
and  the  adrenalin  was  repeated,  with  immediate 
relief  of  symptoms.  The  mother  returned  the  fol- 
lowing morning  for  the  third  time  with  the  child 
and  said  that  it  had  been  perfectly  well  until  the 
early  morning  hours,  when  its  symptoms  returned. 
The  adrenalin  was  repeated  with  some  results  and 
the  mother  instructed  to  remove  the  child  from  its 
environment,  as  the  removal  of  suspicious  objects 
had  proved  of  no  avail.  She  decided  to  take  the 
child  to  her  mother’s  at  Gila  Bend  and  left  that  af- 
ternoon. She  stated  that  the  child  remained  well 
there  until  the  following  morning,  when  its  symp- 
toms returned  and  it  had  a convulsion.  A local  phy- 
sician was  called  in  and  told  them  that  the  child 
was  in  a very  critical  condition  and  should  be  re- 
turned to  Phoenix  at  once.  This  was  done  Monday 
morning,  the  child  having  had  many  convulsions  in 
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the  meantime.  On  its  arrival  in  Phoenix  the  child 
was  having  convulsions  and  was  extremely  cyanotic. 
Oxygen  was  administered  and  after  two  or  three 
hours  the  color  showed  marked  improvement.  Res- 
piration stopped  several  times  during  the  first  af- 
ternoon of  its  admission,  artificial  respiration  and 
oxygen  and  adrenalin  being  administered.  Its  tem- 
perature up  to  this  time  had  been  less  than  100 
degrees  by  rectum. 

The  child  remained  in  the  hospital  for  seven 
days.  During  the  week  it  continued  to  have  con- 
vulsions at  frequent  intervals  and  on  several  oc- 
casions respiration  stopped.  The  cyanosis  was  of 
such  a type  as  to  suggest  a patent  foramen  ovale. 
On  the  third  day  in  the  hospital  the  child  developed 
fever,  its  respiration  increased  from  60  to  70  and 
physical  signs  of  pneumonia  developed. 

The  child  died  on  the  seventh  day  after  admission. 


CASE  REPORT 

(Occlusion  of  Superior  Mesenteric  Artery) 

(Reported  at  the  Staff  Conference  of  St  Joseph’s 
Hospital,  Phoenix,  Arizona,  Feb.  9,  1931). 

Report  of  Case  by  Dr.  Howell  Randolph 

Mrs.  A.R.,  age  63,  housewife.  First  admission 
Oct.  31.  Chief  complaint,  shortness  of  breath  and 
swelling  of  the  ankles. 

F.  H.  One  daughter  dead  tuberculosis.  Three  chil- 
dren living  and  well. 

P.  H.  Eighteen  years  ago  left  leg  swollen 
from  “varicose  veins,”  no  physician  called.  Thirteen 
years  ago  had  a goiter.  No  treatment.  No  rheu- 
matic fever  or  tonsillitis.  No  operations.  Average 
weight  170  to  180;  present  weight  170. 

P.  I.:  Patient  had  always  been  very  well  until 
about  four  years  ago  when  she  first  noticed  a slight 
swelling  of  the  ankles,  and  a little  shortness  of 
breath  on  exertion.  In  May  this  year  she  had  an 
increase  in  swelling  of  the  legs,  chiefly  the  left, 
not  painful.  Did  not  feel  very  bad  until  about  the 
first  of  July  when  the  dyspnea  became  much  more 
marked  and  she  consulted  a physician  who  started 
her  on  digitalis.  Was  in  bed  for  three  weeks;  im- 
proved and  was  up  around  until  the  latter  part  of 
September,  when  she  had  an  attack  of  acute  indi- 
gestion, with  nausea  and  vomiting.  She  was  unable 
to  keep  food  down  for  several  days  and  she  discon ■* 
tinued  the  digitalis  thinking  it  was  responsible  for 
the  illness;  was  taking  about  30  drops  every  three 
hours  previous  to  this  attack.  Since  this  time  she 
had  not  taken  any  digitalis.  There  has  been  a 
slight  hacking  non-productive  cough  for  many 
years,  and  at  the  time  of  admission  was  nauseated 
to  the  point  where  a coughing  spell  would  cause 
vomiting.  At  times  there  has  been  a very  small 
amount  of  frothy  sputum.  A few  weeks  before  ad- 
mission she  had  had  an  attack  of  sharp  pain  in 
the  epigastrium,  associated  with  the  vomiting. 

During  the  past  few  months  she  has  lost  a great 
deal  in  strength  and  thinks  she  has  lost  consider- 
able weight.  The  heart  has  been  irregular  for  a 
long  time  she  cannot  say  just  how  long  but  sev- 
eral years. 

P.  E.:  Temp,  normal;  pulse  140,  counted  at  heart, 
totally  irregular.  A large  woman  who  has  evi- 
dently lost  a little  weight.  The  skin  is  somewhat 
wrinkled  as  from  loss  of  subcutaneous  fat.  Still 
moderately  obese.  Lower  teeth  out  except  for  one 
broken  tooth,  nine  upper  teeth  very  carious.  Ton- 
sils show  comedo  formation,  pus  can  be  expressed 
from  them.  They  are  rather  small  and  scarred. 
Heart  enlarged  to  the  left;  totally  irregular.  There 


is  a suggestive  soft  systolic  murmur  to  left  of 
sternum,  not  easily  heard  at  times  because  of  rapid 
beat.  Abdomen  is  flabby  and  pendulous.  No  masses 
or  tenderness.  Slight  swelling  of  the  right  ankle — • 
pitting  edema.  Diagnosis:  Auricular  fibrillation, 
cardiac  decompensation. 

Patient  was  in  the  hospital  eighteen  days.  During 
that  time  her  heart  slowed  to  between  90  and  100. 
The  pulse  deficit  which  had  been  up  to  70  or  80 
dropped  to  about  10.  Digitalis  was  administered 
starting  with  six  grains  of  the  extract  daily  and 
reducing  it  to  3 grains  daily  at  time  of  discharge. 
The  stomach  symptoms  entirely  cleared  up  under 
bland  diet  and  mild  catharsis.  Four  teeth  were  ex- 
tracted on  the  tenth  day  and  five  on  the  fourteenth 
day  of  her  stay.  She  was  discharged  in  excellent 
condition  on  the  eighteenth  day. 

One  week  later  telephone  conversation  reported 
her  to  be  feeling  better  than  she  had  for  many 
months.  That  night  however  at  10:30,  I was  told 
over  the  ’phone  that  she  had  waked  up  feling  nau- 
seated and  had  vomited  soon  after.  She  was  given 
an  enema,  but  there  was  no  relief  and  at  3 in  the 
morning  she  was  readmitted  to  the  hospital,  com- 
plaining of  very  severe  constant  pain  over  the  en- 
tire abdomen.  She  had  vomited  twice,  was  very 
weak  and  in  a state  of  shock.  She  had  groaned 
continuously  with  severe  pain  for  several  hours. 
The  enema  which  had  been  given  was  returned  with 
a small  amount  of  fecal  material 

Examination  at  that  time  showed  a very  sick 
woman  with  pale  face  and  cold  extremities.  She 
was  groaning  with  pain  which  she  indicated  to  be 
over  the  entire  abdomen,  especially  the  epigas- 
trium, and  the  left  lower  quadrant.  Respiration 
was  full  and  deep  but  patient  wished  to  be  propped 
up  on  pillows.  “Pupils  normal.  Instead  of  the  total 
arrhythmia  which  had  been  present,  the  beats  were 
regular  for  half  a minute  or  so  at  about  150,  then 
would  slow  to  80  or  90  and  would  become  very  ir- 
regular, then  speed  up  again.  Pulse  very  difficult 
to  palpate  at  the  wrist.  Abdomen  moderately  dis- 
tended and  markedly  tender  in  the  upper  abdo- 
men especially  and  over  the  entire  abdomen  on  light 
pressure. 

Impression:  Coronary  thrombosis  and  pdssible 
mesenteric  thrombosis. 

At  8 a.  m.  condition  was  about  the  same,  no  vom- 
iting or  nausea.  Distention  had  increased  and  ten- 
derness seemed  more  marked.  Absence  of  pain  in 
precordium  made  coronary  thrombosis  seem  unlike- 
ly. Patient’s  general  condition  was  such  that  it  was 
considered  out  of  the  question  to  operate  for  mes- 
enteric thrombosis. 

Consultation  note  by  Dr.  White  in  the  afternoon 
was  as  follows:  “Onset  about  10:30  p.  m.  with  very 
severe  generalized  abdominal  pain  followed  by 
nausea  and  vomiting.  Pain  persistent  and  partially 
relieved  with  morphine.  Gradual  distention  of  the 
abdomen.  No  bowel  movement  or  passage  of  gas 
since  taking  enema  following  onset  of  pain.  Rise  in 
temp,  this  afternoon.  Exam,  critically  ill.  Shock. 
Heart  fibrillating  and  tones  poor.  Abdomen  dis- 
tended and  tender.  Impression:  Mesenteric  embo- 
lus. Embolic  origin  from  heart.” 

9 p.  m.  Patient  seen  by  Dr.  Palmer  who  concur- 
red in  the  diagnosis.  Patient  failing  rapidly. 
Practically  pulseless.  Over  the  heart,  beats  counted 
10.  Stuporous.  Respiration  shallow  and  difficult. 
Abdomen  more  distended  and  tense.  Died  at  12:30 
the  next  morning. 

Autopsy  Report  by  Dr.  H.  I*.  Mills 

The  body  is  that  of  a well  developed,  well  nour- 
ished female  without  external  wounds  or  evidence  of 
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injury.  The  abdomen  was  greatly  distended  and 
there  was  a large  amount  of  subcutaneous  fat.  The 
chest  and  abdomen  were  opened. 

The  lungs  were  removed,  showing  no  gross  path- 
ology and  no  pleural  adhesions.  The  heart  was  mod- 
erately enlarged.  Tricuspid  valve  much  dilated, 
valve  leaflets  slightly  sclerotic.  The  ventricle  not 
dilated.  Mitral  valve  showed  moderate  dilatation. 
Valve  leaflets  were  greatly  thickened  but  no  recent 
vegetations.  Left  ventricle  walls  hypertrophied  and 
muscle  was  pale  in  color  and  abnormally  fibrous. 
Coronary  arteries  were  thickened  and  somewhat 
sclerotic.  Pulmonary  and  aortic  valves  showed  no 
definite  change.  The  entire  thoracic  and  abdominal 
aorta  showed  advanced  atheromatous  lesions,  the 
vessel  walls  being  roughened  by  calcareous  plaques, 
some  of.  these  with  roughened  and  friable  margins. 

Stomach  was  dilated  but  otherwise  was  nega- 
tive. The  liver  was  reduced  in  size  and  showed 
evidence  of  atrophy  and  fatty  degeneration.  Kid- 
neys were  normal.  Spleen  was  slightly  enlarged, 
mottled  in  appearance  with  thickened  capsule. 
On  opening  the  abdomen  a large  quantity  of  dark 
bloody  fluid  was  found  in  the  peritoneal  space  and 
the  entire  small  intestine  and  large  bowel  except 
the  lower  portion  of  the  descending  colon  and  sig- 
moid were  dark  in  color  and  some  areas  almost 
black  and  very  friable  so  that  in  lifting  coils  of  the 
small  bowel,  rupture  of  the  wall  occurred.  The  ab- 
dominal aorta  was  opened  and  the  superior  mesen- 
teric artery  incised.  Just  proximal  to  the  branch- 
ing off  of  the  colica  media  a firm  clot  was  found 
filling  the  vessel  and  extending  into  this  branch  and 
into  the  more  distal  branches.  Apparently  the 
thrombosis  was  due  to  lodgment  of  fragment  of 
atheromatous  material  from  the  aorta. 

Anatomical  Diagnosis: 

Thrombosis,  superior  mesenteric  artery  with 
stasis  and  beginning  necrosis  of  small  intestine. 

Extensive  arteriosclerosis  with  degeneration  of 
walls  of  thoracic  and  abdominal  aorta. 

Cardiac  hypertrophy  with  insufficiency  of  mitral 
and  tricuspid  valves. 

Chronic  myocarditis  with  fibrosis  and  coronary 
sclerosis. 

Discussion  by  Dr.  John  H.  White 

The  signs  and  symptoms  usually  referable  to  the 
occurrence  of  occlusion  of  the  superior  mesenteric 
artery  may  not  be  well  defined  in  a given  patient. 
Other  sources  of  information  may  need  to  be  inves- 
tigated to  verify  the  possibility  of  an  occlusion  being 
present.  An  appreciation  of  the  probability  of  an 
occlusion  having  occurred  lies,  I think,  in  an  under- 
standing of  the  types  of  pathology  which  may  give 
rise  to  such  an  occurrence. 

The  most  common  source  of  pathology  is  the 
presence  of  mitral  stenosis.  The  presence  of  a 
narrowed  mitral  orifice,  associated  with  a dilated 
left  auricle  with  or  without  the  presence  of  auricu- 
lar fibrillation,  predisposes  to  the  formation  of 
mural  thrombi  from  which  an  embolus  may  be 
broken  off  and  projected  into  the  systemic  circula- 
tion. Another  source  of  embolism  from  within  the 
heart  arises  from  the  formation  of  a thrombus  in 
the  left  ventricle.  A thrombus  may  form  in  a di- 
lated left  ventricle  as  a result  of  retardation  of 
blood  flow  in  the  ventricle.  The  presence  of  a patch 
of  fibrosis  on  the  endocardium  of  the  left  ventricle 
adds  to  the  possibility  of  the  occurrence  of  a throm- 
bus. Occasionally  a thrombus  may  form  in  the  left 
ventricle  adjacent  to  an  area  of  necrotic  endocar- 
dium following  a thrombosis  of  one  of  the  coronary 
arteries.  Acute  vegetative  endocarditis  of  the  mit- 
ral aortic  valve  may  give  rise  to  emboli  which 


may  occlude  the  superior  mesenteric  artery.  Rarely 
it  has  been  reported  that  an  embolus  has  arisen  in 
the  right  auricle  and  passed  into  the  systemic  cir- 
culation through  a patent  foraman  ovale  and  there 
is  one  case  on  record  when  an  embolus  has  arisen 
from  the  pulmonary  veins  and  has  been  projected 
into  the  systemic  circulation,  in  each  instance  with 
resultant  occlusion  of  the  superior  mesenteric  ar- 
tery. The  aorta  may  be  a source  of  emboli  which 
may  occlude  the  superior  mesenteric  artery.  A 
calcareous  plaque  may  become  loosened  at  the  site 
of  a calcareous  atheromatous  area  in  the  intima 
or  a thrombus  may  occur  in  situ  at  such  an  area  and 
become  loosened  forming  an  embolus.  The  same 
types  of  change  may  occur  in  the  superior  mesen- 
teric artery  itself  and  in  addition  this  artery  may 
become  occluded  by  the  occurrence  of  a dissecting 
aneurism  in  the  vessel  wall.  Occasionally,  occlu- 
sion of  the  superior  mesenteric  artery  may  occur 
from  an  embolus  which  has  broken  off  from  a 
thrombus  in  an  aortic  aneurism. 

Tn  this  patient,  the  presumption  of  the  presence 
of  mesenteric  artery  occlusion  was  helped  by  the 
fact  that  she  had  a dilated  left  auricle  which  was 
fibrillating  and  from  which  it  could  have  been  pos- 
sible for  an  embolus  to  have  arisen. 

It  is  interesting  to  note,  however,  that  at  autopsy 
the  heart  was  not  the  source  of  the  embolus.  Appar- 
ently the  occlusion  of  the  superior  mesenteric  artery 
was  caused  by  the  formation  of  a thrombus  in  situ 
at  the  site  of  a calcareous  degenerative  area  in  the 
intima. 

The  past  history  of  this  patient  is  interesting  in 
view  of  the  autopsy  findings  of  arteriosclerosis  of 
the  superior  mesenteric  artery.  She  gave  a history 
of  attacks  of  indigestion  occurring  at  irregular  in- 
frequent intervals  during  the  past  few  years.  These 
attacks  were  characterized  by  severe  epigastric 
pain  and  associated  with  nausea  and  vomiting. 
These  attacks  lasted  a few  hours  and  left  her  ap- 
parently in  no  worse  condition  than  she  had  pre- 
viously been.  There  has  been  described  a syndrome 
called  intermittent  claudication  of  the  superior 
mesenteric  artery  which  has,  as  its  underlying  path- 
ology, arteriosclerosis.  This  syndrome  is  character- 
ized by  attacks  of  severe  epigastric  pain  associated 
with  nausea  and  vomiting,  transient  upper  abdom- 
inal distention  and  constipation.  These  attacks 
usually  come  on  several  hours  after  a meal  and  last 
for  a period  of  two  to  three  hours.  It  could  very 
well  have  been  that  this  patient’s  attacks  of  “in- 
digestion” were  of  the  type  described  as  occurring 
secondary  to  arteriosclerosis  of  the  superior  mes- 
enteric artery. 

ACUTE  CRANIAL  INJURIES 
(Case  Reports  and  Discussions) 

(Before  the  monthly  Staff  Conference  of  St.  Jo- 
seph’s Hospital,  Phoenix,  Arizona). 

Case  Report 

Charles  N.  Ploussard,  M.D. 

Case  No.  18101.  Adult  white  male,  age 
32.  Patient  entered  hospital  on  stretcher, 
unconscious,  very  restless,  continually  counting 
numbers.  Respirations  labored.  Somewhat  cyanotic. 
Bleeding  from  laceration  over  left  eye,  with  history 
of  having  been  in  auto  accident  45  minutes  before 
admission. 

Physical  examination: 

Head:  No  hematomas  or  laceration  of  scalp.  Lac- 
eration three  inches  long  to  skull  over  left  eye. 
Pupils  equal,  regular,  react  to  light.  Contracted. 
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No  nuystagmus  or  strabismus.  No  bleeding  from 
ears,  nose  or  mouth. 

Chest:  Heart,  no  gross  pathology;  rate  100. 
Lungs,  respirations  labored,  some  mucous  rales, 
probably  transmitted  from  throat. 

Abdomen:  No  distention;  no  rigidity;  no  palpa- 
ble masses. 

Extremities:  Negative. 

Reflexes:  No  Babinski,  Gordon,  Oppenheim  or 
Chaddock.  K.  K.  equal  and  hyperactive.  Cremaster- 
ics  present. 

Blood  pressure,  1:30  p.m.:  116/78. 

Diagnosis:  Probable  skull  fracture.  Lacerated 
eyebrow,  left. 

Treatment:  Eye  dressed,  patient  put  to  bed,  giv- 
en sedative,  restrained.  Antitetanic  serum,  1500 
units. 

Progress  Notes:  Condition  of  patient  did  not 


change  much  during  the 

first  twenty-four  hours. 

Given  sodium  luminal  grains  two,  hypo 

as  often  as 

necessary  to  keep  patient  from  being 
Blood  Pressure  readings: 

too  restless. 

Blood  Pressure  readings: 

Pulse  Rate 

November  21,  1:30  p. 

m.  116/78 

100 

” 2:30  ” 

134/84 

108 

” 3:30  ” 

142/66 

105 

” 6:30  ” 

168/108 

110 

” 8:30  ” 

150/96 

110 

November  22,  9:00  a.  m.  108/60  106 

” 1:00  p.m.  122/82  112 

” 6:00  ” 130/90  120 

November  23, 10:30  a.  m.  130/92  110 

November  24, 11:00  ” 128/84  110 

Respiration  was  labored  throughout,  but  with- 
out any  indication  of  Biot’s  breathing  of  increased 
intercranial  pressure. 

November  22nd.  On  next  day  after  injury,  par- 
alysis developed  in  left  side  of  body.  Lumbar  punc- 
ture done:  30  c.c.  bloody  fluid  obtained,  under  only 
moderately  increased  pressure.  Little  change  in 
patient  following  puncture.  Due  to  his  restlessness, 
it  was  necessary  to  give  him  a small  amount  of 
chloroform.  At  time  of  puncture,  100  c.c.  of  25  per 
cent  salt  solution,  with  100  c.c.  of  50  per  cent  glu- 
cose, were  given  intravenously. 

November  23rd.  Lumbar  puncture  done  again,  no 
anesthesia  necessary  as  patient  was  more  quiet:  20 
c.  c.  of  bloody  fluid  obtained  under  slightly  in- 
creased pressure.  Glucose  and  hypertonic  salt  so- 
lution again  given.  Condition  seemed  to  be  more  or 
less  at  a standstill.  Ecchymosis  around  left  eye 
with  its  clear-cut  even  line  of  demarcation  is  strong- 
ly suggestive  of  basal  skull  fracture. 

November  24th.  A.  M.  Condition  not  so  good. 
Cyanosis  deeper.  Pulse  rapid  but  blood  pressure 
remains  about  the  same.  Glucose  and  hypertonic  salt 
solution  repeated.  Temperature  elevation  noted 
as  pulse  became  more  rapid  and  weaker. 

5:30  p.  m.  Cyanosis  deeper,  pulse  imperceptible. 
Temperature  106  axillary.  Respirations  60.  Pa- 
tient expired. 

Discussion 

J.  H.  Patterson,  M.D. 

We  have  here  an  adult  male  coming  into  the  hos- 
pital unconscious,  with  a history  of  being  in  an 
automobile  wreck,  showing  cerebral  irritation,  nu- 
merous contusions  and  abrasions  about  the  head 
and  body  and  a laceration  over  the  right  eye  extend- 
ing into  the  scalp  hair-line. 

X-ray  does  not  show  us  anything,  yet  we  have 
indications  of  a severe  concussion  and  of  pressure 
signs  with  contracted  pupils  and  left-sided  hemi- 


plegia. The  spinal  fluid  shows  blood,  I believe. 
With  these  signs,  if  there  is  a fracture,  then  it  is 
probably  at  the  base  and  located  on  the  right  side. 
The  motor  and  sensory  areas  of  the  right  brain  are 
either  bruised  or  there  is  edema  or  pressure  of  this 
side  as  indicated  by  the  hemiplegia.  This  was  a 
late  development,  making  us  think  of  a slow  hem- 
orrhage or  edema  of  the  brain  due  to  the  concus- 
sion. If  it  had  been  due  to  a compression  fracture 
of  the  skull,  this  would  have  been  gross  enough  to 
have  shown  up  on  the  x-ray  plate,  I think,  and  we 
should  have  had  pressure  symptoms  sooner. 

Daily  spinal  puncture  was  done,  I believe,  al- 
though the  hospital  chart  is  not  very  clear  or  com- 
plete on  this.  His  progress  sheet  is  not  complete 
nor  are  the  various  consultants  explicit  on  their 
findings,  impressions  and  treatment  advised.  Spinal 
puncture,  sodium  luminal,  glucose  and  hypertonic 
saline  were  given.  These  are  all  well  recognized 
steps. 

In  several  cases  of  skull  fracture  that  have  come 
under  my  care  and  where  there  were  pressure  symp- 
toms without  evidence  of  compression  of  fragments 
(for  then  of  course  surgical  intervention  is  indi- 
cated), I used  the  daily  spinal  puncture  as  long  as 
there  was  any  pressure  at  all.  Also  repeated  in- 
travenous injections  of  hypertonic  saline,  80  to  100 
c.c.  of  20  to  25  per  cent.  I notice  that  50  c.c.  of  25 
per  cent  saline  was  given  once  in  this  case.  How- 
ever there  was  no  note  of  the  effect  it  had,  if  any. 
I don’t  think  that  in  my  experience  this  is  quite 
enough  to  be  given  to  get  any  effect.  Larger  doses 
of  a 20  per  cent  solution,  repeated  several  times  a 
day,  would  prove  more  effective.  The  effect  of  this 
saline  is  dehydration  of  the  brain  and  return  to 
normal  of  the  blood  chemistry  by  bringing  up  the 
blood  chlorides  and  promoting  the  better  elimination 
of  urea  and  nonprotein  nitrogen  by  the  kidneys. 
One  authority  gives  magnesium  sulphate,  IV2  oz. 
per  mouth,  4 or  5 times  a day,  for  the  same  effect. 
It  is  also  given  intravenously  by  some. 

Glucose  50  per  cent  is  used  extensively,  but  per- 
sonally I have  never  seen  very  much  good  effect 
from  it.  I have  seen  large  doses  of  calomel  given 
in  skull  fractures  for  the  purpose  of  dehydration. 

In  full-blooded  individuals  in  good  health  I see 
no  contra-indications  to  blood  letting  to  bring  the 
blood  pressure  down  to  just  below  normal,  thus 
reducing  the  intracranial  pressure  and  edema  of 
the  brain. 

Cushing  advocates  sub-temporal  decompression 
in  all  fractures  of  the  base  of  the  skull,  decom- 
pressing both  sides.  This  procedure  he  claims  is 
first  of  all  exploratory,  disclosing  hemorrhage  or 
oozing  of  any  meningeal  artery.  Also,  opening  the 
dura  enables  us  to  evacuate  any  blood  clot  or  fluid 
causing  pressure  and  which  would  be  a fertile  field 
for  bacteria.  This  prevents  any  recurrence  of  pres- 
sure after  the  wound  is  closed,  there  being  a rubber 
dam  in  place  if  much  fluid  is  present.  If  there  is 
only  edema  of  the  brain,  however,  this  is  not  nec- 
essary. 

Urotropin  given  routinely  in  fractures  of  the  skull 
was  advised  as  early  as  1909  by  Crowe,  of  Johns 
Hopkins.  He  claimed  that  it  rendered  the  cerebro- 
spinal fluid  bactericidal. 

An  additional  aid  to  any  treatment  of  basal  frac- 
tures of  the  skull  is  putting  the  paitent  in  a dark, 
quiet  room,  to  be  kept  on  a low  diet  with  strict 
attention  to  the  bowels  and  kidneys.  In  addition, 
any  sedative  we  may  like  in  these  cases. 

One  authority  states  that,  in  cases  treated  ex- 
pectantly by  him,  90  per  cent  were  fatal  and  in 
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those  in  which  surgical  intervention  was  used, 
there  was  less  than  35  per  cent  mortality. 

Most  of  us  look  upon  surgical  intervention  in  head 
fractures  without  gross  compression  present  as 
rather  radical.  However,  it  is  done  routinely  by 
some  of  our  surgeons. 


Case  Report 
Loren  C.  Barlow,  M.U. 

D.  M.  Age  20.  Entered  hospital  unconscious  Jan. 
18,  1:30  a.  m.  History  of  having  been  struck  by 
an  automobile  knocking  patient  to  pavement.  Lac- 
eration two  inches  long  over  right  temporal  parietal 
region.  Wound  was  closed  with  clips  and  patient 
sent  to  room.  Pupils  fixed.  K.  K.  Present.  No. 
clonus.  No  Babinski.  Was  called,  to  see  pa- 
tient eight  hours  later.  He  was  unconscious, 
breathing  fast  and  labored.  Paralysis  of  left  side  of 
body.  Reflexes  not  indicated  on  this  side.  On  right 
side  reflexes  were  hyperactive,  with  no  patho- 
logical toe  signs.  No  blood  coming  from  nose, 
mouth,  or  ear.  Pulse  about  70,  good  volume  not 
thready.  Temperature  normal.  Blood  pressure 
130/70.  It  looked  so  evident  that  there  was  cer- 
tainly some  increased  pressure  on  the  right  side 
of  the  brain  that  immediate  operation  was  ad- 
vised. Spinal  puncture  not  done.  Through  a right 
parietal  “Y”  shaped  incision,  the  epicranial  apo- 
neurosis was  incised  and  elevated.  The  cranial  vault 
exposed.  There  was  a fracture  forming  five  frag- 
ments which  were  depressed  about  half  an  inch,  the 
major  portion  of  the  most  prominent  depression  be- 
ing over  the  inferior  anterior  portion  of  the  fis- 
sure of  Rolando.  The  fragments  were  removed 
and  the  edges  smoothed  off  with  the  rongeur  for- 
ceps. The  dura  was  incised.  There  was  a rupture 
into  the  precentral  convolution  at  the  site  of  de- 
pression, the  brain  tissue  being  slightly  lacerated. 
Exploration  did  not  disclose  any  bony  fragments 
within  the  substance  of  the  brain.  The  terminal 
portion  of  the  middle  meningeal  artery  was  rup- 
tured and  spurted  into  the  wound.  The  ends  were 
ligated  and  bleeding  checked.  The  convolutoin  and 
fissures  were  then  explored.  There  was  marked 
edema  throughout  with  multiple  petechial  hemor- 
rhages through  the  brain  substance,  edema  and  ad- 
vanced beginning  inflammatory  reaction;  the  dura 
was  incised  in  stellate  fashion  for  decompression 
purposes  and  left  open.  Silk  drain  was  inserted  into 
wound,  and  wound  closed  in  layers.  Scalp  wound 
connected  with  area  directly  over  fracture.  Fol- 
lowing the  operation  the  man  never  regained  con- 
sciousness and  had  to  be  put  in  a straight  jacket, 
but  partial  function  of  left  side  of  body  returned. 
Breathing  continued  labored,  incontinence  of  feces 
and  urine.  He  continued  in  about  this  codition  un- 
til the  fourth  day  when  he  expired. 

The  temperature  steadily  went  up  from  the  day 
of  operation  to  105.8  just  before  death.  Respiration 
varied  from  30  to  40.  Blood  pressure  stayed 
around  120/70.  Pulse  from  90  to  120  with  a white 
count  on  the  day  of  operation  of  20,200. 

Autopsy:  The  body  is  that  of  a well  nourished, 
very  well  developed  powerful  negro  male  appar- 
ently about  twenty  years  of  age. 

There  is  a laceration  “Y”  shaped,  in  the  right 
temporal  parietal  region  which  has  been  sutured. 
Palpation  reveals  no  bony  structure  beneath. 

The  usual  incision  was  made  through  the  scalp, 
scalp  retracted  forward  revealing  an  area  free  from 
bone  in  the  right  temporal  parietal  region  of  about 
2 by  3 inches.  Calvarium  removed  in  usual  manner, 
revealing  no  further  fractures  in  the  vault.  The 


dura  mater  was  removed,  exposing  brain  substance 
beneath.  In  the  right  parietal  lobe  there  were  firm 
adherent  clots  as  well  as  loose  postmortem  clots. 
About  2 cm.  lateral  to  the  longitudinal  fissure  in 
tins  area  is  an  area  of  softening  which  when  press- 
ed admits  the  small  finger  deep  into  the  brain  sub- 
stance. There  is  contrecoup  hemorrhage  of  the 
left  occipital  legion.  This  hemorrhage  is  fairly 
extensive  and  extends  into  the  brain  substance 
about  an  inch  to  inch  and  a half.  Hemorrhage  oc- 
curs for  about  three  to  three  and  a half  inches  deep 
into  the  right  parietal  lobes  just  anterior  to  the 
fissure  of  Sylvius.  Removal  of  the  dura  mater 
and  the  reniaining  portion  of  the  skull  reveals 
thrombosis,  firm  and  adherent,  of  the  right  lateral 
sinus.  The  middle  meningeal  artery  is  in  the  field 
and  presents  evidence  of  further  bleeding.  No 
fracture  descernible  at  the  base  of  the  skull. 

Anatomical  Diagnosis:  Excision  of  temporal  par- 
ietal section  of  bone. 

Ligation  of  middle  meningeal  artery. 

Cerebral  hemorrhage. 

Subdural  hemorrhage. 

Contrecoup  hemorrhage,  left  occipital  region. 

Discussion 
R.  B.  Raney,  M.  D. 

We  are  dealing  here  with  a patient  suffering 
from  an  acute  brain  injury,  definitely  such  as  man- 
ifested by  the  first  symptom,  namely  shock,  with 
evidence  of  localized  injury  from  the  physical  find- 
ings of  paralysis,  on  the  right  motor  cortex.  Sup- 
portive treatment  was  given  during  the  first  few 
hours,  absolute  rest  and  observation  for  the  re- 
actionary period  of  increasing  intracranial  pressure 
before  attempting  surgical  interference.  At  the 
end  of  approximately  eight  hours  the  reaction  from 
shock  was  sufficient  to  warrant  surgical  relief  of 
pressure  which,  from  the  physical  findings,  was 
that  of  a depressed  fracture,  intracranial  hemor- 
rhage or  laceration  of  brain  substance  itself.  Had 
this  patient  been  operated  earlier,  at  any  time 
during  the  phase  of  shock,  there  is  no  question  that 
death  would  have  only  been  hastened.  We  might 
here  question  the  surgical  judgment,  were  we  deal- 
ing with  an  operable  or  an  inoperable  case.  It  is 
very  easy  for  one  to  take  the  line  of  least  resist- 
ance and  say  a condition  is  inoperable.  Such  logic, 
in  a great  many  of  these  decisions,  can  be  classi- 
fied only  as  passing  the  buck  to  evade  mortality.  It 
is  very  true  that  a high  mortality  exists  in  surgi- 
cal treatment  of  acute  brain  injury  and  we  should 
either  assume  the  responsibility  or  refer  such 
cases  to  a colleague  who  will.  For,  even  in  the  face 
of  high  mortality  in  such  surgical  procedure,  a 
great  many  lives  will  be  saved  and  a great  many 
of  the  dreaded  symptoms  of  headache,  paralysis, 
personality  changes,  etc.  will  be  avoided.  The  in- 
dications for  surgical  treatment  of  acute  brain  in- 
juries are  more  readily  described  by  giving  the  con- 
traindications. The  first  contraindication  for 
surgical  interference  is  the  period  of  shock.  No 
benefit  is  gained  by  any  operation  with  the  patient 
in  shock.  In  fact,  the  convalescence  is  made  all  the 
more  laborious,  and  patients  who  survive  such  an 
operation  at  all  would  have  gotten  well  anyway.  At 
the  end  of  the  period  of  shock,  definite  inflamma- 
tory changes  have  taken  place.  The  blood  pressure 
which  has  been  low,  begins  to  elevate.  The  temper- 
ature, which  has  been  subnormal,  assumes  the  feb- 
rile curve.  The  pulse,  which  has  been  fast  and 
thready  and  perhaps  irregular,  slows  down  to  nor- 
mal and,  in  a great  many  cases  is  markedly  sub- 
normal. Respiratory  motion  assumes  shallow  and 
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irregular  characteristics  even  to  the  extreme 
Cheyne-Stokes  type.  It  is  during  the  beginning  of 
this  period  that  the  greatest  benefit  can  be  derived 
from  surgical  treatment  if  indicated.  Approximate- 
ly thirty-three  per  cent  of  acute  brain  injuries  are 
surgical;  in  the  others  the  pressure  can  be  con- 
trolled by  spinal  puncture,  intravenous  glucose  and 
hypertonic  saline.  Hypertonic  saline  is  not  fool 
proof,  and  should  be  used  rather  as  a last  resort.  It 
is  after  the  stage  of  shock  that  x-ray  examination 
should  be  made  as  the  x-ray  findings  have  no 
bearing  whatsoever  on  the  treatment.  If  depression, 
fracture,  or  whatever  the  findings  may  be,  are  pres- 
ent the  ' treatment  should  be  only  that  of  support 
during  the  shock  phase.  There  is  a great  deal  to 
be  said  regarding  physiological  reaction  and  intra- 
cranial hemorrhage  of  acute  brain  injury,  time  will 
not  be  taken  for  discussion  in  detail,  but  will  only 
state  that  no  patient  dies  from  pressure  of  intra- 
cranial hemorrhage  during  the  shock  period.  After 
shock  has  subsided,  it  is  up  to  the  attending 
surgeon  to  decide  whether  he  is  dealing  with  a sur- 
gical condition  and  the  time  in  which  to  make  that 
judgment  very  often  is  a matter  of  minutes  rather 
than  hours.  The  patient  is  at  this  time  in  the  phase 
of  medullary  compression.  It  may  be  of  the  sub- 
cortical ‘or  intracellular  type,  or  subdural,  and  may 
rapidly  go  into  high  proportions.  It  is  during  this 
particular  phase  that  the  blood  pressure  elevates 
and  the  temperature  elevates.  Respirations  are  ir- 
regular and  shallow  and  the  pulse  has  a tendency 
to  vary  in  rate.  After  we  leave  this  phase  we  go 
into  the  stage  of  medullary  edema  with  collapse 
and  death.  There  is  a drop  in  blood  pressure,  pulse 
is  below  normal,  respirations  are  Cheyne-Stokes  in 
character.  Temperature  rises  higher  and  higher, 
as  high  as  110,  and  the  patient  dies.  This  is  one 
phase  in  which  surgery  is  contraindicated. 

The  proper  time,  according  to  the  history  and 
findings  of  this  patient,  could  hardly  have  been 
chosen  better.  At  cranial  section  through  a right 
subtemporal  flap  there  was  a depressed  fracture, 
communinuted  in  character  over  the  motor  cortex, 
anterior  to  the  midportion  of  the  Rolandic  fissure; 
there  was  a laceration  of  cerebral  tissue  extending 
through  into  the  lateral  ventricle.  The  midmenin- 
geal  artery  was  ruptured  and  spurting  into  the 
wound;  this  was  ligated,  the  depressed  fragments 
removed,  the  dura  widely  incised  in  stellate  fash- 
ion. Silk  drainage  inserted  and  wound  closed.  From 
the  first  there  was  a definite  improvement  in  pres- 
sure symptoms  even  while  patient  was  on  the  table 
and  if  any  patient  ever  had  a chance  for  recovery, 
no  doubt  this  one  did. 

Autopsy  revealed  a laceration  into  the  right  ven- 
tricle with  a profound  degree  of  medullary  edema 
resulting  in  collapse,  paralysis  and  death.  One  of 
these  findings  alone  would  have  been  sufficient  to 
cause  death. 

GENERAL  DISCUSSIION 
DR.  E.  F.  HOLMAN,  Professor  of  Surgery,  Stan- 
ford University: 

There  is  no  mention  of  the  pupils.  We  have  been 
mpressed  with  the  importance  of  the  inequality  of 
the  pupils,  and  the  observation  of  the  side  on  which 
the  dilated  pupil  is.  Patients  in  shock,  with  a 
large  pupil  on  one  side  and  a small  pupil  on  the 
other,  present  an  indication  for  operation  on  the 
side  where  the  large  pupil  is.  It  is  a very  important 
sign  in  the  early  stage.  Recall  case  of  a child  who 
fell  downstairs,  ran  home  crying,  later  complained 
of  head  hurting,  became  unconscious  with  stertorous 
breathing  and  was  sent  to  the  hospital;  it  seemed 


that  the  child  would  die  any  minute,  pulse  hardly 
perceptible,  rapid  and  irregular;  one  pupil  was  di- 
lated and  we  operated  upon  that  side,  that  being  the 
only  sign  of  intracranial  pressure;  we  found  a rup- 
tured artery,  and  the  child’s  life  was  saved.  Rand, 
of  Los  Angeles,  has  observed  the  same  phenomenon, 
and  has  observed  that  occasionally  there  is  muscular- 
weakness  or  partial  paralysis  on  the  same  side  as 
the  dilated  pupil, — which  would  seem  to  indicate 
pressure  on  the  opposite  side;  however,  he  thinks 
the  enlarged  pupil  is  a better  indication  for  the  side 
to  be  operated  upon  than  is  the  muscular  weakness; 
this  weakness  in  such  cases  is  doubtless  due  to  con- 
trecoup  injury  to  brain  tissue.  In  the  last  few 
years  we  have  noticed  this  sign  in  five  cases.  The 
use  of  spinal  puncture  is  still  open  to  question.  In 
the  Cincinnati  General  Hospital,  where  they  have 
many  cases  of  this  type,  they  were  at  first  enthus- 
iastic over  the  elimination  of  pressure  by  spinal 
puncture;  more  recently,  they  are  doing  fewer  and 
fewer  spinal  punctures  and  fewer  operations,  even 
in  the  types  of  case  formerly  subjected  to  opera- 
tion. The  subject  is  not  clearly  cut,  even  at  pres- 
ent. There  are  a few  cases  with  real  evidence  of  in- 
tracranial hemorrhage  which  can  be  helped.  Many 
have  multiple  small  punctate  hemorrhages  which 
will  not  be  helped  by  operation.  Acute  cranial  in- 
juries are  certainly  a great  problem  still.  Certainly 
depressed  fractures  should  always  be  operated  upon. 
The  slight  irritation  which  one  gets  from  depressed 
fracture  may  not  cause  immediate  trouble,  but  two 
or  three  years  later,  petit  mal  or  grand  mal  may 
develop,  as  the  result  of  even  small  depressed  frac- 
ture. Penfield  of  Montreal  has  suggested  that  we 
expose  the  cortex  and  remove  the  injured  cortex  by 
light  suction  with  an  artificial  siphon.  Normal  brain 
tissue  will  not  come  out  but  traumatized  brain  will 
and  with  its  removal  you  get  less  scarring  and  less 
contraction  of  brain  substance  and  therefore  less 
likelihood  of  epilepsy  and  other  esquelae. 

DR.  E.  R.  GASKINS  discussed  the  value  of 
Muck’s  epinephrine-sound  test  of  the  vascomotor  re- 
flex of  the  nasal  mucosa  in  cranial  injuries.  In  this 
test  the  inferior  turbinates  are  swabbed  with  1:1000 
adrenalin  and  as  ischemia  takes  place  a small  probe 
is  drawn  across  the  mucosa  of  the  bone.  Normally 
a pink  line  appears  along  the  track  of  the  probe, 
but  in  pathological  conditions  the  opposite  effect  oc- 
curs; that  is,  a white  streak.  Several  conditions  will 
give  this  reaction,  which  is  due  to  a change  in  the 
vascular  fibres  of  the  cervical  sympathetics.  It  is 
always  found  after  depressed  fractures;  it  may  re- 
main throughout  life.  He  has  examined  one  patient 
with  head  fracture  and  the  reaction  was  very  defi- 
nite and  decided.  Reaction  occurs  on  same  side  as 
the  head  injury. 

DR.  E.  PAYNE  PALMER  discussed  the  import- 
ance of  limiting  fluids  in  cranial  injury,  so  as  to 
prevent  edema.  This  has  been  emphasized  by  Tem- 
ple Fay  of  Philadelphia.  Even  after  the  patients 
are  up  and  around,  fluids  should  be  limited  to  pre- 
vent epilepsy. 

DR.  F.  J.  MILLO\  quoted  Beasley,  of  Chicago,  to 
the  effect  that  spinal  puncture  should  not  be  done 
after  head  injuries. 

DR.  M.  I.  LEFF  inquired  as  to  the  reason  for 
this  statement  of  Dr.  Beasley’s;  in  his  experience 
spinal  puncture  had  worked  like  magic  in  many 
cases,  during  his  work  as  industrial  surgeon  in 
Old  Mexico. 

DR.  HOLMAN  in  further  discussion,  said  that 
many  cases  return  with  post-traumatic  headache; 
he  again  quoted  Penfield  who  treated  such  cases 
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often  by  air  injection  with  the  patient  in  the  posi- 
tion which  will  direct  the  air  to  the  desired  point. 
Air  is  injected  by  the  spinal  route,  after  withdraw- 
ing fluid. 

DR.  ROSS  said  that  many  patients  who  do  not 
have  skull  fracture  have  symptoms  of  brain  injury 
without  fracture. 

DR.  RANEY  closed  the  discussion  by  stating  that 
in  treating  acute  cranial  injuries,  the  fracture  is 
simply  an  interesting  finding.  It  is  not  the  frac- 
ture which  is  to  be  treated,  but  the  brain  injury, 
and  acute  brain  injury  is  frequently  sustained  with- 
out fracture.  Oftentimes  the  fracture  is  beneficial, 
acting  as  a decompression  which  allows  the  escape 
of  blood  and  fluid.  An  acute  lesion  of  the  brain 
without  fracture  is  more  serious  than  one  with 
fracture;  they  are  to  be  treated  just  the  same. 


CASE  DISCUSSION 

(Edema  Below  the  Waist  with  Dehydration 
Above). 

(Case  17041,  Case  Records  of  the  Mass.  Genl. 
Hosp.,  N.  E.  J.  of  Med.,  Jan.  22,  1931,  p.  168.) 

Case  Record 

Man,  fifty-six;  years  old  who  entered  the  hospital 
September  30  last  complaining  of  generalized  edema 
of  the  abdomen,  scrotum  and  legs  of  six  weeks’  du- 
ration. 

Four  years  before  entry  he  noticed  the  onset  of 
progressively  increasing  constipation.  Two  years  be- 
fore entry  he  had  epigastric  pain,  a constant  dull 
pain  and  occasionally  a sharp  stabbing  radiating 
pain  across  the  upper  abdomen,  primary  in  the  right 
upper  quadrant.  This  came  on  one  to  two  hours  af- 
ter meals.  It  was  relieved  by  food  and  soda  and 
made  worse  by  fatty  foods,  fruit  and  vegetables. 
Crackers  relieved',  it.  Seven  weeks  before  entry  the 
pain  ceased  entirely.  Six  weeks  before  entry  the  ed- 
ema commenced.  At  first*  he  noticed  it  only  at  night 
in  the  ankles,  but  for  four  weeks  it  had  been  con- 
stant and  he  had  noticed  pitting  up  to  the  abdom- 
inal wall.  His  belt  was  about  four  inches  too  short. 
He  had  had  progressively  increasing  dyspnea  for 
four  weeks.  His  doctor  said  that  a year  before  this 
he  was  definitely  jaundiced  for  three  months  and 
had  clay-colored  stools.  The  man  himself  did  not 
know  this. 

The  past  history  was  negative  except  for  consid- 
erable beer  and  an  occasional  whiskey  for  several 
years  until  the  advent  of  prohibition,  since  when  he 
had  taken  no  alcohol  whatever. 

Examination  showed  a well  developed  thin  and 
dyspneic  man.  The  fundi  showed  extensive  old  cho- 
rioretinitis. B'oth  diaphragms  were  high,  and  there 
seemed  to  be  signs  of  fluid  at  both  bases.  The  po- 
sition of  the  apical  impulse  of  the  heart  was  in  the 
4th  interspace  3 centimeters  outside  the  midclavicu- 
lar  line.  It  was  thought  that*  the  heai’t  was  displac- 
ed rather  than  enlarged.  A systolic  blow  was  heard 
at  the  aortic  area.  The  blood  pressure  was  110/75 
to  122/80.  There  was  marked  ascites  and  general- 
ized edema  of  the  feet,  ankles,  arms  and  legs. 

Extensive  laboratory  studies  were  made.  The 
urine  showed  a trace  to  a large  trace  of  albumin. 
The  sediment  showed  leukocytes  constantly  and  red 
cells  at  12  of  19  examinations,  on  three  occasions  as 
many  as  30  to  40  per  field.  Occasional  hyalin  casts 
were  noticed.  A two-hour  test  showed  a high  fixa- 
tion of  gravity,  1.030  to  1.045.  The  renal  function 
was  25  per  cent.  The  initial  red  count  was  5,310,- 
000,  the  hemoglobin  60.  After  two  weeks  the  red 
count  was  3,200,000,  the  hemoglobin  35.  He  was 
transfused  at  that  time  because  of  the  anemia  and 
the  low  serum  protein.  This  had  no  effect  on  the 
red  count.  The  leukocyte  count  was  at  first  15,000; 


then  it  jumped  to  20,000  and  back  to  17,000  and 
18,000.  The  sputum  was  grossly  blood  tinged.  There 
were  no  tubercle  bacilli.  There  were  several  long 
chains  of  yeast-like  Gram-positive  organisms.  The 
basal  metabolism  was  — 3,  pulse  68,  weight  66  kilo- 
meters. A Hinton  test  was  negative.  The  non-pro- 
tein nitrogen  was  between  40  and  50.  A few  days 
before  his  death  it  was  49.  The  liver  function  and 
van  den  Bergh  tests  were  both  normal.  The  blood 
fat  was  439  milligrams.  The  serum  protein  was  4 
per  cent.  We  transfused  him  because  of  the  low 
serum  protein.  We  thought  the  raising  of  the  serum 
protein  would  be  of  value.  The  blood  chlorides  were 
611.  The  cholester  was  not  done  early,  but  after 
he  had  been  in  the  ward  about  a month.  It  was  185 
milligrams.  The  uric  acid  was  4.9. 

Chest  films  taken  on  admission  showed  pleurisy 
of  the  left  base  and  some  fluid.  There  was  nothing 
on  the  right.  He  had  carious  teeth.  Three  weeks 
later  chest  films  were  interpreted  as  probable  edema 
of  both  lungs  and  fluid  at  both  bases.  An  eye  con- 
sultant said  that  the  fundi  gave  evidence  of  congen- 
ital lues. 

Soon  after  the  patient’s  entry  we  tapped  his  ab- 
domen and  got  3 liters  of  pseudochylous  fluid,  a 
cloudy,  milky-appearing  fluid.  The  fatty  acid  was 
done  on  this,  and  was  108  milligrams. 

The  temperature  was  normal  at  first;  then  it 
went  up  to  101°  after  five  days.  The  pulse  went  up 
to  100  and  the  respirations  to  35.  There  was  no  par- 
ticular change  in  the  chest  findings  at  that  time.  He 
complained  of  pain  in  the  left  flank  high  up,  almost 
at  the  costal  margin.  There  was  no  rub  and  the  fine 
crepitant  rales  he  had  at  entry  persisted.  After  a 
few  days  the  temperature  came  down  gradually  to 
normal,  but  only  for  a week.  After  the  second  week 
there  was  rather  a swinging  temperature  with  an 
occasional  rise  to  101°.  The  pulse  climbed  steadily 
after  the  second  week.  There  was  a rub  at  the  right 
base  and  fine  crepitant  rales  along  with  the  dullness. 
We  thought  he  probably  had  some  intrinsic  lung  in- 
fection as  well  as  the  fluid  shown  by  x-ray.  He  be- 
came very  weak.  He  was  transfused,  but  this  had 
no  effect  on  the  blood  and  the  edema.  Finally  he 
lost  all  appetite.  During  the  last  week  he  was 
prostrated.  He  was  mentally  clear.  He  was  dehy- 
drated in  spite  of  the  edema.  The  upper  part  of  his 
chest  was  emaciated.  His  tongue  was  very  dry  and 
harsh.  Edema  of  the  belly  persisted  throughout  his 
whole  stay.  A week  before  his  death  for  one  day 
there  was  dull  constant  pain  over  the  precordium, 
non-radiating.  He  was  not  relieved  by  nitrites.  The 
aortic  systolic  blow  persisted  but  did  not  change. 
Two  days  before  death  the  temperature  suddenly 
dropped  from  102°  to  97°  by  rectum.  The  pulse 
climbed  from  140  to  150  towards  the  end.  An  area 
of  dullness,  rales  and  intense  bronchial  breathing 
was  noted  at  both  bases.  On  November  3 he  died. 

Discussion  by.  Dr.  J.  M.  Greer,  Phoenix 

The  strange  thing  to  me  in  this  case  is  that  after 
all  he  had  had  and  all  that  has  been  done  to  him  in 
the  way  of  laboratory  work,  etc.,  that  he  lived  as 
long  as  he  did.  Starting  four  years  before  this  ad- 
mission at  the  age  of  fifty-two  with  the  progressive 
constipation  and  two  years  later  the  epigastric  pain 
radiating  across  the  upper  abdomen  and  primarily 
in  the  upper  right  quadrant,  coming  on  one  to  two 
hours  after  meals  with  food,  soda  and  cracker  ease 
would  suggest  duodenal  ulcer.  The  aggravation  by 
fatty  foods  and  the  history  of  jaundice  given  by  his 
doctor  points  toward  gallbladder  disturbance,  and 
he  very  probably  had  gallstones.  However,  there 
are  other  laboratory  findings  that  indicate  a dis- 
turbance in  fat  metabolism  from  some  cause  or  oth- 
er. In  a man  of  this  age  malignancy  must  be  thought 
of  and  many  times  as  in  this  case  cannot  be  ruled 
out.  The  edema  and  the  progressively  increasing 
dyspnea  suggest*  lung  and  heart  involvement  which 
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must  be  further  looked  into.  The  chlorioretinitis 
suggests  syphilis  or  some  sort  of  nephritis,  and  these 
must  be  kept  in  mind  as  we  make  our  differential 
diagnosis. 

The  chest  findings  suggest  long  involvement  and 
we  shall  take  their  word  for  it  about  the  heart  being 
displaced  rather  than  enlarged.  The  ascites  and  gen- 
eral edema  bring  us  back  to  the  lungs  and  heart  and 
in  the  absence  of  more  definite  heart  findings  we 
are  inclined  to  place  the  blame  upon  the  lungs.  How- 
ever, in  going  over  the  laboratory  findings  we  must 
concede  that  nephritis  or  nephrosis  to  the  extent  of 
considerable  damage  to  the  kidney  function  was 
present.  If  we  can  take  the  sputum  examination  as 
positive  for  yeast-like  organisms,  I think  we  can 
make  a positive  diagnosis  of  fungus  infection  of 
the  lungs  which  will  account  for  many  of  the  find- 
ings. I do  not  know  whether  or  not  it  would  pro- 
duce the  anemia  present  in  this  case.  The  rather 
rapid  change  in  the  chest  condition  as  shown  in  the 
difference  between  chest  films  taken  at  the  time  of 
entrance  and  three  weeks  later  would  indicate  some 
active  process  in  the  chest  or  lungs.  With  this  brief 
discussion  and  not'  having  time  to  go  into  the  dis- 
turbance of  fat  metabolism  and  absorption,  which  I 
hope  some  one  will,  I shall  make  a diagnosis  of 

1.  Fungus  infection  of  the  lungs. 

2.  Nephrosis,  bilateral. 

3.  Anemia,  secondary. 

Malignancy  cannot  be  ruled  out. 


Discussion  by  Dr.  Robt.  S.  Flinn,  Phoenix 

The  presenting  symptoms  in  this  case  are  gener- 
alized anasarca  of  six  weeks’  duration,  severe  anemia 
and  low  serum  protein.  Time  will  not  permit  of  a 
lengthy  discussion  of  the  differential  diagnosis.  This 
patient'  undoubtedly  had  a nephrosis.  Judging  by 
the  amount  of  laboratory  work  completed  the  ques- 
tion which  the  consultants  are  trying  to  settle  re- 
lates to  the  type  of  nephrosis.  Is  this  patient  suf- 
fering from  the  type  of  nephrosis  described  by  Vol- 
hard  in  1914,  but  now  generally  referred  to  as  “Ep- 
stein”s  nephrosis Epstein  believes  nephrosis  to  be 
a distinct  clinical  entity  and  to  be  a “metabolic  dis- 
ease” characterized  by  changes  in  the  protein  and 
lipoid  content  of  the  blood  serum.  He  believes  fur- 
ther that  the  water  retention  and  edema  art*  of  ex- 
trarenal  origin  and  are  due  to  the  reduced  amount 
of  blood  colloid  which  has  caused  a lowered  osmotic 
pressure.  Starling  has  shown  that  the  osmotic  pres- 
sure of  the  blood  proteins  amounts  to  25  to  30  mm. 
of  mercury.  With  a reduction  of  the  blood  proteins 
with  consequent  reduction  of  this  intracapillary 
force  there  would  be  a relative  increase  in  the  os- 
motic pressure  exerted  by  the  intercellular  fluids. 
As  far  as  can  be  learned,  Epstein  has  failed  to  prove 
his  theory.  On  the  other  hand,  this  theory  has  not 
been  disproved.  Epstein  recommends  a high  pro- 
tein diet  in  an  effort  to  restore  the  lowered  blood 
colloids  andi  thus  raise  the  decreased  osmotic  pres- 
sure. 

Typically  Epstein’s  type  of  nephrosis  occurs  in 
young  individuals.  It  is  characterized  by  marked 
edema  with  hydrot'horax  and  ascites,  large  quanti- 
ties of  elbumin  in  the  urine  with  casts  but  with  no 
red  cells,  reversal  of  the  usual  serum  albumin — 
serum  globulin  ratio,  increase  in  cholesterol  content 
of  the  blood,  lowered  serum  protein  level,  normal 
non-protein  nitrogen,  normal  blood  pressure,  low 
basal  metabolic  rate  and  marked  secondary  anemia. 
Munk  has  called  attention  to  the  doubly  refracting 
lipoids  in  the  urine  and  further  stresses  the  luetic 
origin  of  the  disease 

Since  in  his  opinion  the  extra  renal  factors  are  of 
prime  importance  Epstein  has  given  the  name  “Di- 
abetes albuminuricus”  to  the  disorder.  In  diabetes 
the  glycosuria  is  the  result'  of  a perversion  in  the 
carbohydrate  metabolism,  so  in  this  disease  the  al- 


buminuria which  is  the  chief  symptom  is  the  result 
of  a perversion  in  the  protein  metabolism.  Eps+ein 
gives  large  doses  of  thyroid  gland  in  addition  to  the 
high  protein  diet.  I have  observed  excellent  result's 
in  two  cases  of  this  sort  on  Epstein’s  regimen. 

As  Munk  has  pointed  out.  true  lipoid  nephrosis 
is  an  exceedingly  rare  condition.  Christian  has  nev- 
er seen,  or  should  I say  never  recognized,  a case  of 
nephrosis  in  his  20  years  of  hospital  work.  It  is 
true  that  the  majority  of  cases  are  those  of  glom- 
erulit'is  with  a superimposed  nephrosis.  They  show 
in  addition  to  the  tubular  degeneration  a certain 
amount  of  glomerular  involvement.  The  case  under 
discussion  comes  in  this  group.  The  marked  edema, 
low  serum  protein,  normal  blood  pressure,  marked 
anemia  are  all  indicative  of  this  condition.  The 
presence  of  red  blood  cells  may  mean  glomerular 
involvement.  The  blood  cholesterol  is  normal.  The 
serum  protein  ratio  is  not  given.  We  shall  expect 
to  see  the  large  white  kidney  with  tubular  degen- 
eration. However  we  shall  undoubtedly  see  a mod- 
erately contracted  kidney  with  evidence  of  glom- 
erular inflammation  as  well. 

Diagnosis : 

Lipoid  Nephrosis  (Volhard-Epstein  type)  with 
glomerular  involvement. 

Hydrothorax,  pericardial  effusion,  ascite ter- 
minal bronchopneumonia  (?). 


Discussion  by  Dr.  Victor  Randolph,  Phoenix 

Constipation  in  a man  56  years  old  is  suggestive 
of  obstruction  due  to  malignancy  of  the  large  bowel. 
The  symptoms  of  pain  in  the  right  upper  quadrant 
could  also  be  present  in  such  a condition.  This  pain 
and  the  dietary  necessities  alsu  suggest  gallbladder 
disease  with  stones,  especially  taken  with  the  three 
months  history  of  jaundice  with  clay^colored  stools. 
This,  however,  could  not  have  been  severe,  else  the 
patient  himself,  as  well  as  his  physician,  would  have 
known  it. 

The  dyspnea  is  apparently  explained  by  pulmo- 
nary edema  and  pleural  effusion,  The  edema  of  low- 
er extremities  and  abdomen  when  considered  with 
pulmonary  edema  suggest  cardiac  failure  or  abdom- 
inal venous  obstruction  plus  pulmonary  or  pleural 
infection.  There  is  insufficient  evidence  to  show 
pulmonary  infection.  The  laboratory  examinations 
draw  attention  to  the  kidneys  and  because  of  the 
persistent  red  cells  in  the  urine  we  think  not  only 
of  parenchymatous  damage  which  could  be  explain- 
ed by  chronic  passive  congestion  but  also  of  renal 
infection  or  malignancy.  Since  symptoms  of  disease 
of  the  large  bowel  were,  at  most,  only  suggestive, 
and  since  we  have  definite  findings  of  renal  disease 
which  could  also  explain  part  of  the  symptoms,  I 
eliminate  the  former  and  assume  that  there  was 
nephrosis  which  may  have  been  secondary  to  mal- 
ignancy of  the  kidney,  perhaps  the  right,  since 
symptoms  pointed  to  the  right  upper  quadrant.  In 
addition  I believe  there  was  a chronic  cholecystitis 
probably  with  cholelithiasis  and  terminal  broncho- 
pneumonia. It  seems  that  the  heart  must  have  some 
part  in  this  picture,  but  I cannot  arrive  at  any  diag- 
nosis other  than  probable  arteriosclerosis  of  the 
vessels. 


Discussion  by  Dr.  L.  C.  Barlow,  Phoenix 

Sharp  stabbing  pain  across  upper  abdomen  reliev- 
ed by  food  and  soda  and  made  worse  by  certain 
foods  certainly  is  indicative  of  gastric  ulcer.  Also 
with  history  of  jaundice  and  clay-colored  stools  one 
year  previous  one  would  also  have  to  think  of  some 
pathology  in  the  gallbladder.  It  is  frequently  true 
with  gallbladder  or  gastric  ulcer  that  the  patient 
may  have  increasing  constipation.  This  patient 
probably  had  a gastric  ulcer  which  subsequently  be- 
came malignant.  This  might  account  for  sudden  ces- 
sation of  pain.  Edema  of  ankle  followed  by  edema 
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of  abdomen  with  embarrassment  of  heart  producing: 
a generalized  edema  seems  reasonable.  Blood  in  his 
urine  could  be  accounted  for  from  the  same  angle. 
No  doubt  this  man  also  had  some  old  damage  to  his 
kidneys  as  indicated  bv  his  high  fixation  of  grav- 
ity of  urine  (1030  to  1045)  and  hyaline  casts,  the 
chorioretinitis  mav  be  due  to  syphilis,  diabetes,  myo- 
topia  and  nephritis.  The  soutum  was  grossly  blood 
tinged  which  is  frequent  in  any  condition  due  to 
heart  failure.  The  yeast  liko  organisms  in  snutum 
are  probably  secondary  invaders  and  of  no  imnort- 
ance.  Increasing  N.  P.  N.  is  consistent  with  failing 
heart  and  congested  kidnev;  the  uric  acid  cholesti'ol 
and  blood  chloride  were  not  far  from  normal.  A sig- 
nificant finding  is  that  of  a milky  aonearing  fluid 
withdrawn  from  the  abdomen  cavity:  this  is  not  an 
unusual  finding,  but  is  occasionally  found  and  when 
found  makes  us  think)  of  carcinoma  or  tuberculosis 
obstructing  the  chylous  flow.  No  doubt  he  developed 
a terminal  bronchopneumonia. 

Diagnosis : 

1.  Cancer  of  stomach  secondary  to  gastric  ulcer. 

2.  Cholecystitis. 

3.  Chronic  nephritis. 

4.  Terminal  bronchopneumonia. 


Discussion  by  Dr.  R.  C.  Cabot,  Boston 

The  history  suggests  peptic  ulcer,  but  is  not  con- 
clusive. The  pain  is  more  continuous  than  we  expect 
in  peptic  ulcer.  The  patient  ought  to  be  entirely  free 
from  pain  in  certain  parts  of  every  day. 

He  had  lost  weight  in  spite  of  all  this  edema. 

We  do  not  find  in  the  examination  of  the  heart 
any  good  explanation  of  this  edema.  Up  to  this 
point  I have  been  assuming  that  he  has  the  elderly 
man’s  heart  disease,  the  hypertensive  type  of  heart 
disease,  but  I was  evidently  wrong. 

The  range  in  the  specific  gravity  of  the  urine  cer- 
tainly cannot  be  said  to  be  limited  in  anv  sense.  The 
only  significant  limitation  of  gravity  is  limitation  at 
a low  point.  The  renal  function  is  perfectly  nor- 
mal. We  have  no  good  evidence  of  nephritis.  The 
case  is  getting  more  and  more  difficult.  First  it 
looked  like  a heart  case.  Then  that  was  pretty  well 
ruled  out.  Then  it  looked  like  a kidney  case.  Now 
it  is  not  at  all  clearly  a kidney  case. 

The  blood  fat  shows  a marked  increase.  Normally 
it  is  190  to  240. 

The  serum  protein  shows  a marked  decrease.  The 
normal  is  6 to  8. 

The  basal  metabolic  rate  is  practically  normal. 
— 3 is  nothing.  So  the  case  cannot  be  put  down  to 
pseudo-edema  or  myxedema. 

The  blood  chlorides  are  markedly  increased,  as 
they  might  be  in  nephritis.  I do  not  know  what  else 
except  nephritis  increases  them. 

All  those  chemical  tests,  I take  it,  mean  that  they 
were  thinking  of  nephrosis  because  thev  could  not 
get  a clean-cut  diagnosis  of  nephritis.  Nephrosis  is 
being  studied  with  a good  deal  of  interest  nowadays. 

The  x-ray  shows  evidence,  I suppose,  of  fluid  in 
the  chest.  From  the  heart  shadow  we  cannot  lay 
this  case  to  heart  disease. 

The  cell  count  in  the  ascitic  fluid  here  is  of  very 
little  significance.  It  hardly  ever  has  much  signifi- 
cance in  abdominal  fluid.  It  has  some  value  in  chest 
fluids,  but  very  little  in  abdominal  fluids.  This  is 
the  sort  of  fluid  we  may  get  in  almost  any  chronic 
abdominal  disease. 

When  we  can  feel  a friction  rub  it  is  very  com- 
forting,— then  w&  are  sure  it  is  there.  If  we  hear 
one  we  are  not  sure  of  it.  We  can  feel  sonorous  and 
sibilant  rales.  If  you  had  never  felt  one  at  all  you 
might  make  a mistake.  But  if  you  feel  a friction 
once  it  is  there.  It  seems  as  if  there  was  evidence  of 
pneumonia  and  pleurisy  or  both,  as  Dr.  Holmes  led 
us  to  anticipate. 

We  must  say  infection  of  the  pleura  and  presum- 


ably of  the  lung,  which  was  the  immediate  cause  of 
death.  I am  interested  in  that  long-standing  edema. 
We  cannot  put  it  down  to  any  ordinary  cause  of  ed- 
ema, and  that  raises  the  question  of  nephrosis. 

I do  not  know  any  other  causes  for  edema  than 
those  that  I have  mentioned  and  starvation,  which 
of  course  we  do  not  need  to  consider  here.  There 
are  a few  cases  that  I have  seen  coming  from  post- 
mortem— I remember  two — in  which  there  was  a 
combination  of  nephritis  and  nephrosis,  so  I am  pre- 
pared for  something  like  that  in  this  case.  Nephro- 
sis is  believed  not  to  be  a disease  of  the  kidneys 
alone  but  of  those  along  with  other  organs  as  in 
eclampsia,  where  there  are  lesions  in  the  kidney  but 
more  particularly  in  the  liver.  If  this  is  nephrosis 
I am  prepared  to  hear  Dr.  Mallory  tell  us  that  there 
is  nephritis  also. 

Dr.  George  W.  Holmes:  The  first  film  shows  a 

definite  process  at  the  left  base.  The  diaphragm  is 
rather  high  on  that  side.  The  shadow  is  not  very 
dense  and  the  heai't  is  not  displaced.  The  heart 
shadow  is  fairly  well  outlined  and  I think  well  with- 
in normal  limits.  The  supracardiac  shadow  is  per- 
haps a little  increased.  The  aorta  is  a little  tor- 
tuous. I do  not  think  there  is  sufficient  evidence  to 
say  the  aorta  is  dilated.  There  may  be  some  arteri- 
osclerosis. A small  amount  of  fluid  in  the  pleural 
space  or  even  a collapse  of  the  lower  lobe  might  give 
that  picture. 

Tn  the  second  film  there  is  a good  deal  of  rota- 
tion which  throws  the  heart  to  the  right.  The  dia- 
phragm is  very  high  on  both  sides  and  the  lung 
fields  are  somewhat  hidden  and  blurred  by  motion. 
In  such  a film  as  this  there  might  be  more  in  the 
chest  than  appears.  There  is  some  dullness  at  the 
left  base.  There  could  be  fluid  behind  the  high- 
domed  diaghragm. 

About  all  we  can  say  is  that  there  are  areas  of 
consolidation  without  saying  what  it  is  due  to. 
Such  an  area  as  that  might  be  due  to  a pneumonic 
process  in  the  lower  lobe.  It  might  be  infarct  or 
embolus.  There  is  some  involvement  of  the  pleura 
which  one  would  not  expect  with  a simple  embo- 
lus. 

Clinical  Diagnosis — Chronic  nephritis. 

Dr.  Cabot’s  Diagnoses — Nephrosis  with  nephritis 
or  X. 

Acute  pleuritis. 


Discussion  by  Dr.  Tracy  B.  Mallory,  Boston 

This  is  a case  on  which  it  was  certainly  very  dif- 
ficult to  make  a clinical  diagnosis  that  would  check 
up  with  the  various  findings.  At  autopsy  we  found 
a number  of  different  diseases  which  I cannot  con- 
nect at  all.  I take  it  that  most  or  all  of  them  are 
of  separate  etiologies,  yet  each  of  them  played  a 
part  in  the  general  picture. 

The  most  obvious  lesion  anatomically  and  I think 
w thout  much  question  clinically  too  was  the  path- 
ology in  the  kidneys,  which  clincally  had  given  a 
suggestive  picture  of  nephrosis.  Pathologically  we 
should  have  to  classify  it  as  subacute  glomerular 
nephritis  with  secondary  tubular  degeneration. 
There  is  an  extensive  glomerular  process,  I think 
primary  in  spite  of  the  nephrdtic  symptomatology. 
Tt  is  always  dangerous  to  make  a diagnosis  of 
nephrosis  in  anyone  out  of  childhood  unless  one 
does  it  with  the  reservation  that  probably  the 
glomeruli  are  involved  too.  I am  sure  we  practically 
never  meet  it  uncomplicated  in  adults.  Often, 
however,  the  secondary  nephrotic  element  may  dom- 
inate the  clinical  picture.  I think  unquestionably 
that  is  true  here. 

We  also  found  cirrhosis  of  the  liver.  It  is  not 
an  extremely  marked  cirrhosis  but  a very  definite 
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one.  The  liver  weighs  1600  grams,  which  is  nor- 
mal in  size.  It  is  not  atrophic.  Histologically  I am 
not  able  to  classify  the  type.  It  is  consistent  with 
an  old  alcoholic  process;  but  assuming  that  his 
history  of  not  having  drunk  heavily  for  the  last 
eight  or  ten  years,  but  having  drunk  heavily  before 
that  is  correct,  we  could  not  expect  to  find  the 
specific  type  of  hyalin  degeneration  we  get  in  the 
livers  of  men  who  have  used  alcohol  within  the  last 
year  of  life.  I should  therefore  be  inclined  to  think 
this  is  an  old  and  quite  inactive  alcoholic  cirrhosis. 

The  immediate  cause  of  death  was  totally  unex- 
pected. It  was  a massive  pulmonary  embolus.  In 
view  of  the  rather  slow  way  in  which  he  gave  out, 
there  was  nothing  to  suggest  that  at  all.  Both  pul- 
monary arteries  were  completely  filled  with  clot. 
In  searching  for  a primary  thrombotic  focus  from 
which  the  embolus  might  have  broken  loose  we 
found  thrombosis  of  both  renal  veins.  We  found 
nothing  in  the  vena  cava,  yet  I think  it  is  almost 
certain  that  there  was  a thrombus  in  the  vena  cava 
at  the  level  of  the  renal  veins  and  that  it  broke  en- 
tirely loose  and  caused  the  pulmonary  embolus. 
The  small  remnants  of  clot  found  in  the  renal  vein 
were  in  the  distal  portions  of  the  vessels.  Such  a 
process  fits  well  with  the  clinical  finding  of  edema 
in  the  lower  half  of  the  body  and  dehydration 
above.  At  least  it  would  help  a great  deal  to  ex- 
plain the  picture.  He  also  had  an  acute  endocarditis 
of  the  vegetative  type.  He  had  multiple  septic  in- 
farctions in  the  lungs  and  one  very  sizable  abscess. 
The  pleural  cavities  contained  a very  small  amount 
of  serous  fluid  at  the  time  of  autopsy. 

We  have  three  separate  diseases  which  might 
easily  have  caused  the  edema.  None  of  those  diag- 
noses explains  very  well  the  very  marked  and  rap- 
idly progressive  anemia,  which  however  fits  with 
the  bacterial  endocarditis. 

Anatomic  Diagnoses  — Subacute  glomerular 
nephritis  with  tubular  degeneration  (nephrosis). 

Cirrhosis  of  the  liver. 

Pulmonary  embolus. 

Acute  endocarditis. 

Infarcts  of  the  lungs. 

Abscess  of  the  lugn. 

Acute  pleuritis. 

Thrombosis  of  the  renal  veins  and  (probably) 
of  the  vena  cava. 


ARIZONA  ANTI-TUBERCULOSIS 
ASSOCIATION 

T.  C.  CUVELLIER,  Executive  Secretary, 
Phoenix,  Ariz. 

The  activities  of  the  Arizona  Anti-Tuber- 
culosis Association  have  been  varied  and 
wide  in  their  scope.  During  the  past  ten 
years,  especially,  the  Association  has  been 
helpful  in  establishing  many  useful  agencies 
dealing  with  the  problem  of  tuberculosis, 
child  health  and  sanitation. 

The  Association  has,  by  demonstration  in 
many  communities,  proved  the  value  of  the 
community  nurse,  or  public  health  nurse, 
and  has  been  successful  in  having  nurses 
employed  in  many  of  the  communities  as  a 
permanent  feature  of  the  public  health  acti- 
vities of  schools,  county  and  city  health  of- 
fices. At  the  present  time  there  are  over 
fifty  such  nurses  employed  in  Arizona,  and, 
as  I have  said  before,  many  of  them  are  em- 


ployed as  a result  of  demonstrations  and 
surveys  made  by  our  Association. 

The  Association  has  conducted  an  inten- 
sive child  health  educational  work  through- 
out the  schools  of  Arizona,  reaching  thou- 
sands of  children  and  as  many  homes,  with 
a work  which  can  not  help  but  be  of  tremen- 
dous value  as  a disease  prevention  and  life- 
saving activity.  In  this  work  we  have  had 
the  whole-hearted  cooperation  of  the  school 
principals  and  teachers  throughout  the 
state.  There  has  always  been  a demand  for 
our  child  health  educational  publications, 
health  charts  and  booklets  dealing  with  child 
health.  The  Modern  Health  Crusade,  a 
movement  designed  to  promote  the  observ- 
ance of  daily  health  chores,  has  always  been 
popular  and  is  recognized  by  the  school  au- 
thorities as  of  great  value  in  securing  child 
health  through  practice. 

This  child  health  educational  work  has 
been  supplemented  by  lectures  and  addresses 
by  our  Secretary,  and  by  volunteer  workers 
in  many  communities  who  have  shown  such 
an  interest  in  this  department  that  they 
have  been  ready  to  serve  as  assistants.  We 
have  found  the  school  teachers  and  school 
nurses  valuable  mediums  for  the  distribution 
of  our  propaganda.  Much  of  this  has  gone 
beyond  the  actual  reaching  of  the  children 
and  has  entered  their  homes,  where  good  re- 
sults have  been  attained  in  promoting  better 
methods  of  living  and  sanitation  of  homes, 
thereby  serving  as  a preventative  in  the 
spreading  of  sickness. 

The  Association,  for  three  years,  conduct- 
ed a preventatorium  demonstration,  hoping 
that  such  an  institution  might  be  developed 
as  a permanent  feature,  supported  by  public 
funds.  While  we  were  not  successful  in  se- 
curing sufficient  financial  support  to  war- 
rant ^he  establishing  of  a full  time  preventa- 
torium on  a large  scale,  such  as  we  had 
hoped  for,  nevertheless  the  interest  awak- 
ened by  this  preventatorium  demonstration 
resulted  in  the  establishing  of  several  small 
institutions  throughout  the  state  where 
children  predisposed  to  tuberculosis  are  be- 
ing cared  for  under  the  rules  and  regulations 
set  down  by  the  propaganda  of  our  Anti- 
Tuberculosis  Association.  While  from  a 
spectacular  standpoint  these  results  have  not 
been  as  successful  as  a larger  institution 
might  have  been,  in  reality  a greater  num- 
ber of  children  are  being  given  this  care 
through  this  method  than  it  would  have 
been  possible  for  us  to  have  taken  into  one 
single  institution  calculated  to  care  for  the 
whole  problem. 

The  Association  has  conducted  public 
health  service  in  practically  every  city  in 
our  state  with  a population  over  one  thou- 
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sand.  These  services  were  conducted  with 
the  help  of  trained  workers  and  public  health 
nurses,  and  good  reports  of  same  when 
submitted  to  the  official  and  volunteer 
health  agencies,  in  many  instances  resulted 
in  a movement  for  better  housing  conditions 
and  for  greater  public  health  and  social  ser- 
vice provisions  for  those  communities. 

It  will  be  of  interest  to  know  that  all 
health  educational  materials  and  propagan- 
da are  supplied  by  our  Association  and  dis- 
tributed free  of  costs.  The  Association  has 
in  stock  for  distribution,  pamphlets  and 
books  dealing  with  the  prevention  of  tuber- 
culosis, and  an  effort  has  been  made  to  place 
these  booklets  periodically  in  the  homes  of 
all  tubercular  persons  within  our  state, 
trusting  that  by  a wider  observance  of  cau- 
tion on  the  part  of  the  sick  ones,  disease  may 
not  be  spread  to  children  and  other  mem- 
bers of  the  families.  These  same  booklets 
have  been  printed  in  Spanish  and  other  lan- 
guages for  the  benefit  of  our  foreign-speak- 
ing population. 

The  Association  has  conducted  a relief 
work  whenever  ca’led  upon  to  handle  cases 
residing  outside  of  organized  territories.  The 
local  Associations  within  the  various  city 
limits  of  the  state  are  prepared  in  a meas- 
ure to  take  care  of  relief  work,  but  we  have 
a large  rural  population  wihch  often  looks 
to  the  State  Association  for  support  or  par- 
ticipation in  its  relief  activities. 

The  Association  has  been  helpful  in  as- 
sisting thousands  of  cases  of  tuberculosis  to 
find  accommodations  within  their  means. 
Unfortunately,  Arizona  is  the  goal  of  many 
migratory  tubercular  patients  who  are  seek- 
ing recovery,  and  many  of  them  come  to- 
tally unprepared  financially  to  take  care  of 
themselves  for  any  length  of  time.  It  has 
been  the  aim  of  the  Association  to  help  such 
cases  in  securing  accommodations  which 
will  permit  of  their  funds  lasting  as  long  as 
possible,  while  at  the  same  time  enabling  the 
patients  to  enjoy  the  benefits  of  the  cli- 
mate which  attracted  them  here. 

The  Association  has  engaged  in  a cam- 
paign of  educational  nature  in  cooperation 
with  the  nation-wide  campaign  launched  by 
the  National  Tuberculosis  Association.  While 
the  limited  means  at  our  disposal  do  not 
permit  us  to  enter  as  fully  into  some  of  these 
campaigns  as  we  should  like  to,  nevertheless 
we  have  put  on  campaigns  urging  periodical 
medical  examinations  and  campaigns  stress- 
ing the  early  diagnosis  of  tuberculosis.  These 
activities  have  proved  of  help  to  thousands 
of  our  population. 

The  Association  has  participated,  in  co- 


operation with  other  civic  agencies,  in  pro- 
moting legislation  for  sanitation  and  has 
been  successful  in  many  instances  in  bring- 
ing about  a cleaner  and  safer  condition  in 
our  public  eating  and  drinking  places,  as 
well  as  in  the  handling  of  foodstuffs. 

The  endless  demand  for  funds  with  which 
to  meet,  if  only  in  part,  the  great  relief 
problem  in  Arizona,  has  made  it  quite  dif- 
ficult for  us  in  some  years,  to  secure  ade- 
quate funds  to  support  a work  of  prevention 
on  a scale  on  which  we  should  like  to  con- 
duct it,  but  this  much  can  be  said,  that  we 
have  conscientiously,  with  the  funds  in 
hand,  tried  to  accomplish  as  much  as  possi- 
ble in  each  one  of  the  fields  of  endeavor 
having  to  do  with  the  prevention  of  tuber- 
culosis and  in  the  raising  of  a healthier  and 
stronger  generation  of  children,  who  are  to 
be  our  future  citizens. 

ANNUAL  FINANCIAL  STATEMENT 
JANUARY  1,  1930  TO  DECEMBER  31,  1930 

Balance  on  hand  January  1,  1930 $1,585.06 

RECEIPTS— 

Sale  of  Christmas  Seals $6,555.97 

Appeal  letters  of  Mr.  Spilsbury..  767.00 

Memberships  100.00 

Donations  50.00 

Refund  41.67 

Sale  of  Printed  Matter  1.00  7,515.64 


TOTAL  $9,100.70 

EXPENDITURES— 

HEALTH  AND  RELIEF  WORK 
among  children  and  adults, 
preventorium  care  for  the 
undernourished,  and  nutrition 
class  work  $1,741.38 

HEALTH  INFORMATION  WORK, 

Guidance  for  the  sick  as  to 
where  and  how  to  secure  suit- 
able care  in  using  existing 
health  centers  and  sanatoria..  580.46 

HEALTH  EDUCATION  through 
health  centers,  lectures,  leaf- 
lets, exhibits,  posters,  motion 
pictures,  newspapers,  maga- 
zines and  modern  health  cru- 
sades in  public  schools  2,205.75 

ASSISTING  LOCAL  Tuberculosis 
Societies  and  Committees  to 
cooperate  and  to  increase  the 
scope  of  their  activities 1,277.02 

NATIONAL  ANTI-TUBERCU- 
LOSIS ASSOCIATION  Seal 
Sale  Supplies  692.12 

SEAL  SALE  EXPENSES  755.30 

Five  Per  Cent  of  Christmas  Seal 
Sale  to  National  Tuberculosis 
Association  625.91  7,877.94 


Balance  on  Hand  December  31, 
1930  - 


$1,222.76 


MARCH,  1931 
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CASE  OF  HEADACHE  AND  BLINDNESS 
(Diagnostic  Discussions) 

(Case  16511,  Case  Records  of  the  Mass.  Genl. 
Hosp.,  from  New  Eng1.  Jour,  of  Med.,  Dec.  18,  1930, 
page  1252.) 

CASE  RECORD 

First  admission.  An  American  waiter  fifty-three 
years  old  entered  March  7 complaining  that  he  could 
not  see. 

A year  and  a half  before  admission,  just  after 
returning  from  an  automobile  vacation  trip,  and 
when  he  was  feeling  as  well  as  usual,  he  awoke  one 
night  feeling  weak,  and  vomited.  He  continued  to 
vomit  about  once  an  hour  for  three  days.  He  felt 
very  weak  and  had,  he'  thought,  some  fever  and  at 
the  onset  a slight  chill.  After  about  a week,  when 
he  was  feeling  better,  he  noticed  that  things  looked 
hazy.  This  became  more  marked  until  after  a week 
he  could  not  recognize  objects.  He  had  been  wear- 
ing glasses  for  eight  years  and  had  recently  had 
them  changed.  His  oculist  thought  the  trouble  was 
due  to  his  general  condition.  He  became  almost  to- 
tally blind.  Then  the  vision  gradually  improved  un- 
til after  eight  weeks  he  was  able  to  return  to  work, 
although  things  still  looked  hazy.  He  had  occasional 
morning  lacrimation.  He  remained  in  this  condition 
until  four  months  before  admission,  when  his  vision 
became  progressively  worse  until  two  weeks,  before 
admission  he  had  to  stop  work.  The  morning  of  ad- 
mission he  awoke  with  a severe  frontloparieltal 
headache.  At  admission  he  had  vomited  six  times 
(since  morning)  and  had  had  residual  headache  from 
time  to  time.  He  gave  a vague  history  of  precordial 
tingling  at  irregular  intervals  and  of  left-sided  ab- 
dominal tenderness  since  the  onset  of  the  present 
illness. 

The  family  history  is  not  significant. 

He  gave  a past  hiistory  of  slight  edema  on  exer- 
tion and  occasional  palpitation.  He  denied  venereal 
disease  hy  symptoms.  His  history  was  otherwise 
negative. 

Clinical  examination  showed  an  obese,  very  ner- 
vous and  hyperesthetic  man,  able  to  distinguish  fin- 
gers only  at  three  feet.  A few  teeth  were  carious. 
The  tonsils  were  large  and  cryptic.  The  left  showed 
gross  scarring.  The  left  border  of  supraeardiac 
dullness  was  8 centimeters  from  midsternum,  1 
centimeter  outside  the  midclavicular  line.  The  right 
border  was  2 centimeters  to  the  right.  The  cardiac 
dullness  was  6.5  centimeters.  A soft  systollic  mur- 
mur was  heard  at  the  base.  The  pulses  and  artery 
walls  were  normal.  There  was  precordial  hyper- 
esthesia. The  blood  pressure  was  115/80.  The  lungs 
were  normal.  The  abdomen  was  very  obese,  other- 
wise normal.  Rectal  examination  was  negative;  no 
hemorrhoids.  The  left  pupil  was  greater  than  the 
right  and  slightly  irregular.  An  ophthalmologist 
found  the  disc  margins  slightly  blurred  but  the 
physiological  cups  preserved.  The  discs  were  not 
atrophic  but  were  slightly  pale  temporarily.  Neuro- 
logical examination  showed  the  cranial  nerves  neg- 
ative, sensation  roughly  normal,  no  ataxia  or  loss 
of  position  sense.  The  neurologist  thought  the 
fundi  looked  normal.  He  repoi'ted  bitemporal  hemi- 
anopsia. He  found  all  the  tendon  reflexesi  equal  on 
both  sides  and  within  normal  limits  of  activity.  The 
abdominals  were  not'  elicited.  Past  pointing,  touch 
and  temperature  sense  were  intact  throughout,  also 
position  and  vibration  sense.  Coordination  tests 
were  well  carried  out. 

The  temperature  and  respirations  were  normal. 
The  pulse  was  60  to  100. 

The  question  of  operation  was  talked  over  with 
the  patient’s  wife.  March  17  he  went  home,  to  re- 
turn in  a week. 


Second  admission,  March  31. 

Examination  wasi1  as  before. 

April  5 operation  was  done.  By  April  13  the 
wound  was  dry  and  clean,  the  general  condition 
good  and  the  vision  slightly  improved  on  the  right. 
April  27  the  patient  was  discharged,  to  return  in 
two  weeks  for  a second  operation. 

His  vision  remained  improved  until  about  May  25. 
Then  it  began  to  fail  rapidly. 

Third  admission,  dime  4. 

June  6 operation  was  done.  That  night  the  tem- 
perature and  pulse  were  very  high.  The  patient 
was  clear  mentally  and  the'  clinical  condition  good. 
By  June  10  the  temperature  and  pulse  were  going 
down  to  normal  and  the  clinical  condition  better. 
On  June  13  he  complained  of  a period  of  dizziness. 
June  22  he  complained  of  some  pain  over  the  left' 
side  of  his  chest  and  back,  not  aggravated  by  res- 
piration. The  following  morning  it  was  quite  severe 
and  worse  on  motion,  so  that  he  was  afraid  to  swal- 
low cold  water.  The  temperature  was  99°.  The 
respirations  were  normal.  Physical  examination 
was  negative  except  for  rales  at  both  bases  at  the 
end  of  inspiration,  more  on  the  left,  and  a few  un- 
der the  left  axilla.  By  afternoon  the  pain  had  be- 
come more  severe  over  the  precordium.  Examina- 
tion showed  cyanosis  of  the  fingers.  The  chest  was 
as  before  except  for  dullness  at  the  bases.  The 
leukoocyte  count  was  14,000,  the  pulse  120,  the 
respiration  30,  the  temperature  100.5°.  The  ab- 
domen was  slightly  distended,  with  questionable  en- 
largement of  the  liver. 

That  night  when  being  lifted  off  the  bed  pan  the 
patient  suddenly  began  gasping  for  breath  and 
choking,  became  very  cyanotic  and  pulseless,,  and 
in  three  minutes  died. 


Discussion  by  J.  Madison  Greer,  M.D. 

There  seems  to  be  nothing  significant  in  the  age, 
occupation  or  sex  of  this  individual  that  would 
point  toward  anything  in  the  diagnosis.  The  awak- 
ening at  night  feeling  weak,  and  vomiting  after  a 
vacation  trip,  are  not  particularly  unusual.  I can 
imagine  such  a thing  even  in  Arizona  if  one  would 
return  from  a vacation  trip  to  the  White  Mountains 
sometime  along  in  the  latter  part  of  August.  One 
thing  we  would  like  to  know  and  that  is  whether 
he  nauseated  before  he  vomited.  The  record  is  si- 
lent on  this  part,  therefore  we  take  it  that  he  was 
not'.  The  continuous  hourly  vomiting  for  a period 
of  three  days  is  very  significant  and  in  the  absence 
of  other  signs  and  symptoms  points  toward  some 
extreme  toxemia  or  cerebral  irritation.  The  irrita- 
tion must  be  either  toxic  or  mechanical  and  we  must 
look  for  these.  The  absence  of  nausea  suggests  a 
mechanical  irritation,  rather  than  a toxic  one. 

The  progressive  decrease  in  vision  with  an  im- 
provement in  his  general  condition  is  a significant 
factor,  and  rather  discourages  the  idea  of  his  de- 
crease in  vision  being  a purely  toxic  affair.  The 
later  improvement  in  vision  recorded  means  an  ar- 
rest or  readjustment  of  the  process  whatever  it 
might  be.  Then  the  rather  sudden  frontoparietal 
headache  and  vomiting,  and  we  take  it  again  this 
time  without  nausea,  is  significant  of  some  trouble 
in  the  cerebrum  or  cerebellum.  I cannot  attach 
much  significance  to  the  precordial  tingling  or  left 
sided  abdominal  tenderness,  without  other  more 
definite  signs  or  symptoms  referable  to  the  heart 
or  abdomen.  The  past  history  of  slight  edema  and 
palpitation  in  a fat  man,  to  me  is  not  very  signifi- 
cant. 

In  the  clinical  examination,  there  is  some  cardiac 
abnormality  but  it  seems  to  me  nothing  more  than 
might  be  found  many  times  in  an  obese  individual 
of  the  age  of  this  patient.  I do  not  know  the  sig- 
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nificance  of  the  precordial  hyperesthesia.  The 
blood  pressure  is  not  significant,  except  that  it 
helps  to  rule  out  a hypertension;  it  could  be  con- 
sistent with  many  things  including  intracranial 
pressure  from  some  cause,  provided  this  intracranial 
pressure  was  not  brought  about  suddenly.  The  in- 
equality of  the  pupils  is  a positive  sign  and  must 
be  explained  and  points  toward  some  reflex  or  in- 
tracranial disturbance.  The  eyieground  findings 
seem  a little  indefinite  but  rather  positive  never- 
theless. The  neurologist  reports  a bitemporal  hem- 
ianopsia which  may  be  considered  consistent  with 
an  irritation  or  pressure  along  the  optic  tract  and 
is  a focal  visional  change  found  many  times  in  tu- 
mors in  the  cranial  vault.  It  would  be  nice  to l see 
an  x-ray  of  this  cranium  but  we  are  denied  this,  so 
must  get  along  the  best  we  can  without  it. 

With  the  enumeration  fo  the  above  mentioned  im- 
portant positive  signs  and  symptoms,  headache  (bi- 
temporal), vomiting  without  nausea,  gradual  visual 
disturbance  with  positive  pupillary  and  eyeground 
findings,  with  normal  or  subnormal  blood  pressure, 
I shall  venture  a diagnosis  of— 

Intracranial  Tumor. 

This  tumor  is  probably  primary  and  probably  a 
glioma  (meningioma). 

The  operation  done  was  no  doubt  a unilateral  de- 
compression. 

The  unilateral  improvement  following  this  pro- 
cedure no  doubt  gave  them  courage  to  attempt  an- 
other decompression  on  the  other  side.  The  high 
temperature  and  pulse  following  the  second  opera- 
tion was  probably  a post  operative  reaction,  me- 
chanical, etc.  The  patient  probably  developed  a 
pleuro-pneumonia  or  hypostatic  pneumonia  with 
cardiac  embarrassment.  The  sudden  death  could  have 
been  due  to  embolism.  However,  it  is  not  unusual 
for  deaths  of  this  character  to  follow  operative 
procedures  upon  the  brain. 


Discussion  by  Howell  Randolph,  M.D. 

Symmetrical  bitemporal  hemianopsia  can  mean 
but  one  thing,  interi’uption  of  the  pathway  from  the 
optic  disc  to  the  centers  of  the  brain  at  the  point 
where  these  fibres  are  associated  in  one  bundle,  as 
they  decussate  in  the  optic  chiasma.  Hemianopsia 
with  a history  of  persistent  vomiting  presumably  of 
the  central  nervous  system  type  is  sufficient  to 
make  a diagnosis  of  tumor  of  the  brain.  The  local- 
izing symptom  placing  it  adjacent'  to  optic  chiasma 
makes  a diagnosis  of  pituitary  tumor  most  likely. 
Tumors  of  the  cerebellum,  pons  or  cortex  of  the 
brain  produce  optic  disturbances  in  a very  large 
percentage  of  the  cases.  These  are  usually  asym- 
metrical, and  may  be  very  slight.  They  are  most 
frequently  associated  with  increased  intracranial 
pressure,  and  choked  disc  can  be  observed  in  well 
developed  lesions. 

The  other  group  of  signs  presented  by  this  pa- 
tient, those  probably  having  more  to  do  with  the  fa- 
tal outcome,  are  referable  to  the  heart.  Carious 
teeth  and  large  tonsils  showing  evidence  of  a mark- 
ed chronic  infection  furnish  a portal  of  entry  to 
possible  occasional  infections  which  may  have  left 
some  mai’k  upon  the  cardiac  muscle.  The  presence 
of  an  enlarged  heart  and  a systolic  murmur  at  the 
base  which  was  not  apparently  considered  of  much 
importance  at  the  time  of  examination,  together 
with  obesity  may  have  been  but  precursor  evidence 
of  the  terminal  event.  The  occurrence  of  pain  over 
the  precordium  and  around  into  the  left  back  the 
day  before  death  was  probably  the  effect  of  coro- 
nary occlusion.  A slight  leukocytosis  and  tempera- 
ture rise  together  with  signs  of  moisture  at  the 
bases  might  indicate  the  onset  of  pneumonia.  How- 
ever the  description  is  not  definite  for  this  condi- 


tion and  it  seems  more  likely  that  a failing  heart 
is  responsible  for  that  as  well  as  for  enlargement 
of  the  liver  and  distended  abdomen.  Persistent  pain 
over  the  left  side  would  be  characteristic  of  pneu- 
monia but  sudden  death  of  the  patient  makes  coro- 
nary occlusion  almost  certain. 

DIAGNOSIS:  Adenoma  of  hypophysis  cerebri. 

Cause  of  death,  coronary  disease,  (occlusion) ; prob- 
ably embolism. 


Discussion  by  D.  R.  Gaskins,  M.D. 

I would  like  to  vary  slightly  from  the  discussion 
of  this  case  and  discuss  other  conditions  of  nasal 
origin  which  could  explain  some  of  the  symptoms 
from  which  this  man  suffered.  I am  sure  that  this 
case  will  be  amply  discussed  with  the  thought'  fore- 
most for  tumors  of  the  pituitary  body  with  pressure 
cn  the  chiasm  resulting  in  a bitemporal  hemianop- 
sia. The  neurologist  and  not  the  ophthalmologist 
made  the  diagnosis  of  the  bitemporal  hemianopsia 
and  we  are  not  dismissing  the  idea  that  thisi  could 
have  been  a lateral  scotoma  affecting  both  the  bi- 
temporal areas  rather  than  a typical  nerve  pres- 
sure pathology  in  the  chiasm.  We  must  not  lose 
sight  of  the  fact  that  it  is  possible  to  have  nasal 
pathology  that  would  explain  this  group  of  symp- 
toms, while  the  intern'st  is  overlooking  some  other 
pathology  thinking  he  is  dealing  with  tumors  of 
the  pituitary  body. 

The  group  I would  like  to  discuss  represents  those 
cases  presenting  positive  eye  changes  and  macro- 
scopically  negative  nasal  phenomena.  This  group, 
embracing  the  hyperplastic  spheno-ethmoidal  con- 
ditions, has,  until  recently,  proved  difficult  to  diag- 
nose. accurately.  The  sphenoid  and  posterior  eth- 
moidal cells  are  so  closely  related  that  pathological 
conditions  affecting  this  area  usually  include  both 
groups  of  sinuses.  Anatomical  consideration  and 
familiarity  with  this  region  is  of  vital  importance. 
When  we  pause  to  think  of  the  structures  in  close 
proximity  we  marvel  that  more  complications  do  not 
occur.  The  posterior-superior  and  lateral  walls  of 
the  sphenoid  and  posterior  ethmoids  are  extremely 
delicate  and  to  all  appearances  should  easily  per- 
mit extension  of  an  infection  into  a neighboring 
area. 

One  conception  of  true  hyperplastic  spheno-eth- 
moiditis  is  one  devoid  of  polypoid  formation  and  pus 
secretion.  It  is  a situation  attended  with  a marked 
fibrous  increase  of  the  muco-periosteum  lining  the 
s nuses..  In  the  course  of  the  pathological  changes 
the  glandular1  elements  are  likewise  involved,  show- 
ing an  increase  in  fibrous  content  with  marked 
diminution  in  glandular  structure.  No  symptom 
group  in  my  experience  is  pathognomonic  of  the 
hyperplastic  type  of  spheno-ethmoidal  sinusitis. 
While  it  is  true  that  pain  is  the  most  constant  and 
predo7ninant  symptom,  I have  found  instances  of 
definite  abnormallity  in  this  district  without  pain. 
These  are  the  secreting  eases  of  naso-pharyngitis. 

The  proximity  of  the  spheno-palatine  ganglion 
with  its  widely  distributed  fibers  has  a tendency  to 
increase  our  difficulties.  Sluder,  in  his  excellent 
works,  has  clearly  shown  how  pain  due  to  any  dis- 
turbance of  the  ganglion  may  be  referred  to  the 
frontal,  parital  and  occipital  regions  as  well  as  to 
the  neck  and  shoulders.  In  spite  of  the  pathological 
changes  and  existing  symptoms,  this  region  pre- 
sents to  the  eye  of  the  observer,  either  directly  or 
by  means  of  the  naso-pharyngoscope,  changes  so 
slight  that  it  is  well-nigh  impossible  to  distinguish 
from  the  normal.  We  have  progressed  to  the  point 
where  we  can  detect  hyperplastic  changes  of  the 
posterior  type  of  the  middle  turbinate.  The  exist- 
ence of  this  condition  arouses  our  suspicions  of 
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pathological  changes  in  the  posterior  ethmoidal  dis- 
tinct. Many  times,  however,  after  a most  thorough 
examination,  including  a careful  history,  transil- 
lumination, direct  examination  of  nasal  cavity  and 
posterior  pharyngeal  space,  together  with  the  use 
of  the  pharyngoscope,  occasionally  in  conjunction 
with  mild  suction,  we  are  reluctantly  forced  to  ren- 
der a negative  report. 

With  all  else  negative  we  are  dependent  upon  the 
radiologist  and  ophhthalmologist  for  further  in- 
formation. The  Granger  technic  is  used  in  all  my 
sinus  pictures  and  the  Granger  line  is  carefully 
studied  for  any  evidence  that  might  indicate  to  us 
existing  abnormality.  Have  used  this  method  over 
a period  of  year  and  am  becoming  more  and  more 
convinced  that  the  Granger  line  is  of  great  diag- 
nostic value. 

Pathological  conditions  existing  in  the  sphenoid 
and  posterior  ethmoidal  cells,  even  though  indis- 
tinguishable to  the  eye,  may  so  affect  the  optic 
nerve  that  a retro-bulbar  neuritis  is  produced.  Ac- 
cording to  the  prevalent  theories,  this  neuritis  may 
be  produced  by  direct  absorption  of  toxins,  by  ed- 
ema with  stasis  and  by  hyperplasia  with  pressure. 
Irrespective  of  the  method  of  production,  but  appre- 
ciating the  importance  of  an  early  diagnosis,  the 
ophthalmologist  is  asked  to  report  particularly  on 
color  acuity  and  changes  in  the  visual  field.  In  a 
series  of  cases  we  have  found  that  those  patients 
upon  whom  the  ophthalmologist  has  made  a diagno- 
sis of  diminished  color  acuity  with  concentric  con- 
traction of  the  visual  fields,  usually  return  from  the 
radiologist  with  a diagnosis  of  hyperplastic  sphe- 
noiditis.  With  these  two  diagnoses,  we  havei  found 
that  conservative  measures  such  as  shrinking  the 
middle  turbinates,  or  the  use  of  argyrol  tampons, 
mild  suction  and  irrigation  are  of  little  value.  In 
these  cases  a spheno-ethmoidectomy  is  advised. 

In  the  hyperplastic  type,  there  is  no  loss  of  cen- 
tral vision  for  form,  but  a greatly  reduced  threshold 
for  colors  (central)  red  3 mm.  test  object,  green  5 
mm.  and]  blue  7 mm.,  varying  with  the  severity  of 
the  disease  from  20  to  98  per  cent  loss.  In  this  type 
the  periphery  often  presents  concentric  contractions 
down  to  the  tenth  meridian  central  zone  for  form 
and  colors.  These  fields  simulate  those  of  optic 
atrophy,  and  yet  they  will  improve  20  degrees  fif- 
teen days  following  operation  and  become  normal 
within  six  months. 

With  this  discussion  in  mind  I would  like  to  offer 
the  diagnosis  of  hyperplastic  sphenoiditis  with  a 
complicating  localized  brain  condition,  the  direct 
cause  of  death  being  subacute  endocarditis. 


Discussion  by  K.  B.  Raney,  M.D. 

The  outstanding  symptoms  of  diagnostic  value  in 
this  case  seem  to  be  headache,  vertigo,  blindness, 
which  has  been  progressive  in  nature  for  over  a 
period  of  possibly  a year  and  one  half,  intermittent 
vomiting  during  the  headache  crises  and  bitemporal 
hemianopsia.  There  is  nothing  given  in  the  physi- 
cal examinatioin  regarding  cardiovascular  system 
other  than  blood  pressure  and  the  cardiac  dimen- 
sions with  a soft  systolic  murmur  which  is  probably 
hemic.  On  neurological  examination  there  is  no  note 
made  of  spinal  fluid  examination,  colloidal  gold  re- 
action, Wassermann,  cell  count,  globulin,  sugar,  etc., 
all  of  which  would  be  of  considerable  help  in  mak- 
ing a more  accurate  and  positive  diagnosis.  When 
in  the  presence  of  headache,  vertigo,  and  vomiting 
in  absolute  form  I would  consider  it  as  pathogno- 
monic of  central  nerve  system,  disease.  The  history 
of  precordial  pain  and  left  sided  abdominal  tender- 
ness is  recorded  as  vague  and  not  prominent  in  the 
picture  and  to  which  not  much  significance  can  be 
attached.  It  might  in  some  way  represent  a neuro- 
genical  entity  from  central  nervous  system  disease 


were  it  manifested  prominently,  and  even  under  the 
circumstance  in  which  it  has  been  described.  How- 
ever, I would  consider  it  minimal  in  importance, 
possibly  anginal  in  nature  or  due  to  pressure  from 
a primary  focus. 

For  a working  basis  we  would  have  to  consider 
brain  tumor.  Tumors  of  the  posterior  fossa  and  in 
particular  the  subtentorial  group  almost  invariably 
show  marked  increase  in  the  intracranial  pressure 
with  definite  synergic  disturbance  partly  from  lo- 
calization and  partly  through  the  increased  pressure 
in  and  about  the  rubrospinal  system,  its  cerebellum 
connectives  and  most  cases  give  a history  of  def- 
inite unilateral  vertigo.  Choked  disc  is  prominent, 
which  is  not  present  in  this  case.  Tumors  of  the 
frontal  lobes  are  very  commonly  silent,  manifest 
themselves  only  late  in  the  disease,  and  the  termin- 
ation of  whcih  is  usually  quite  rapid  after  the  initial 
onset  of  definite  symptoms.  Tumors  of  temporo- 
sphenoidal  and  frontal  lobes  are  about  the  parietal 
region  manifest  definite  localizing  signs.  Tumors 
of  the  corpus  callosum  and  basal  ganglia  localize 
themselves  early  in  the  disease.  Early  decompres- 
sion to  relieve  a great  many  pressure  symptoms 
that  have  nothing  to  do  with  localization  is  of  para- 
mount importance.  Secondly,  we  must  consider  in- 
fections, syphilis  being  quite  common  to  a man  of 
this  age  and  could  not  be  ruled  out*  without  more 
definite  information.  However,  there  is  no  note  of 
a Wassermann  reaction  of  either  spinal  fluid  or 
blood,  history  of  infection,  etc.  The  diagnosis  of 
tuberculous  meningitis  is  made  primarily  from  the 
sp'nal  fluid  findings  and  the  presence  of  the  pri- 
mary lesion,  and  the  usual  symptom  complex  which 
this  does  not  simulate.  Brain  abscess  might  run  a 
similar  course;  however  sepsis  is  always  quite  pro- 
nounced and  the  origin  of  infection  less  obscure. 

Space  does  not  permit  lengthy  discussion  but 
in  the  presence  of  a three  stage  operation,  the  first, 
considering  the  complex  of  three  of  the  cardinal 
symptoms  of  brain  tumor  and  the  localizing  symp- 
tom of  bitemporal  hemianopsia  following  a history 
of  visual  change,  only  one  thing  could  have  been 
thought  of,  some  definite  pressure  on  the  optic 
tracts,  medial  and  posterior  to  the  chiasma.  Pitui- 
tary adenoma  is  the  most  common.  I would  pre- 
sume that  the  first  operation  was  one  of  decom- 
pression for  further  study  and  that  the  last  two 
consisted  of  the  two  stage  radical  resection  of  the 
pituitary  body. 

Diagnosis:  Pituitary  adenoma. 

Cause  of  death : hypostatic  congestion,  pulmonary 
edema  and  cardiac  faulure. 


Discussion  by  W.  W.  Watkins,  M.D. 

One  of  the  first  things  we  are  called  on  to  decide, 
in  any  diagnostic  problem,  is  whether  the  patient’s 
chief  complaint  is  an  essential  symptom.  In  this 
case  it  is.  Eighteen  months  ago  this  man  woke 
with  vomiting  and  weakness,  followed  in  a few  days 
by  failing  vision;  this  improved  and  remained  so 
for  14  months,  then  began  to  fail  again,  this  time 
accompanied  by  headache  and  vomiting. 

From  the  history  alone,  the  amblyopia  could  be 
due  to  ocular  disease,  systemic  poisoning,  or  intra- 
cranial lesion.  An  oculist  ruled  out  local  disease,  so 
we  are  narrowed  down  to  systemic  and  intracranial 
causes.  . History  gives  no  reason  to  suspect  drug 
amblyopia. 

Clinical  examination  practically  rules  out  uremia 
and  other  toxic  causes  for  the  amblyopia.  It  gives 
us  some  slight  changes  in  optic  disci  and  the  bitem- 
poral blindness,  to  which  we  will  give  our  main  at- 
tention. 

Each  retina  is  supplied  by  nerve  fibres  passing 
to  both'  sides  of  the  brain;  the  optic  nerve  has  ex- 
( Continued  on  page  137) 
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NEW  MEXICO  MEDICAL  SOCIETY 

The  annual  meeting  of  the  New  Mexico 
Medical  Society  will  be  held  in  Albuquerque, 
May  20,  21  and  22.  Program  is  being  pre- 
pared, and  the  Program  Committee  an- 
nounces that  a splendid  meeting  is  antici- 
pated. Further  announcement,  with  program 
will  appear  in  the  April  issue. 


ARIZONA  STATE  MEDICAL 
ASSOCIATION 

The  Scientific  Program  for  the  Fortieth 
Annual  Meeting  of  the  Arizona  State  Medical 
Association,  which  is  to  be  held  in  Nogales, 
May  7,  8 and  9,  is  almost  complete,  but  the 
full  details  are  not  available  for  publication 
in  this  issue.  Among  the  important  numbers 
on  the  program,  the  following  have  been  as- 
sured : 

Dr.  A.  P.  Kimball,  of  Yuma,  Ariz.,  will 
have  a paper  on  “Special  Anesthesia.” 

Dr.  I loyd  Sharp,  of  Phoenix,  Ariz.,  will 
have  a paper  on  “Birth  Injuries.” 

Dr.  Charles  William  Brown  of  San  Diego, 
Calif.,  has  accepted  invitation  to  present  a 
paper  on  “Bronchoscopic  Diagnosis  and 
Treatment,  Including  Foreign  Bodies.” 

Dr.  John  Homer  Woolsey,  of  the  Univer- 
sity of  California,  San  Francisco,  has  accept- 
ed invitation  to  read  a paper,  and  his  subject 
will  be  “Surgical  Problems  of  Usual  and  Un- 
usual Gastric  Lesions.” 

Drs.  E.  Payne  Palmer  and  Dudley  Four- 
nier, of  the  Southwest  Clinic,  Phoenix,  Ariz., 
will  present  a paper  on  “Sodium  Amytal 
Anesthesia.” 

Dr.  C.  A.  Thomas,  of  the  Thomas-Davis 
Clinic,  Tucson,  will  have  a paper  on  “Head 
Injuries.” 


Dr.  R.  K.  Smith,  of  the  Thomas-Davis 
Clinic,  Tucson,  will  have  a paper  on  “Pre- 
natal Care.” 

Dr.  Oscar  S.  Brown,  of  Winslow,  Ariz.,  will 
have  a paper  on  “Trachoma.” 

Dr.  John  LI.  White,  of  the  Southwest 
Clinic,  Phoenix,  Ariz.,  will  present  a paper 
on  “The  Healing  of  Myocardial  Infarcts.” 

Dr.  James  M.  Bisaillon,  of  Portland,  Ore., 
has  accepted  invitation  to  present  a paper, 
and  his  subject  will  be  “End  Results  Fol- 
lowing Intrapleural  Pneumolysis.” 

Dr.  John  W.  Flinn,  of  Prescott,  Ariz.,  will 
have  a paper  on  “Tuberculosis.” 

Dr.  William  Lyle  Bell,  of  San  Francisco, 
has  been  invited  and  is  expected  to  present 
a paper  on  fractures. 

Drs.  A.  M.  Tuthill  and  Norman  A.  Ross,  of 
Phoenix,  will  present  a joint  paper  on  frac- 
tures. 

Dr.  R.  D.  Kennedy,  of  Globe,  Ariz.,  is  ex- 
pected to  give  demonstrations  on  the  treat- 
ment of  fractures,  similar  to  those  which 
have  become  so  popular  at  the  American 
Medical  Association  meetings. 

Three  or  four  additional  papers  are  ex- 
pected to  be  added  to  the  final  program. 

The  local  committees  in  Nogales  are  mak- 
ing extensive  preparations  for  the  entertain- 
ment of  the  Association  members  and  visit- 
ors. They  are  anxious  to  have  a heavy  at- 
tendance. We  almost  said  a “full”  attend- 
ance, but  that  hardly  seems  necessary. 


ARIZONA  HEALTH  ASSOCIATION 

The  fourth  annual  meeting  of  the  Arizona 
Public  Health  Association  will  be  held  at 
Nogales  on  May  5 and  6,  the  two  days  im- 
mediately preceding  the  meeting  of  the 
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State  Medical  Society,  so  the  health  officers 
may  attend  both  meetings  without  undue 
loss  of  time. 

Of  particular  interest  to  many  of  the  phy- 
sicians of  the  state  will  be  an  informal  din- 
ner meeting  held  on  May  6.  at  which  time 
Dr.  F.  V.  Meriweather,  specialist  of  the  In- 
dustrial Hygiene  and  Sanitation  Bureau  of 
the  U.  S.  Public  Health  Association,  will 
speak  on  the  industrial  hygenic  problems  of 
the  copper  mining  industry.  All  physicians 
interested  in  this  question  are  invited  to  at- 
tend the  meeting.  Tuesday  afternoon  a clin- 
ical and  laboratory  study  of  bacillary  dysen- 
tary  will  be  given  by  members  of  the  staff  of 
the  Desert  Sanatorium,  Tucson.  Meetings 
will  he  held  Wednesday  to  discuss  public 
health  problems  of  present  interest  to  health 
officers  in  the  state.  Sections  will  also  be 
held  to  discuss  water  and  sewage  problems, 
dairy  inspections,  and  public  health  nursing. 


COOPERATIVE  CLINIC  TOUR  OF 
EUROPE 

There  is  enclosed  in  this  issue  of  the 
journal  a leaflet  outlining  a very  unique 
plan  for  a cooperative  clinic  tour  of  Europe, 
to  start  immediately  following  the  American 
Medical  Association  in  Philadelphia.  This 
tour  to  be  managed  by  the  Travel  Guild, 
Inc.,  one  of  the  best  and  most  reliable  of 
the  touring  bureaus.  The  plan  is  being  spon- 
sored by  the  Slate  Medical  Journals,  and 
complete  information  regarding  it  mav  be 
secured  from  this  journal  or  directly  from 
the  office  of  The  Travel  Guild,  Inc.,  180  N. 
Michigan  Ave.,  Chicago. 

Several  years  ago  a similar  tour  was  ar- 
ranged and  conducted  by  this  organization 
for  the  physicians  attending  the  American 
Medical  Association,  and  it  was  highly  suc- 
cessful and  thoroughly  enioyed  by  all  who 
participated.  The  cost  is  quite  reasonable 
for  the  accommodations  provided,  and  this 
opportunity  for  visiting  ihe  historical  and 
clinical  centers  of  Eurone  is  cordially  rec- 
ommended to  the  subscribers  of  this  journal. 


THE  DISCOVERY  AND  THE  DISCOVER 
ERS  OF  X RAYS 

When  we  read  some  of  the  voTiminous  dis- 
cussions which  annear  in  the  medical  litera- 
ture, we  often  think  of  the  six  hundred  word 
paper  of  Roentgen,  when  he  appeared  before 
the  Physikalisch-medicinischen  Gesellschaft 
of  Wurzburg,  on  December  28.  1895,  to  an- 
nounce the  discovery  of  the  rays  which  now 
bear  his  name  and  which  revolutionized 
physics  and  medicine.  As  a lesson  in  clar- 
ity and  brevity  of  scientific  discussion,  and 
for  the  sake  of  introducing  another  very  in- 


teresting fact  in  connection  with  x-rays,  it 
is  presented  below: 

ON  A NEW  KIND  OF  RAYS* 

By  W.  C.  Roentgen 

(Preliminary  Communication) 

If  the  electric  discharge  from  a large  Ruhmkorff 
coil  is  passed  through  a Hittorf  vacuum  tube,  or 
through  a sufficiently  exhausted  Lenard,  Crookes,  or 
similar  tube,  and  if  the  tube  is  covered  with  a fairly 
close-fitting  envelope  of  thin  black  card,  it  will  be 
found  that  a paper  screen  placed  near  the  appar- 
atus and  covered  with  barium  platino-cyanide  will 
become  brightly  luminous  and  fluorescent.  It  is 
immaterial  whether  the  prepared  side  or  the  unpre- 
pared side  is  turned  towards  the  apparatus.  The 
fluorescence  is  still  noticeable  at  a distance  of  2 
metres  from  the  apparatus.  It  is  easy  to  establish 
that  the  cause  of  the  fluorescence  proceeds  from 
the  dischrage  tube  and  from  no  other  part  of  the 
electric  circuit. 

The  first  remarkable  feature  about  this  phen- 
omenon is  that  we  have  here  an  agent  that  can 
pass  through  a black  card  envelope  which  is  im- 
pervious to  the  visible  and  ultra-violet  rays  of  the 
sun  or  electric  arc,  and  that  this  agent  is  capable 
of  producing  vivid  fluoresence.  One  was,  therefore, 
led  first  to  investigate  whether  other  bodies  pos- 
: ess  this  peculiarity. 

It  was  soon  found  that  all  bodies  allow  this 
agent  to  pass,  but  in  very  different  degrees.  The 
following  examples  may  be  mentioned.  Paper  has 
a high  degree  of  transmission* 1:  I could  see  the 
screen  fluoresce  distinctly  behind  a bound  book  of 
about  one  thousand  pages;  printer’s  ink  offers  no 
noticeable  hindrance.  Similarly  the  fluoroscope  ap- 
peared behind  a double  pack  of  cards;  a single  card 
held  between  the  apparatus  and  the  screen  was  al- 
most unnoticeable.  A single  sheet  of  tinfoil  was 
likewise  scarcely  noticeable;  only  after  several 
sheets  had  been  superimposed  could  their  shadows 
be  clearly  seen  on  the  screen.  Thick  blocks  of 
wood  transmit  the  rays2;  boards  of  pine  wood  2 to  3 
cm.  thick  absorbed  very  little.  A sheet  of  aluminum 
about  15  mm.  thick  weakened  the  effect  very  con- 
siderably, but  did  not  cause  the  fluorescence  to  dis- 
appear entirely.  Ebonite  plates  several  centimetres 
th'ck  allowed  some  rays  to  pass.  Glass  plates  of  uni- 
form thickness  show  differences  according  as  the 
glass  contains  lead  or  not,  the  former  (flint  glass) 
being  less  permeable.  If  the  hand  is  held  between 
tube  and  the  screen  the  shadows  of  the  bones  show 
dark  against  the  lighter  shadow  of  the  hand.  Wa- 
ter, corbon  bisulphide  and  various  other  liquids 
proved  very  uermeable  when  examined  in  vessels  of 
mica.  I ?ould  not  find  that  hydrogen  was  more  per- 
meable than  air.  Fluorescence  is  still  distinctly  rec- 
ognizable behind  plates  of  copper,  silver,  lead,  gold 
and  platinum,  but  only  if  the  plates  are  not  too 
thick.  A platinum  plate  of  0.2  mm.  thickness  is 
still  permeable;  silver  and  copper  plates  can  be 
thicker.  In  the  case  of  lead,  a plate  of  1.5  mm.  is 
practically  impenetrable  and  was  often  used  on 
account  of  this  quality.  A wooden  rod  of  square 
section  (20  by  20  mm.),  of  which  one  side  is  painted 
white  with  lead  paint,  behaved  differently  accord- 


* Translation  of  a paper  read  before  the  Physikalisch-medi- 
cinischen Gesellschaft  of  Wurzburg,  on  December  28,  1895. 

1 By  the  “transmission*’  of  a body  I mean  the  relation  be- 
t”xen  the  brightness  of  a fluorescent  cre°n  held  close  behind 
the  object  and  the  brightness  shown  under  precisely  smiilar 
conditions  but  without  the  interposition  of  the  body. 

2 For  th^  sake  of  brevity,  I use  the  term  “rays”  and  more 
especially  ‘‘X  rays”  in  order  to  distinguish  them  from  others. 
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ing  to  the  manner  in  which  it  was  held  between  the 
apparatus  and  the  screen.  The  painted  surface  was 
almost  without  effect  when  the  x-rays  passed  par- 
allel to  it,  but  it  threw  a dark  shadow  when  they 
had  to  pass  through  it.  As  in  the  case  of  metals, 
the  salts  of  metals,  either  as  solids  or  in  solution, 
can  be  ranged  according  to  their  permeability. 

The  fluorescence  of  barium  platino-cyanide  is  not 
the  only  recognizable  effect  of  the  x-rays.  Other 
bodies  also  fluoresce,  as  for  instance  the  calcium 
compounds  known  as  “phosphor”;  also  uranium 
glass,  ordinary  glass,  calcspar,  rocksalt,  etc. 

Photographic  dry  plates  are  sensitive  to  x-rays, 
and  this  fact  is  of  special  importance  in  many  re- 
spects. It  enables  many  phenomena  to  be  recorded, 
thus  making  it  easier  to  exclude  deceptions,  and 
whenever  possible  I have  checked  by  means  of  a 
photographic  exposure  every  more  important  visual 
observation  on  the  fluorescent  screen. 

The  other  interesting  fact  and  the  reason 
why  we  say  the  “discoverers”  instead  of  the 
“discoverer,”  is  the  one  to  which  Dr.  A.  W. 
Crane  calls  attention  in  The  American  Jour- 
nal of  Roentgenology  for  May,  1930,  which 
is  also  reproduced  below: 

The  first  to  find  the  new  planet  beyond  Neptune 
was  C.  W.  Tombaugh,  at  the  Flagstaff  Observatory, 
Arizona.  But  the  world  grants  the  chief  honor  of 
this  discovery  to  a man  who  has  been  dead  fourteen 
years.  Percival  Lowell  discovered  this  planet  mathe- 
matically, determined  its  mass  and  plotted  its  orbit 
from  the  perturbations  of  its  nearest  neighbor.  But 
he  himself  never  found  it  in  the  heavens.  Tombaugh, 
in  the  same  observatory,  working  with  a more  pow- 
erful instrument,  searched  the  skies  with  photo- 
graphic plates  where  Lowell’s  calculations  had 
shown  that  another  planet  should  be  found — and 
found  it.  That  Neptune  had  been  discovered,  eighty- 
four  years  earlier,  by  precisely  the  same  process  in 
no  way  detracts  from  Lowell’s  achievement,  and  em- 
phasizes the  care  with  which  astronomers  give 
honor  where  honor  is  due. 

This  mathematical  discovery  of  a planet  preceding 
its  physical  discovery  has  an  extraordinry  parallel 
in  the  discovery  of  the  x-rays.  Two  years  before 
Roentgen  found  and  demonstrated  these  rays,  another 
physicist  had  discovered  them  mathematically,  had 
specified  their  properties  regarding  reflection,  re- 
fraction and  the  penetration  of  substances  opaque  to 
visible  light,  and  had  indicated  their  exact  position 
in  the  spectrum  beyond  the  ultra-violet.  This  was 
an  achievement  of  intellect  far  outranking  the  cal- 
culations of  the  perturbation  of  a planet,  great  as 
that  is.  It  involved  the  extension  of  a marvelous 
theory,  a precision  mathematical  deduction,  a depth 
of  learning  and  a mental  grasp  such  as  only  a von 
Helmholtz  could  bring  to  bear.  For  Helmholtz  it 
was  who,  in  1893,  published  his  Electro-Magnetic 
Dispersion  Theory  of  the  Spectrum,  and  provided  on 
purely  mathematical  grounds  the  exact  space 
which  we  now  know  to  be  occupied  by  the  Roentgen 
rays.  The  final  verification  came  in  1913,  when 
Friedrich  and  Knipping,  under  Laue’s  direction, 
demonstrated  on  the  photographic  plate  the  nature 
and  place  of  the  x-ray  in  the  spectrum. 

We  may  properly  ask  why  so  remarkable  an 
achievement  in  mathematical  theory  has  not  been 
more  generally  recognized?  What  is  the  difference 
between  physics  and  astronomy?  Has  the  public 
discredit  of  theories  affected  the  scientific  mind  ? 
Certainly  it  is  with  difficulty  that  any  mention  of 
Helmholtz  can  be  found  in  works  on  the  physics 
or  history  of  the  x-ray. 


In  the  first  book  on  the  x-ray  published  in  Amer- 
ica, The  X-ray,  or  Photography  of  the  Invisible,  by 
William  J.  Morton,  M.D.,  we  find  an  Appendix  C, 
giving  a review  of  the  dispersion  theory  of  von 
Helmholtz.  The  original  paper  of  Helmholtz  is  bur- 
ied in  Vol.  xlviii  of  Wiedmann’s  Annalen,  which,  so 
far  as  we  know,  has  never  been  translated  into 
English.  Appendix  C.  is  a reprint  of  an  article  by 
Sir  Oliver  Lodge  published  in  The  Electrician,  Lon- 
don, England,  July  17,  1896,  seven  months  after 

Roentgen’s  announcement,  and  is  the  source  of  our 
information  concerning  the  Helmholtz  theory.  Lodge 
is  discussing  the  true  nature  of  the  newly  discovered 
rays.  In  the  course  of  this  article,  he  says:  “Taking 
all  these  things  together,  and  looking  at  them  in 
the  light  of  a notable  dispersion  theory  of  von 
Helmholtz  to  which  Prof.  J.  J.  Thompson  called  at- 
tention in  the  Rede  Lecture  at  Cambridge  this  year 
(June  10),  it  becomes  almost  certain  that  the  x-rays 
are  simply  an  extraordinary  extension  of  the  spec- 
trum far  beyond  the  ordinary  ultra-violet.” 

Lodge  then  explains  and  discusses  the  Helmholtz 
dispersion  theory  in  considerable  detail,  and  con- 
cludes with  this  remarkable  paragraph: 

“Such  is  a rough  account  of  the  theory  prepared 
by  the  extraordinary  genius  of  von  Helmholtz,  on 
purely  mathematical  and  Maxwellian  grounds,  in 
1893,  before  even  the  experiments  of  Lenard,  and 
indeed  without  any  likelihood  of  an  idea  that  the 
waves  whose  theoretical  niche  was  thus  provided, 
were  so  soon  to  be  practically  displayed  in  the  lab- 
oratory as  an  accomplished  fact.” 

This  was  written  by  Sir  Oliver  Lodge  seventeen 
years  before  the  demonstration  by  Friedrich  and 
Knipping  and  proved  beyond  question  that  x-rays 
were,  in  truth,  “an  extraordinary  extension  of  the 
spectrum  far  beyond  the  ordinary  ultra-violet.” 
Here  we  find  another  example  of  theory  preceding 
demonstration.  Lane,  nrofessor  of  physics  in  Munich, 
theoretically  identifying,  knowingly  or  unknowing- 
ly, the  x-rays  of  Roentgen  with  the  short-wave 
lengths  of  Helmholtz  at  the  extreme  end  of  the  spec- 
trum, reasoned  that  refraction  and  reflection  had 
not  been  demonstrated  simply  because  no  surface 
sufficiently  smooth  and  no  grating  sufficiently  fine 
had  been  used.  To  him  the  theoretical  structure  of 
crystals  was  as  real  as  though  he  had  seen  it  with 
the  naked  eye.  He  proposed,  therefore,  that  the 
cleavage  plane  of  certain  crystals  be  used  as  a per- 
fect reflecting  surface,  when  the  atoms  would  pro- 
vide the  lines  of  a grating  of  ultramicroscopic  fine- 
ness. This  was  carried  out  by  Friedrich  and  Knip- 
ping, using  a crystal  of  zinc-blend,  with  the  result 
that  the  x-ray  spectrum  was  given  to  the  world,  and 
that  the  x-ray  ceased  to  be  an  unknown  quantity. 

Helmholtz’s  theory,  or  rather  mathematical  dem- 
onstration, was  founded  on  Maxwell’s  electro-mag- 
netic theory  of  light,  and  embraced  the  entire  spec- 
trum. Not  only  did  it  define  and  place  x-rays,  but 
it  also  provided  for  wireless  or  radio  waves  below 
the  infra-red,  and  described  their  power  to  pass 
through  all  ordinary  barriers.  Helmholtz  was  more 
than  a mathematician  and  theoriser.  Seven  years  be- 
fore the  publication  of  his  theory  he  set  one  of  his 
pupils,  Hertz,  at  the  problem  of  producing  some  of 
these  invisible  waves  in  his  laboratory  to  prove  Max- 
well’s conception.  Hertz,  as  the  world  knows,  dem- 
onstrated for  the  first  time  the  wireless  waves 
which  have  since  been  known  as  Hertzian  waves. 
Their  practical  application  by  Marconi  and  de 
Forest  is  another  story.  Lenard,  who  of  all  preced- 
ing investigators  most  nearly  anticipated  Roentgen, 
was  in  turn  a pupil  of  Hertz.  Thus  was  the  torch 
handed  down  from  the  great  physicist,  whose  influ- 
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ence  led  directly  to  the  discovery  of  the  wireless  and 
to  the  brink  of  the  x-ray. 

Von  Helmholtz,  long  before  the  time  of  his  dis- 
persion theory^  was  easily  the  foremost  scientist  in 
Europe.  His  writings  were  voluminous,  and  cover- 
ed a wide  range  of  subjects.  He  is  best  known 
among  medical  men  for  his  invention  of  the  oph- 
thalmoscope. He  started  his  career  as  a physician 
and  surgeon,  but  later  turned  to  teaching,  hold- 
ing successively  the  chairs  of  anatomy  and  phys- 
iology in  Berlin,  Koenigsberg,  Bonn,  and  Heidelberg. 
He  became  distinguished  as  a physiologist,  but  even 
more  as  a mathematician  and  physicist,  and  in  1871 
he  returned  to  Berlin  as  a professor  of  physics.  In 
1888  he  was  made  head  of  the  Imperial  Physico- 
Technical  Institute  at  Charlottenburg.  He  had  al- 
ready been  ennobled  by  the  German  Emperor.  His 
overwhelming  reputation  is  vividly  recounted  by 
Pupin.  In  1893,  the  date  of  the  publication  of  his 
dispersion  theory,  he  visited  the  United  States,  hav- 
ing been  selected  as  Honorary  President  of  the  In- 
ternational Congress  of  Electricians  at  the  Colum- 
bian Exposition  in  Chicago.  His  death  occurred  in 
August  1894,  at  Charlottenburg,  a year  and  four 
months  before  the  discovery  of  those  rays  which  he 
so  marvelously  predicted  and  described. 

It  was  in  this  period  after  1893  that  both  Lenard 
and  Roentgen  were  carrying  on  their  researches.  The 
platino  barium  cyanide  screen  which  led  to  the  dis- 
covery of  the  x-rays  was  the  chief  instrument  for 
the  detection  of  ultra-violet  radiations;  that  is  to 
say,  radiations  in  general  beyond  the  visible  spec- 
trum. This  fact  has  been  emphasized  to  show  that 
Roentgen  was  investigating  the  presence  of  invisible 
rays  and  that,  therefore,  his  discovery  was  not  an 
accident.  Could  Roentgen,  a professor  of  physics,  es- 
pecially interested  in  the  study  of  the  spectrum,  have 
been  unaware  of  the  publications  of  his  great  con- 
frere, in  his  native  language,  on  this  special  sub- 
ject ? We  think  it  possible  and  probable.  A careful 
reading  of  Roentgen’s  original  paper  announcing  the 
discovery  of  these  new  rays  contains  not  a word  re- 
motely suggestive  of  a dispersion  theory,  and  yet 
Roentgen  speculates  upon  the  nature  of  the  rays,  and 
proposes  a theory  that  they  are  longitudinal  vibra- 
tions, as  distinguished  from  the  transverse  vibra- 
tions of  visible  light.  It  is  true  that,  within  a year 
following  Roentgen’s  announcement,  two  English 
scientists,  Sir  Oliver  Lodge  and  Professor  Thomson 
at  Cambridge,  in  the  light  of  the  dispersion  theory, 
came  to  the  conclusion  that  Helmholtz  was  right, 
and  that>  the  x-rays  of  Roentgen  lay  at  the  ultra-vio- 
let end  of  the  spectrum.  But  this  mathematical 
theory  of  Helmholtz  was,  like  the  relativity  theory  of 
Einstein,  understandable  only  by  a select  few.  Roent- 
gen had  no  reputation  as  a great  mathematician.  He 
was  an  investigator,  not  a theorist.  He  worked  with 
things  rather  than  ideas.  Certainly  his  lack  of  ac- 
quaintance, or  perhaps  his  undervaluation  of  the 
dispersion  theory,  is  less  surprising  than  the  silence 
of  other  physicists  who  followed  him. 

However,  unless  Sir  Oliver  Lodge  and  Sir  J.  J. 
Thomson  are  mistaken,  it  appears  that  to  Holm- 
holtz  belongs  the  credit  for  the  mathematical  dis- 
covery of  the  new  planet.  The  physical  discovery 
of  the  planet  was  the  direct  outcome  of  the  math- 
ematical demonstration.  The  actual  discovery  of 
the  x-rays  was  not  the  result  of  any  mathematical 
theory,  but  a triumph  of  the  experimental  method 
in  pure  physics.  It  is  no  detraction  from  Roentgen’s 
discovery  to  recognize  the  achievement  of  Helm- 
holtz, and  to  honor  him  as  the  theoretical  discoverer 
of  the  x-rays.  (The  American  Journal  of  Roentgen- 
ology, May  1930.1 


PANORAMIC  VIEW  OF  THE  WOMAN’S 
AUXILIARY  TO  THE  A.  M.  A.  IN 
FOUR  ARTICLES 
2.  North  Central  States 
MRS.  JAMES  BLAKE 

According  to  the  Constitution  and  By-laws  of  the 
Auxiliary  to  the  American  Medical  Association  the 
Organization  program  is  carried  on  by  the  active 
work  of  the  vice-presidents.  Mrs.  Southgate  Leigh 
of  Norfolk,  Va.  is  first  vice-president  and  automat- 
ically chairman  of  organization.  Due  to  her  loca- 
tion on  the  map  the  second  vice-president  finds  her- 
self interested  in  the  destinies  of  the  North  Central 
group  of  states.  Looking  backward,  with  pleasant 
memories  to  Detroit,  and  forward  with  delightful 
anticipation  to  Philadelphia  we  find  this  group  of 
states  all  doing  something  of  common  interest. 

In  the  January  Journal  of  the  Indiana  Medical 
Society,  the  Auxiliary  president  stresses  the  im- 
portance of  more  constructive  work  on  the  part  of 
her  organized  county  groups.  “Physicians’  wives,” 
she  says  in  her  New  Year’s  address,  “hold  an  en- 
viable position  in  being  privileged  to  have  a part  in 
a world-wide  health  program,  and  I would  urge 
every  physician’s  wife  to  bring  before  other  women 
dependable  knowledge,  and  a just  appreciation  of 
the  real  spirit  and  purpose  and  actual  achievements 
of  the  medical  profession.”  So  from  Indiana  we 
know  we  are  to  have  constructive  work  during  this 
year.  Physicians  as  a class  are  not  prone  to  par- 
ticipate in  legislative  matters  but  when  four  dis- 
tinctly separate  bills,  which  affect  the  profession, 
directly,  are  presented  during  one  session  of  a 
state’s  legislature,  it  is  time  to  be  up  and  doing. 

Such  is  Indiana’s  situation  this  year  and  the  doc- 
tors of  the  7th  district  have  thought  it  worthwhile 
to  instruct  their  Auxiliary  members  on  these  sub- 
jects that  their  influence  may  be  properly  used. 
The  Indiana  Journal  never  fails  to  give  the  Auxil- 
iary space,  and  it  is  little  wonder  the  Indiana  wo- 
men are  up  and  coming,  when  they  have  such  Edi- 
torial Notes  to  enlighten  and  guide  them  in  their 
constructive  program  work,  as  one  finds  in  this 
same  Journal. 

Kansas  is  slowly  getting  a few  things  accom- 
plished. A world  wide  depression  has  rendered 
prophets  quite  fameless  abroad  as  well  as  at  home, 
but  the  doctor’s  wife  in  Kansas  is  coming  into  her 
own,  and  we  phrophesy  that  the  Auxiliary  will  climb 
to  the  top  due  to  the  indomitable  spirit  of  the  lead- 
ers in  that  state. 

In  Illinois  the  motto  might  well  read — “Builders 
we  are,  and  builders  we  must  ever  be.  Builders,  not 
in  stone  that  shelters  life,  but  builders  in  life.”  We 
find  good  constructive  programs — of  well-balanced 
educational  value,  we  find  a Journal  ever  ready  to 
broadcast  Auxiliary  news,  and  best  of  all  we  find 
a healthy  organization,  line-up,  and  an  advisory 
board  from  their  Medical  Society.  Several  of  their 
county  groups  are  having  their  members  get  busy 
with  the  “Health  Audit  Programs.” 

One  project  of  worthy  mention  comes  from  the 
Vermillion  county  on  the  eastern  boundary  of  the 
state.  The  county  Auxiliary  put  on  the  Health  In- 
stitute in  Danville  last  November.  A member  from 
every  agency  in  the  county  working  out  any  kind 
of  a health  program,  was  included  in  the  personnel 
of  the  speakers.  It  was  for  just  one  day,  but  it 
was  worth  365  as  a rouser  for  Auxiliary  work.  It 
really  was  sort  of  a Christmas  Seal  campaign  open- 
ing, get-together  of  club  women,  and  P.T.A.  groups 
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in  the  county.  And  what  a wise  idea  for  a Medical 
Auxiliary,  to  have  the  head  lines  in  the  plans  for 
such  a “Health  Day.” 

Wisconsin,  Iowa  and  South  Dakota  are  among 
the  latest  states  to  join  the  National  Auxiliary. 
Organization  is  the  key  note  for  their  work,  and 
the  National  Study  Envelopes  are  offered  as  pro- 
gram material.  Right  now  if  the  modern  doctor’s 
wife  needs  to  get  one  thing  more  than  another  from 
her  organization,  it  is  the  knowledge  of  what  is 
going  on  in  this  world;  especially  the  world  of 
medicine.  Women  are  discriminating  more  care- 
fully in  the  clubs  they  are  joining.  They  are  ask- 
ing what  membership  will  mean  to  them,  what  they 
will  get  out  of  it.  For  that  reason  the  subjects  for 
study  should  be  more  carefully  chosen,  and  the  roll 
call  should  be  made  to  count  for  something  more 
than  jokes  and  quotations  from  forgotten  poets.  It 
isn’t  a pleasant  feeling  for  a busy  mother  who  rides 
miles  to  a meeting  to  say  when  it  is  all  over:  “1 
can’t  say  I know  any  more  now  than  when  I start- 
ed.” And  so  we  find  these  three  states  getting 
themselves  scattered  far  and  wide  to  aid  and  en- 
courage Auxiliary  members,  already  in,  and  pros- 
pective members. 

Montana  and  North  Dakota  are  debating  pro  and 
con  but  as  Mrs.  Hoxie  said  in  her  Detroit  report. 
‘‘I  believe  it  will  be  a mistake  from  now  on  to  or- 
ganize a new  state,  unless  it  appears  reasonably 
certain  that  there  is  interest  enough  among  the 
doctors  who  want  the  Auxiliary,  so  they  will  fos- 
ter it  and  stand  back  of  it.”  And  so  we  leave  Mon- 
tana half  hearted  about  forming  an  Auxiliary,  and 
North  Dakota  in  the  air. 

We  find  Michigan  giving  intelligent  cooperation 
with  state  and  county  officials.  Women  like  men 
are  interested  in  the  improvement  of  civic  affairs 
and  healthful  living  and  are  realizing  that  they 
need  to  be  armed  with  a definite  knowledge  of 
health  laws  and  public  health  practices. 

Missouri  is  in  a very  healthy  condition.  We  find 
that  Mrs.  A.  B.  McGlothan,  the  president-elect  of 
the  Woman’s  Auxiliary  to  the  American  Medical 
Association,  will  attend  President  Hoover’s  White 
House  Conference  for  Child  Health  and  Protection 
to  be  held  in  Washington,  D.C.,  February  19  to  21. 
Mrs.  G.  H.  Hoxie,  the  president  for  last  year,  will 
also  attend  the  White  House  Conference. 

Mrs.  A.  W.  McAlester  tells  us,  the  women  of  Mis- 
souri are  finding  the  study  envelopes,  published  by 
the  education  committee  of  the  Women’s  Auxiliary 
to  the  American  Medical  Association,  most  inter- 
esting and  instructive.  The  studies  on  “Common 
Defects  in  Children”  and  on  “Diphtheria,”  “Small- 
pox” and  “Typhoid  Fever”  were  recommended  by 
the  Department  of  Health  in  the  Missouri  branch, 
National  Congress  of  Parents  and  Teachers  for  use 
on  Parent  Teacher  programs.  Eight  hundred  copies 
of  each  were  requested  and  supplied  for  use  in 
Pai’ent  Education  classes.  Requests  are  constant- 
ly coming  in  for  additional  copies  of  the  studies  for 
use  by  teachers  and  Parent  Teacher  units.  The  De- 
partment of  Public  Information  of  the  Extension 
Division  of  the  University  of  Missouri  is  includ- 
ing these  studies  in  its  suggested  programs  for 
clubs  in  the  Missouri  Federation  of  Women’s  Clubs, 
and  P.T.A.  programs.  This  department  requested 
back  numbers  of  Hygeia  for  use  in  such  programs. 
Three  hundred  copies  of  Hygeia  were  supplied  by 
women  in  the  state  and  by  the  circulation  manager 
and  are  being  extensively  used  in  club  programs. 
The  Missouri  chairman  of  Public  Relations  is  plan- 
ning to  have  a copy  of  each  of  the  studies  “Com- 


mon Defects  in  Children”  and  “Communicable  Dis- 
ease Control”  sent  to  each  county  school  superin- 
tendent in  the  state.  Several  of  the  county  Auxil- 
iaries are  using  the  study  envelopes  in  their  pro- 
grams. 

Mrs.  M.  P.  Overholser  of  Harrisonville,  Mo.,  has 
been  appointed  chairman  of  Public  Relations  in  the 
Missouri  Auxiliary.  This  Auxiliary  maintains  a 
scholarship  for  a medical  student,  per  capita  quotas 
being  assigned  to  each  county  Auxiliary. 

They  also  have  sent  in  30  per  cent  of  the  total 
number  of  Hygeia  subscriptions  recorded  from  all 
Auxiliaries  from  January  1,  1930  to  January  1,  1931. 
Some  county  Auxiliaries  provide  Hygeia  for  all 
their  teachers.  Among  these  are  Buchanan,  Gen- 
try and  Lafayette.  Cape  Girardeau  County  Auxil- 
iary has  just  finished  paying  a $1000  pledge  to  a 
hospital  in  the  city  and  is  now  ready  for  another 
kind  of  work.  They  are  a live  group  and  cartainly 
work  hard  to  be  able  to  accomplish  so  many  won- 
derful worth  while  things. 

Minnesota,  the  North  Star  State,  has  had  a busy 
and  successful  year  on  organization.  The  presi- 
dent and  organization  chairman  have  visited  over 
the  state  and  planned  meetings  and  educational  pro- 
grams with  many  county  groups.  In  October  the  In- 
ternational Medical  Assembly  met  in  Minneapolis, 
and  at  this  time  the  Hennepin  County  Auxiliary  cel- 
ebrated its  twentieth  anniversary,  by  being  hostess 
for  five  days  to  the  visiting  doctors’  wives.  A great 
many  social  affairs  and  an  Educational  Day,  which 
included  a speaker  on  Public  Health,  were  fea- 
tures. Hennepin  county  is  having  a year  with  a 
definite  program.  Each  month  a speaker  is  sched- 
uled, and  one  meeting  during  the  year  is  reciprocity 
day  and  each  Auxiliary  in  the  state  is  invited  to 
send  visitors.  This  group  features  philanthropic 
work  for  tuberculous  patients  at  Glen  Lake  and  do 
much  for  the  library  at  the  Sanatorium.  They 
have  helped  the  Medical  Society  furnish  their  li- 
brary and  club  rooms,  spending  $1000. 

Ramsey  county  does  much  the  same  work.  They 
have  a scholarship  fund  for  medical  students.  St. 
Louis  county  is  noted  for  its  work  in  the  Public  Re- 
lations field.  The  State  Medical  Journal  gives  a 
page  to  Auxiliary  news.  One  of  the  other  counties 
takes  care  of  a nurse’s  scholarship.  The  Minneso- 
ta Auxiliary  has  a splendid  advisory  board  and  a 
page  in  the  State  Journal.  The  president  will  be 
one  of  the  speakers  on  the  program  for  the  Annual 
Conference  of  Secretaries  of  the  Component  Socie- 
ties of  the  Minnesota  State  Medical  Association,  to 
be  held  in  St.  Paul  the  first  week  in  February. 
This  is  the  first  time  the  Auxiliary  has  been  asked 
to  take  part  in  this  annual  affair.  Mrs.  Hessel- 
graves’  talk  will  be  “Uses  of  the  Auxiliary.” 

And  so  closing  my  review  of  the  work  of  the 
North  Central  Group  of  states  may  I say  again — 
Builders  we  are,  and  Builders  we  must  ever  be; 
Builders  not  in  stone  that  shelters  life,  but 
Builders  in  life  itself — ever  remembering  the  future 

of  the  world,  for  generations  to  come  depend  upon 

what  we  th'nk  and  will  and  do  today. 

ANNUAL  SESSIONS,  AMERICAN  MEDICAL 
ASSOCIATION,  PHILADELPHIA,  JUNE  8 to  12, 
1931. 


Eye,  Ear,  Nose  and  Throat  man  in  active  prac- 
tice and  good  standing,  experienced  and  accom- 
plished, desires  location  or  association  in  New 
Mexico  or  Texas  for  the  benefit  of  a warmer  cli- 
mate. Add.  Box  W,  Southwestern  Medicine. 
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CASE  OF  HEADACHE  AND  BLINDNESS 

(Continued  from  page  129) 
ternal  fibres  from  the  temporal  half  of  the  retina 
and  internal  fibres  from  the  nasal  half.  The  ex- 
ternal fibres  continue  along  the  lateral  aspect  of 
the  chiasm  to  the  same  side  of  the  brain  (visual 
center  to  occip'tal  lobe).  The  inner  fibres  from  the 
nasal  half  of  each  retina  decussate,  or  cross  in  the 
chiasm  to  the  opposite  side  of  the  brain.  The 
chiasm,  then,  will  present  in  the  middle,  the  fibres 
from  the  nasal  side  of  each  retina,  controlling  the 
temporal  fields  of  vision;  laterally  in  the  chiasm  are 
the  fibres  from  the  temporal  sides  of  the  retinas, 
controlling  the  nasal  fields  of  vision.  The  optic 
tract  has  fibres  from  both  eyes,  the  right  tract  hav- 
ing fibres  from  temporal  side  of  right  eye  and  nasal 
side  of  left  eye;  left  optic  tract  the  temporal  fibres 
of  left  eye  and  nasal  fibres  of  right  eye.  Do  not 
forget  the  difference  between  the  fields  of  vision 
and  the  involved  portions  of  retina;  a patient  blind 
in  the  right  field  of  vision  will  have  involvement  of 
the  left  halves  of  his  retinas,  and  vice  versa. 

Hemianopsia  means  loss  of  vision  in  correspond- 
ing halves  of  the  visual  fields.  It  varies  in  type  ac- 
cording to  the  location  of  the  lesion  and,  when. pres- 
ent, is  one  of  the  best  localizing  signs  of  intra- 
cranial lesions. 

A lesion  in  left  occipital  area,  causes  blindness 
in  the  right  half  of  each  eye, — called  homonymous 
hemianopsia, — temporal  side  of  retina. on  left;  nasal 
side  of  retina  on  right.  It  does  not  interfere  with 
pupillary  reactions  to  light,  being  posterior  to  junc- 
ture with  nerves  controlling  pupil. 

A lesion  anterior  to  visual  center  and  behind 
chiasm  causes  blindness  in  the  same  portions  but 
does  interfere  with  pupillary  reactions  to  light  on 
blind  portions. 

Lesion  at  the  chiasm  affects  the  nasal  side  of  each 
retina,  causing  blindness  of  each  temporal  half  ot 
the  eye, — bitemporal  hemianopsia; — also  there  is 
absence  of  pupillary  reaction. 

Bitemporal  hemianopsia  means  blindness  on  the 
two  temporal  sides  of!  the  person  or  the  two  nasal 
sides  of  the  retinas,  which  means  that  we  must  have 
involvement  of  fibres  from  the  two  sides  of  the 
brain  going  to  both  eyes.  The  only  place  we  can 
get  this  is  at  the  decussation, — so  that  the  bitem- 
poral hemianopsia,  unless  hysterical, — must  mean 
tumor  in  pituitary  area,  or  some  lesion  producing 
pressure  in  this  area. 

We  believe  they  operated  for  brain  tumor  in  two 
stages, — and  as  a pure  unadulterated  guess,  will 
sav  that  they  did  not  get  it  removed. 

The  further  course  and  immediate  cause  of  death 
was  seme  cardiac  complication. 

En  ussicn  by  Hichard  C.  Cabot,  M.  I). 

(Mass.  Genl.  Hospital). 

(From  Journal  above) 

We  have  to  look  for  the  causes  of  eye  disturbances 
which  start  outside  the  orbit,  those  especially  ger- 
mane to  internal  medicine. 

1.  Uremia  with  uremic  amaurosis.  I remember 
a boy  ten  years  old  who  was  brought  into  the  ward 
blind  from  acute  nephritis.  After  three  days’  treat- 
ment he  could  see  perfectly  well.  Uremic  blindness 
is  suspected  to  be  due  to  edema  of  the  posterior 
lobes.  Whatever  it!  is,  it  occurs  in  acute  or  less  of- 
ten in  chronic  nephritis,  and  it  clears  up  sometimes 
with  treatment. 

2.  What  else  outside  the  orbit  gives  blindness  ? 
Tabes  dorsalis  with  optic  atrophy.  That  is  some- 
times confined  to  the  optic  nerve  or  is  part  of  a 
spinal  disease.  That  can  be  ruled  out  because  of 
the  fact  that  he  was  seen  by  an  oculist,  who  could 
have  recognized  such  a condition. 
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3.  The  fact  that  the  vision  disappeared  and  came 
back  three  times  makes  us  think  of  brain  tumor, 
which  often  causes  ocular  disturbance.  With  a care- 
ful local  examination  this  ought  to  manifest  itself. 
If  that  was  done  and  nothing  was  found  it  is  very 
hard  to  say  that  the  blindness  was  due  to  brain 
tumor. 

4.  The  fourth  thing  which  I remember  is  ethmoid 
sepsis  working  up  through  the  floor  of  the  orbit 
into  the  optic  nerve,  causing  various  degrees  of 
blindness  and  blindness  that  comes  and  goes. 

5.  Hysterical  blindness,  a type  seen  in  shell- 
shocked men  in  the  war.  The  eyes  were  all  right, 
and  vision  could  often  be  suddenly  brought  back  by 
appropriate  treatment.  If  you  had  the  right  com- 
bination he  could  be  cured  in  a few  minutes.  If  not, 
he  w'ould  gradually  get  well  in  a few  months.  That 
ought  to  be  considered;  but  the  case  does  not  sound 
like  that. 

Bitemporal  hemianopsia  makes  us  think  of  a local 
lesion,  probably  tumor  around  the  optic  chiasm. 

Lack  of  abdominal  reflexes  makes  us  think  of 
multiple  sclerosis.  However,  I never  heard  of  a case 
of  that  disease  beginning  with  blindness.  I do  not 
believe  it  is  that,  especially  after  this  careful 
neurological  examination,  largely  negative.  Bitem- 
poral hemianopsia  is  about  all  we  have. 

If  they  were  talking  with  the  patient's  wife  about 
operation,  they  were  not  talking  about  operations 
in  general.  We  ought  to  hazard  a guess  as  to  what 
operation  they  were  thinking  of,  and  for  what.  I as- 
sume it  was  for  something  in  the  brain.  They  were 
not  going  to  operate  for  uremia  or  for  hysteria  or 
for  tabes.  The  only  things  I can'i  think  of  are  pos- 
sibe  tumor  or  ethmoid  disease.  Against'  the  latter 
is  the  fact  that  we  have  no  evidence  so  far  as  I can 
make  out  of  any  acute  inflammation.  The  tempera- 
ture and  pulse  are  normal.  We  are  not  told  that  he 
had  had  bad  colds  in  the  head.  There  is  nothing  to 
suggest  sinus  trouble.  Bitemporal  hemianopsia 
does  not  go  with  ethmoid  disease  so  far  as  I know. 
Brain  tumor  is  therefore  the  thing  most  in  my  mind. 
I think  they  made  a preoperative  diagnosis  of  cere- 
bral tumor. 

Preoperative  Diagnosis  April  5 

Suprasellar  tumor. 

FIRST  OPERATION 

A right  frontoparietal  bone  flap  was  made  pretty 
far  forward,  of  moderate  size.  The  dura  was  under 
definite  although  moderate  increase  of  pressure. 
The  dura  was  incised  at  the  base  of  the  skull  flap 
and  the  frontal  and  parietal  loops  were  retracted  to- 
wards the  midline.  The  brain  was  somewhat  lacer- 
ated. A firm  reddish  discrete  tumor,  undoubtedly  a 
meningioma,  was  seen  at  the  base  of  the  skull  in 
the  frontal  region,  very  extensive  and  having  a 
broad  attachment.  Only  a specimen  of  the  dura 
could  be  removed.  It  was  planned  to  go  in  at  a lat- 
er date  through  a frontal  approach. 

PATHOLOGIC  REPORT  APRIL  5 

Arachnoid  fibroma  (meningioma). 

FURTHER  DISCUSSION 

That  verifies  your  diagnosis  and  mine.  So  far  I 
do  not  see  that  we  have  ruled  out  metastatic  tumor. 
But  it  looks  big  for  that. 

SECOND  OPERATION 

A flap  of  skull  was  made  in  the  right  frontal  re- 
gion, the  base  being  in  the  midline  of  the  forehead. 
The  frontal  bone  was  drilled  just  to  the  right  of  the 
midline  in  two  places.  These  holes  were  connected 
with  each  other  and  the  bone  was  sawed  through  to 
its  outer  margin.  The  bone  was  removed.  The  dura 
was  under  a good  deal  of  pressure.  The  bone  above 
the  supraorbital  ridge  was  rongeured  away  and  the 
dura  was  separated  from  the  base  of  the  skull.  This 
was  ineffectual  and  it  was  necessary  to  separate 


the  dura  from  the  frontal  lobe.  On  account  of  pres- 
sure it  was  impossible  to  retract  the  frontal  lobe  to 
the  point  where  the  tumor  could  be  expressed.  On 
this  account  a portion  of  the  frontal  lobes  was  re- 
moved with  the  high  frequency  current,  first  by 
piercing  the  brain  in  several  places  with  a sharp 
pointed  needle  and  then  by  using  a wire  loop.  This 
procedure  was  carried  out  twice,  eventually  expos- 
ing the  meningioma  in  the  right  frontal  region  at 
the  base  of  the  skull.  The  tumor  wad  hard,  rather 
flat  and  had  a very  broad  attachment.  It  was  ob- 
viously quite  irremovable.  On  this  account  only  a 
small  portion  of  it  was  removed.  The  dura  was  left 
open. 

PATHOLOGIC  REPORT  JUNE  6 
Arachnoid  fibroma  (meningioma). 

FURTHER  DISCUSSION 
All  we  can  do  is  to  hazard  some  guesses  as  to  the 
immediate  cause  of  death.  The  main  cause  was  that 
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1.  Clinics.  The  central  idea  of  this  tour  is  an  individualized  clinic  service.  It  is  recog- 
nized that  the  various  members  of  the  party  will  be  interested  in  widely  different  fields 
of  medicine  and  will  naturally  want  especially  to  see  the  work  abroad  that  is  relevant 
to  their  official  or  unofficial  specialty. 

Instead,  therefore,  of  mass  clinics  designed  for  all  to  attend,  local  arrangements  will 
be  made  to  put  the  doctors  in  contact  with  the  clinics  that  particularly  interest  them. 
Each  is  asked,  in  registering  for  the  tour,  to  indicate  his  special  field  of  work  and  even 
to  mention  any  specified  clinics  enroute  that  he  particularly  wants  to  see.  The  various 
offices  and  representatives  of  the  International  Travel  Guild  will  then  make  arrange- 
ments in  advance  for  his  special  benefit.  This  is  a new  departure  in  the  operation  of 
clinic  tours. 

2.  Auspices  and  Leadership.  The  State  Journals  are  known,  the  world  over,  to  rep- 
resent the  fundamental  units  of  the  American  Medical  Association.  Their  sponsorship 
of  this  tour  is  a guarantee  to  foreign  clinicians  of  the  authenticity  of  the  tour  and  impor- 
tance of  its  membership. 

For  the  social  and  clinical  leadership  of  the  tour,  a man  of  established  reputation  in 
the  profession  in  America  will  be  invited  to  act  as  chairman.  The  advance  arrange- 
ments in  Europe  are  being  supervised  by  one  who  has  already  had  wide  experience  in 
this  work.  The  forthcoming  tour  booklet  will  of  course  describe  the  plans  for  the 
tour  in  detail. 

3.  Prices.  The  tour  is  genuinely  cooperative,  and  is  offered  at  specially  low  rates  as  a 
service  to  the  membership  of  the  state  societies.  The  tour  can  be  bought  at  the  adver- 
tised price  only  through  the  participating  State  Journals  or  direct  from  the  Travel 
Guild.  Compare  this  tour  and  its  price  with  any  other  of  the  same  length,  run  by  a 
reputable  company,  using  cabin  class  on  the  ocean  and  strictly  A-grade  hotels  on 
land.  It  will  be  found  that,  quite  apart  from  its  clinic  features,  the  price  is  astonishingly 
low. 

4.  Travel  Options.  Just  as  this  tour  is  unique  in  its  individualized  clinic  service,  it 
offers  also  the  most  interesting  choices  in  transportation  on  land.  At  the  basal  price 
of  $895,  transportation  is  by  rail.  But  those  who  wish  may  make  the  whole  tour  by 
de  luxe  private  automobile  (Hispano-Suiza,  Rolls-Royce,  Minerva)  at  prices  based  upon 
two,  three,  four,  five  or  six  in  a car.  Since  there  is  regular  air-plane  service  covering 
almost  the  whole  route  of  this  tour,  an  opportunity  is  also  given  to  a limited  number 
to  make  practically  the  whole  journey  by  air.  For  list  of  prices  see  the  tour  booklet 
that  will  be  sent  on  request. 

5.  Sightseeing.  This  is  not  to  be  merely  a clinic  tour.  The  Travel  Guild  will  furnish, 
on  this  tour,  the  complete  sightseeing  programs  offered  on  their  best  grades  of  tours 
but  with  hours  adjusted  so  as  to  interfere  as  little  as  possible  with  scheduled  clinics. 
This  phase  of  the  tour  is  described  in  outline  on  the  following  page.  The  idea  is  to  give 
the  doctors  and  their  friends  all  that  they  would  get  in  a best  standard  tour  plus  an 
individual  clinic  service  of  the  highest  type. 


Itinerary 


^pHE  meeting  of  the  American  Medical  Association  in  Philadelphia  is  practically  finished  on  the  after- 
noon of  June  11.  Those  who  take  this  cooperative  tour  to  Europe  may  leave  Philadelphia  at  6:14 
that  evening,  arrive  in  Montreal  at  7:20  the  next  morning  and  proceed  to  the  S.  S.  ‘'Montclare’’  which 
sails  at  10  A.  M. 


June  12 


Sail  on  the  S.  S.  “Montclare”  of  the 
Canadian  Pacific  Line. 


June  20  Due  to  arrive  at  Liverpool.  By  rail 
through  Central  England  to  London. 

June  21-27  LONDON,  the  capital  of  the  World’s 
greatest  Empire.  Here  one  whole 
week  is  spent.  Local  sightseeing  pro- 
gram in  the  city  and  a one  day  trip 
through  the  Shakespeare  Country  by 
motor.  Also  arrangements  for  clinics 
at  many  famous  metropolitan  hos- 
pitals. London  is  one  of  the  great 
medical  centers  of  Europe  with  insti- 
tutions devoted  to  most  of  the  chief 
specialties  of  medicine. 

June  27  By  night  service  to  The  Hague. 

June  28  THE  HAGUE.  The  sightseeing  here 
will  include  the  Peace  Palace,  Maurice 
House,  the  House  in  the  Woods,  and 
Scheveningen  on  the  sea.  Chief  among 
the  clinics  here  is  that  of  Prof.  Jan 
Shoemaker. 

By  afternoon  train  to  Amsterdam. 

June  29  AMSTERDAM.  Standard  sightsee- 
ing drive  around  the  city  and  an  ex- 
cursion by  boat  to  the  picturesque  Isle 
of  Marken,  Volendam,  etc.  Visits  will 
be  made  here  to  the  public  and  uni- 
versity clinics. 

June  30  By  fast  train  through  northern  Ger- 
many to  Berlin. 

July  1-4  BERLIN,  capital  of  the  newest  re- 
public among  the  Great  Powers.  A 
full  day  of  sightseeing  in  the  city  by 
motor  and  a one  day  excursion  by 
motor  and  steamer  to  Potsdam  to  see 
the  "New  Palace"  of  the  last  Kaiser 
and  Frederick  the  Great’s  "Sans 
Souci"  palace  and  gardens.  Some  of 
the  most  famous  clinics  in  Europe  are 
in  Berlin  in  connection  with  which  Dr. 
Bier  and  Dr.  Sauerbruck  are  doubtless 
the  best  known. 


July  5 
July  6 


July  7 


July  8 
July  9 


By  rail  to  Leipzig. 

LEIPZIG.  Motor  tour  around  the 
city,  including  a visit  to  the  massive 
battle  monument,  and  inspection  of 
the  clinics  of  the  University  of  Leip- 
zig, one  of  the  largest  in  Europe. 

By  morning  train  to  DRESDEN.  A 
motor  tour  of  the  city  and  visit  to  the 
Zwinger  art  gallery  containing  Raph- 
ael’s "Sistine  Madonna,"  the  world’s 
most  famous  painting. 

By  rail  to  Prague. 

PRAGUE,  capital  of  ancient  Bo- 
hemia. A very  interesting  city  sight- 
seeing program  including  the  Hrad- 
cany,  the  old  citadel.  Visits  will  be 
made  to  the  clinics  of  both  the  German 
and  Czech  Universities  and  to  the 
Rockefeller  Institution  here. 

July  10-14  VIENNA,  the  Mecca  of  all  clinicians. 

Arrangements  at  the  University  and 
the  general  hospitals  of  the  city  under 
the  auspices  of  the  American  Medical 
Association  of  Vienna.  Also  a very 
interesting  sightseeing  tour  in  the  city 
and  excursions  out  of  town  to  the 
beautiful  old  imperial  palace  at  Scho- 
enbrunn  and  to  the  heights  of  Cobenzl. 

July  15  By  rail  to  Munich  via  the  Danube 
valley  and  Linz. 

July  16-18  MUNICH,  famous  for  its  beer!  An 
interesting  program  of  city  sightseeing 
and  entree  to  the  great  clinics  of  the 
city  and  the  university.  It  is  here 
that  Dr.  Sauerbruck  made  his  reputa- 
tion. 

July  19  By  rail  to  Zurich  via  Lindau  and  Lake 
Constance,  home  port  of  the  Zep- 
plins. 

July  20  ZURICH,  seat  of  the  largest  univer- 
sity in  Switzerland  and  the  country’s 
chief  medical  school. 

By  afternoon  train  to  Lucerne. 


July  21  LUCERNE,  most  popular  of  tourist 
cities  in  Switzerland.  The  principal 
interest  here  is  in  the  beauty  and 
charm  of  the  city  and  the  trips  into 
the  neighboring  mountains.  An  ex- 
cursion is  made  by  steamer  the  whole 
length  of  the  lake  to  Fluelen  and 
return. 

July  22  By  rail  over  the  Brunig  Pass  and 
through  Interlaken  to  Berne. 

July  23  BERNE,  the  capital  of  Switzerland. 

Visit  the  clinics  made  famous  by  Dr. 
Kocher  and  Dr.  DeQuervain. 


July  24  By  rail  to  Paris. 

July  25-30  PARIS,  the  most  attractive  tourist 
city  in  the  world.  Here  again  general 
sightseeing  interests  are  fairly  coordi- 
nate with  clinical  opportunities.  Full 
sightseeing  programs  in  the  city  and 
to  Malmaison  and  the  great  Palaces 
at  Versailles.  Among  clinics  those  of 
the  University  of  Paris  and  the  Amer- 
ican Hospital  are  most  widely  known. 

July  31  By  rail  to  Cherbourg  and  sail  on  the 
S.  S.  ‘‘Montrose.’’ 

August  8 Due  to  arrive  at  Montreal. 


Those  who  wish  to  return  to  New  York  or  on  any  subsequent  sailing  either  to  Montreal  or  New  York 
may  do  so  providing  berths  are  available  at  the  time  of  booking. 

The  price,  which  is  only  $895,  includes  minimum  rate  cabin  class  (the  best  class  on  the  ship)  in  each 
direction,  strictly  A-grade  hotels  throughout  Europe,  all  rail  transportation,  transfers  to  and  from  hotels, 
railroad  stations,  steamship  docks,  etc.,  handling  of  a stated  amount  of  luggage,  and  all  sightseeing 
arrangements,  entrance  fees  and  clinic  programs. 


A special  booklet  has  been  prepared  setting  forth  in  detail  the  plans  and  arrangements  for  this  first  co- 
operative clinic  tour.  Fill  out  the  following  form  and  send  it  at  once  to  the  editor  of  this  journal  or  to 
the  Travel  Guild,  Inc.,  180  N.  Michigan  Avenue,  Chicago. 


1931 

Dear  Sir : — 

I am  interested  in  the  Cooperative  Clinic  Tour  for  1931.  I belong  to  the State 

Society.  My  specialty  is 

If  I decide  to  go,  there  will  be in  my  party. 

My  full  address  is 

Sincerely, 

(Signed) 


MARCH,  1931 
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Authorized  Distribution 


Dependable  Service 


We  are  directly  authorized  by  the  factories,  as  Arizona  and  Southern  Cali- 
ifornia  Distributors  for  WESTINGHOUSE  X-RAY  CORPORATION,  SCAN- 
LAN-MORRIS  COMPANY,  W.  D.  ALLISON  COMPANY,  HANOVIA  CHEM- 
ICAL AND  MANUFACTURING  CO.,  and  others.  We  offer  you  a complete 
line  of  the  most  modern  and  approved  professional  equipment  ....  Hospital 

and  office  furniture Operating  tables  and  surgical  instruments 

X-Ray,  Radium,  and  Light  Therapy  apparatus Nurses’  and  sick-room 

supplies sterilizers,  fleuroscopes,  lamps,  etc a complete  advisory 

and  engineering  service technician  instruction servicing  and  re- 

pairs. 

OUR  ARIZONA  REPRESENTATIVE,  MR.  BURLINGAME, 
is  at  your  service  at  any  time.  He  makes  regular  trips  through  the  entire 
territory But  if  you  desire  service  or  information  regarding  any  sup- 
plies or  equipment  at  any  time please  do  not  heistate  to  communicate 

with  him  through  the  Los  Angeles  office,  and  you  will  receive  his  immediate 
attention.  Our  aim  is  to  serve  you  efficiently  ....  won’t  you  call  upon  us  ? 

R.  L.  SCHERER  COMPANY 

736  So.  Flower  St.,  Los  Angeles,  Cal.  Phone  Trinity  6077 
679  Sutter  St.,  San  Francisco,  California 
148,  Locust  Ave.,  Long  Beach,  California 
2011  Tulare  St.,  Fresno,  California 


THE  ROBINSON  CLINIC 

The  Robinson  Neuro-psychiatric  Clinic — formerly  the  G.  Wilse 
Robinson  Sanitarium — has  been  in  continuous  existence  for  almost 
forty  years,  since  first  founded  by  Dr.  John  Punton.  From  this 
long  experience,  we  find,  that  individual  treatment  and  institutional 
care  are  the  only  logical  approaches  to  the  cure  of  the  mentally  af- 
flicted. 

KH 

These  cases  respond  to  proper  therapy,  as  do  other  clinical  con- 
ditions. Our  results  in  all  types — as  we  will  show  below  are  highly 
gratifying. 

The  Manic  Depressive  psychoses  are  the  most  encouraging  types 
to  treat.  Of  seventy-five  to  eighty  admittances  with  this  diagnosis, 
in  the  last  five  years,  ninety  per  cent  return  home,  and  to  work,  in 
from  four  to  ten  weeks;  others  stay  longer,  and  a small  percentage 
never  recover. 

1 vm 

Our  treatment  consists  of  sedatives  and  psycho-therapy,  with 
strychnine  and  alkalies  as  adjuncts. 

The  differential  diagnosis  from  other  conditions,  is  essential,  as 
toxic  psychoses,  which  closely  resemble  this  condition,  must  be  rec- 
ognized early,  and  treated  drastically  or,  the  patient  will  be  perma- 

nently  injured. 

CURTIS  - WRIGHT  FLYING  SERVICE 

Nervous  and  Mental  G.  WILSE  ROBINSON,  M.D. 

Drug  and  Alcohol 

Diseases  Medical  Director 

1432  Professional  Building 

G.  Wilse  Robinson,  Jr.,  M.D.  8100  INDEPENDENCE  ROAD 

Associate  Medical  Director  KANSAS  CITY,  MO. 

Addiction 

Paul  A.  Johnson,  M.D. 
Internist 
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meningioma  which  has  been  described.  He  had  not 
had  cardiac  symptoms  at  all  before  operation.  The 
heart  was  little  if  at  all  enlarged.  A systolic  mur- 
mur is  nothing  to  make  us  suspect  heart'  disease. 
Could  he  have  had  a postoperative  pulmonary  em- 
bolism? The  last  lines  sound  like  that.  I suppose 
one  can  get  that  even  with  a fairly  normal  heart, 
though  one  looks  for  it  especially  when  the  heart 
has  been  weakened  and  diseased  previous  to  opera- 
tion. Could  he  have  had  a pneumonia?  It’  does  not 
sound  like  it'.  We  cannot  rule  it  out,  because  we 
can  have  pneumonia  with  no  more  signs  than  we 
have  here.  We  have  sudden  death  and  sudden  cya- 
nosis in  a man  who  does  not  seem  extremely  sick 
before  that.  It  sounds  more  like  some  accident,  pul- 
monary embolism  being  the  first  thing  to  think1  of. 
There  are  some  slight  indications  that  his  heart 
was  failing  before  this  terminal  event, — dullness  at 
the  bases,  rales  and  high  pulse.  The  pain  I do:  not 
understand.  We  do  not  expect  pain  in  pneumonia 
and  pulmonary  embolism.  Can  these  terminal  events 
have  anything  to  do  with  another  tumor  of  which 
perhaps  the  one  mentioned  is  a metastasis?  I take 
it  that  the  surgeon  did  not  believe  it  to  be  metas- 
tasis; he  took  it  to  be  primary  in  the  meninges, 
and  doubtless  he  was  right. 

CLINICAL  DIAGNOSES  (From  Hospital  Record) 
Olfactory  groove  meningioma. 

Pulmonary  embolus. 

DR.  RICHARD  C.  CABOT’S  DIAGNOSES 
Meningioma  of  the  olfactory  groove. 

Pulmonary  embolism,  or  possibly  pneumonia. 


Discussed  by  Tracy  B.  Mallory,  M.D. 

Mass.  Genl.  Hospital 
(From  journal  above.) 

This  man  of  course  had  a brain  tumor.  That  was 
proved  at  operation, — a tumor  arising  from  the  men- 
inges beneath  the  frontal  lobe,  a rather  unusual  lo- 
cation for  a so-called  meningioma.  The  majority 
lie  over  the  temporal  or  frontal  lobes.  This  was  un- 
derneath. These  tumors  are  always  considered  be- 
nign because  they  practically  never  metastasize  and 
they  almost  never  invade  the  brain.  On  the  other 
hand  they  do  very  frequently  invade  the  neighbor- 
ing bones.  There  have  been  two  cases  in  this  hos- 
pital since  I have  been  here  where  a house  officer 
in  the  Outpatient  Department  started  to  remove  a 
tumor,  presumably  a wen,  underneath  the  scalp  and 
found  the  tumor  to  be  attached  to;  the  skull.  Biop- 
sies ^and  subsequent  operation  proved  them  to  be 
meningiomas.  One  does  not  ordinarily  do  brain  sur- 
gery in  the  Outpatient  Department,  but  only  ex- 
tremely good  x-rays  can  prevent  such  mistakes.  This 
tumor  had  involved  the  orbital  plate,  so  that  its  re- 
moval was  I am  quite  sure  impossible. 

The  immediate  cause  of  death  was  a massive  pul- 
monary embolus.  The  cause  of  the  pain  in  the  chest 
and  the  cyanosis  for  a few  hours  preceding  death 
was  also  pulmonary  embolism.  There  were  two 
medium-sized  emboli  which  caused  infarcts,  one  in 
the  right  middle  lobe,  the  other  in  the  left  lower 
lobe.  Pulmonary  emboli  are  more  commonly  multi- 
ple than  they  are  usually  given  credit  for  being. 
Quite  frequently  the  development'  of  an  infarct  in 
the  lung  is  good  warning  to  us  to  be  on  the  watch 
for  a larger  pulmonary  embolus.  Now'  that  major 
pulmonary  emboli  have  been  removed  a few  times 
successfully,  anything  which  might  lead  one  to  be 
prepared  for  the  emergency  is  well  worth  paying 
attention  to.  And  in  this  case  we  have  a very  sug- 
gestive history. 

ANATOMIC  DIAGNOSES 

Meningioma  of  the  olfactory  groove. 

Pulmonary  embolus. 

Infarcts  of  the  lungs. 


ST.  JOSEPH’S  HOSPITAL  FOR  INTERNS 

The  acceptance,  by  the  Council  on  Medi- 
cal Education  and  Hospitals  of  the  Ameri- 
can Medical  Association,  of  St.  Joseph’s 
Hospital  at  Phoenix  for  giving  the  fifth  year 
in  medicine  to  interns,  is  the  culmination  of 
many  years’  development.  The  rigid  require- 
ments of  the  Council  are  difficult  to  meet 
and  place  a great  responsibility  upon  any  in- 
stitution which  attempts  to  give  the  neces- 
sary training  to  interns  sent  there  for  clin- 
ical training  required  in  the  fifth  year.  The 
hospital  is  to  be  congratulated  on  meeting 
these  requirements  and  becoming  the  first 
hospital  in  the  Southwest  to  be  accepted 
for  intern  training.  It  is  not  yet  known 
where  the  intern  or  interns  will  come  from 
in  June,  but  the  hospital  will  be  prepared  to 
receive  them,  with  the  necessary  residen- 
tial quarters,  library  for  study  and  curricu- 
lum of  training  by  the  staff. 


SITUATIONS  WANTED 

WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections  en- 
able us  to  give  superior  service.  Aznoes  National 
Physicians’  Exchange,  30  North  Michigan,  Chicago. 
Established  1896.  Member  The  Chicago  Association 
< f Commerce. 


Postgraduate  Course 

and 

Clinical  Conferences 

The  St.  Louis  Clinics  will  give  a two  weeks 
Post-graduate  Course  and  Clinical  Confer- 
ence, June  15  to  26. 

These  Wi’l  Be  different  From  Most 
Postgraduate  Courses. 

In  addition  to  daily  clinics  given  in  the  St. 
Louis  hospitals  by  well-known  teachers,  there 
will  be  luncheon  conferences  at  which  clinical 
problems  will  be  discussed  and  an  interchange 
of  opinions  made  possible. 


Write  for  detailed  information. 

St.  Louis  Clinics 

3839  Lindell  Blvd. 

St.  Louis,  Mo. 
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NEWS  ITEMS 

THE  THIRD  INTERNATIONAL  CONGRESS 
OF  RADIOLOGY  will  meet  in  Paris  from  July  26th 
to  31st  of  the  present  year.  This  Congress  is  a tri- 
ennial gathering  and  is  a very  comprehensive  meet- 
ing, at  which  all  the  new  developments  in  radiology 
and  allied  sciences  are  brought  before  the  members 
by  the  outstanding  men  from  all  parts  of  the  world. 
The  official  delegates  from  the  United  States  are 
Dr.  Albert  Soiland,  representing  the  Section  on 
Radiology  of  the  American  Medical  Association; 
Dr.  James  T.  Case,  representing  the  American  Col- 
lege of  Radiology;  Dr.  Douglas  Quick,  representing 
the  American  Radium  Society;  Dr.  George  E.  Pfah- 
ler,  representing  the  American  Roentgen  Ray  So- 
siety;  and  Dr.  E.  C.  Ernst,  representing  the  Radio- 
logical Society  of  North  America.  Further  informa- 
tion may  be  secured  by  any  one  interested,  from 
the  Chairman  of  this  Delegation,  Dr.  Albert  Soiland, 
1407  S.  Hope  St.,  Los  Angeles,  Calif. 

THE  AMERICAN  PUBLIC  HEALTH  ASSOCIA- 
TION will  hold  its  Sixtieth  Annual  Meeting  in  Mon- 
treal, September  14  to  17  of  this  year.  The  Windsor 
Hotel  wlil  be  the  headquarters.  This  Association 
is  one  of  the  large  national  gatherings,  and  at- 
tracts attendance  not  alone  from  the  public  health 
workers,  but  from  the  medical  profession  generally. 

INDEXES  FOR  1930,  for  this  journal,  may  be  se- 
cured by  any  one  who  desires  a copy,  by  addressing 
the  A.  C.  Taylor  Printing  Company,  121  E.  Jeffer- 
son St.,  Phoenix,  Ariz. 


ST.  JOSEPH  S HOSPITAL  STAFF 

Regular  Meeting,  February  9,  1931 

St.  Joseph’s  Hospital  Staff  was  called  to  order 
promptly  at  nine  o’clock,  Monday  evening,  Feb.  9th, 
with  an  attendance  of  50  members  of  Regular  Staff, 
3 members  of  Visiting  Staff,  and  17  visitors. 

Minutes  of  the  previous  staff  meeting  and  report 
from  the  Executive  Committee  were  read. 

The  Hospital  Analysis  for  month  of  January  was 
read  by  the  secretary,  showing  366  admissions  dur- 
ing the  month,  30  deaths  and  nine  autopsies. 

Staff  conference  program  had  been  arranged  by 
Dr.  Frank  J.  Milloy,  of  the  Executive  Committee,  as 
follows: 

Case  No.  21141,  death  following  Mesenteric 
Thrombosis,  was  presented  by  Dr.  Howell  Randolph, 
with  lantern  slide  illustrations  of  electrocardio- 
grams. Discussion  of  the  case  was  by  Dr.  J.  H. 
White,  and  autopsy  findings  were  presented  by  Dr. 
H.  P.  Mills,  pathologist  for  the  hospital.  Case  pre- 
sentation, discussion  and  autopsy  reported  are  ap- 
pended hereto  as  part  of  the  records. 

Case  No.  21664,  head  injury  with  depressed  skull 
fracture  was  presented  by  Dr.  L.  C.  Barlow, — dis- 
cussion attached.  Main  discussion  was  presented  by 
Dr.  R.  D.  Raney.  This  case  brought  forth  a gen- 
erous discussion  of  acute  cranial  injuries  and  meth- 
od of  handling  them. 

Dr.  E.  R.  Holman,  professor  of  surgery,  Stanford 
University,  a visitor,  was  asked  to  take  part  in  the 
discussion,  and  contributed  some  valuable  points 
from  his  experience.  Other  participants  in  the  dis- 
cussion were  Drs.  Gaskins,  Milloy,  Leff,  E.  P.  Pal- 
mer, Ross,  their  questions  and  comments  being  an- 
swered by  Drs.  Raney  and  Holman.  Summary  of 
these  discussions  is  appended  at  the  close  of  Dr. 
Raney’s  main  discussion. 

W.  W.  WATKINS, 

Secretary. 


Providence 
H ospital 

A General  Hospital 
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Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 
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EL  PASO  COUNTY  SOCIETY 
AND  EL  PASO  HOSPITALS 
ELECT  OFFICERS 

The  newly  elected  officers  of  the  El  Paso 
County  Medical  Society,  for  the  current  year 
are  as  follows : 

President,  Dr.  J.  W.  Laws. 

Vice-President,  Dr.  S.  A.  Schuster. 

Secretary-Treasurer,  Dr.  Ralph  Homan. 

Censors,  Drs.  W.  W.  Waite  (1930),  G.  Werley 
(1929),  S.  D.  Swope  (1928). 

Delegates  to  the  Texas  State  Medical  Association, 
Drs.  R.  L.  Ramey  and  T.  J.  McCamant;  Alternates, 
Drs.  F.  P.  Miller  and  R.  B.  Homan. 

Librarian,  Dr.  F.  C.  Goodwin. 

Associate  Editor,  Dr.  James  J-  Gorman. 

Members  of  Board  of  Managers  of  Southwestern 
Medicine,  Drs.  Paul  Gallagher  and  W.  L.  Brown. 

Delegate  to  American  Society  for  the  Advance- 
ment of  Science,  Dr.  E.  C.  Prentiss. 

Milk  Committee,  Drs.  J.  A.  Rawlings,  P.  A.  Black, 
Mattie  I.  Hill,  C.  F.  Rennick  and  R.  H.  Geer. 

The  Staff  Officers  of  the  City-County 
Hospital  are  as  follows: 

President,  Dr.  W.  R.  Jamieson. 

Vice-President,  Dr.  S.  H.  Newman. 

Secretary-Treasurer,  Dr.  Sherrod  Mengle. 

Efficiency  Committee,  Drs.  T.  J.  McCamant,  J. 
E.  Morrison  and  James  J.  Gorman. 

The  Staff  Officers  of  the  Hotel  Dieu  are 
the  following : 

President,  Dr.  G.  Werley. 

Vice-President,  Dr.  E.  W.  Rheinheimer. 

Secretary-Treasurer,  Dr.  Bloyce  Blanton. 

Efficiency  Committee,  Drs.  James  J.  Gorman 
(chairman),  Willis  W.  Waite  and  H.  H.  Varner. 


THIRD  CONGRESS  OF  THE  PAN-AMERI- 
CAN MEDICAL  ASSOCIATION 
Mexico  City,  Mexico,  July  26-31,  1931 

The  Organization  Committee  of  the  Third  Con- 
gress of  the  Pan  American  Medical  Association  has 
made  a cordial  invitation  to  those  who  are  inter- 
ested in  medical  interchange  among  English,  Span- 
ish, French  and  Portugese  speaking  doctors  of  Pan- 
America  for  our  next  meeting  which  will  be  held 
at  the  City  of  Mexico  from  the  26th  to  the  31st  of 
July  1931,  under  the  auspices  of  the  Government  of 
the  Republic  of  Mexico. 

This  Medical  conference  meets  for  the  purpose  of 
maintaining  and  promoting  a more  intimate  under- 
standing between  the  medical  men  of  the  New 
World,  and  with  the  efforts  of  many  prominent 
North  and  Latin  American  Physicians,  a great  suc- 
cess has  been  accomplished  in  the  past  meetings. 

The  proceedings  of  these  Congresses  reveal  a rec- 
ord of  achievements  so  necessary  for  the  better 
scientific  knowledge  among  our  countries,  and  a 
definite  step  toward  International  Medical  pro- 
gress. 

Mexico,  though  so  close  to  home  and  filled  to 
bursting  with  the  things  we  like  to  see  and  to  en- 
joy-beauty,  history,  gayety,  novelty,  hospitality — 
is  too  little  known  by  Americans.  There  is  much 
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in  Mexico  that  fulfills  every  wish  of  those  who 
travel  for  pleasure  and  diversion  but  also  for  those 
interested  in  Educational,  Public  Health  and  Sci- 
entific inst'tutions. 

Information  can  be  obtained  from: 

Dr.  Francisco  de  P.  Miranda.  Executive  Sec.  of 
the  Organization  Committee.  Departamento  de 
Salubridad  Publica.  Mexico  City,  Mexico. 

Dr.  Conrad  Berens.  Treasurer  Pan-American  Med- 
ical Association.  35  E.  70th  St.,  New  York,  N.  Y. 

Dr.  Jose  E.  Lopez-Silvero.  Executive  Secretary 
of  the  Pan-American  Medical  Association.  Secre- 
taria  de  Sanidad  y Beneficencia,  Habana,  Cuba. 


“Stone  walls  do  not  a prison  make, 

Nor  iron  bars  a cage.” 

Winter  is  a jailer  who  shuts  us  all  in  from  the 
fullest  vitamin  D value  of  sunlight.  The  baby  be- 
comes virtually  a prisoner,  in  several  senses:  First 
of  all,  meterologic  observations  prove  that  winter 
sunshine  in  most  sections  of  the  country  averages 
10  to  50  per  cent  less  than  summer  sunshine.  Sec- 
ondly, the  quality  of  the  available  sunshine  is  infer- 
ior due  to  the  greater  distance  of  the  sun  from  the 
earth  altering  the  angle  of  the  sun’s  rays.  Again, 
the  hour  of  the  day  has  an  important  bearing:  At 
8:30  A.  M.  there  is  an  average  loss  of  over  31%,  . 
and  at  3:30  P.  M.,  over  21%. 

Furthermore,  at  this  season,  the  mother  is  likely 
to  bundle  her  baby  to  keep  it  warm,  shutting  out 
the  sun  from  Baby’s  skin;  and  in  turning  the  car- 
riage away  from  the  wind,  she  may  also  turn  the 
child’s  face  away  from  the  sun. 

Moreover,  a.s  Dr.  Alfred  F.  Hess  has  pointed  out,  ) 
“it  has  never  been  determined  whether  the  skin  of 
individuals  varies  in  its  content  or  ergosterol”  (syn- 
thesized by  the  sun’s  rays  into  vitamin  D)  “or,  ; 
again,  whether  this  factor  is  equally  distributed 
throughout  the  surface  of  the  body.” 

While  neither  Mead’s  Viosterol  in  Oil  250  D nor 
Mead’s  10  D Cod  Liver  Oil  with  Viosterol  consti- 
tutes a substitute  for  sunshine,  they  do  offer  an 
effective,  controllable  supplement  especially  import- 
ant because  the  only  natural  foodstuff  that  con- 
tains appreciable  quantities  of  vitamin  D is  egg-  ! 
yolk.  Unlike  winter  sunshine,  the  vitamin  D 
value  of  Mead’s  antiricketic  products  does  not  vary 
from  day  to  day  or  from  hour  to  hour. 


Dear  Reader : 

Southwestern  Medicine  and  the  Cooperative  Medical  Adver- 
tising Bureau  of  Chicago  maintain  a Service  Department  to 
answer  inquiries  from  you  about  pharmaceuticals,  surgical  in- 
struments and  other  manufactured  products,  such  as  soaps,  * 
clothing,  automobiles,  etc.,  which  you  may  need  in  your 
home,  office,  sanitarium  or  hospital. 

We  invite  and  urge  you  to  use  this  Service.  It  is  free  to 
you. 

The  Cooperative  Bureau  is  equipped  with  catalogs  and  price 
lists  of  manufacturers,  and  can  supply  you  information  by  re- 
turn mail. 

Perhaps  you  want  a certain  kin  1 of  instrument  which  is 
not  advertised  in  Southwestern  Medicine,  and  do  not  know 
where  to  secure  it ; or  do  not  know  where  to  obtain  some  au- 
tomobile supplies  you  need.  This  Service  Bureau  will  give 
you  the  information. 

Whenever  possible,  the  goods  will  be  advertised  in  our  pages ; 
but  if  they  are  not,  we  urge  you  to  ask  Southwestern  Medi- 
cine about  them,  or  write  direct  to  the  Cooperative  Medical 
Advertising  Bureau,  535  N.  Dearborn  St.,  Chicago,  Illinois. 

We  want  Southwestern  Me’icine  to  serve  you. 


Is  Diathermy  Indispensable 
to  Your  Practice? 


r I 'HOUSANDS  of  physicians  who  are  using 
diathermy  diligently  in  the  treatment  of 
various  conditions,  answer  the  above  question  in 
the  affirmative.  They  base  their  opinion  on  actual 
experience  with  efficient  apparatus  intelligently 
applied. 

The  present  wide  use  of  and  interest  in  medical 
and  surgical  diathermy  is  unprecedented.  Physi- 
cians  have  come  to  a full  appreciation  of  this  form 
of  energy  as  a means  of  producing  heat  for  thera- 
peutic  purposes  within  any  part  of  the  body.  Its 
surgical  applications  are  recognised  by  well-known 
surgeons  as  of  importance. 

Now,  diathermy  is  being  used  also  for  the  pro- 
duction of  therapeutic  fever,  i.  e.,  creating  general 
temperature  rise  within  the  body,  under  absolute 
control  and  without  danger  of  injury.  In  fact,  it 
is  considered  paramount  in  the  treatment  of  a 
number  of  conditions  where  artificial  fever  is 
indicated. 

As  to  the  need  for  diathermy  in  some  phases 
of  your  individual  practice,  this  must  be  left  for 
you  to  determine.  Our  abstract  service  will  pos- 
sibly help  you  in  a review  of  authentic  literature 
on  the  subject.  Your  request  for  information  incurs 
no  obligation. 

A Victor  Vario-Frequency  Diathermy  Appa- 
ratus, through  its  scientific  design,  will  enable  you 
to  apply  this  energy  in  a thoroughly  practical  and 
efficient  way.  This  organization,  having  manufac- 
tured electro-medical  apparatus  for  35  years,  is 
your  assurance  of  a machine  of  major  calibre,  that 
will  meet  the  most  critical  requirements,  be  it  in 
the  clinic  or  office. 

GENERAL  @ ELECTRIC 

X-RAY  CORPORATION 

2012  Jackson  Boulevard  Chicago,  111.,  U.S.  A. 

^FORMERLY  VICTOR  x-ray  corporation" 

Join  us  in  the  Qeneral  Electric  program , broadcast  every 
Saturday  evening  over  a nationwide  N.  B.  C.  network 


in  the  treatment  of  dementia  paralytica.  Photo 
courtesy  Northwestern  University  Medical 
School,  Neurological  Clinic,  Chicago. 


Los  Angeles — Medico-Dental  Bldg. 

Dallas  Branch — 316  Medical  Arts  Bldg. 

Regional  Service  Depots — Fort  Worth,  Houston,  Sin  Antonio,  Abilene,  Corpus  Christi,  Austin  and 

Albuquerque 


The  Hay  Fever  Season 

has 

Started 

Intra  Seasonal  Treatment 
has  proven  effective 


We  can  supply  test  sets  containing  the 
Pollens  Prevalent  in  Your  Locality. 


Laboratory  and  X-Ray  Consultation  Service 
for  the  Profession  in  Arizona 
since  1914 

*2 


Pathological  Laboratory 

Suite  320  Goodrich  Building 
Mail  Address  P.  0.  Box  1587 
Phoenix,  Arizona 

W.  Warner  Watkins,  M.  D,  Clarence  N.  Boynton,  M.  A 

Harlan  P.  Mills.,  M.  D.  Wm.  J.  Horspool,  Bus.  Mgr 


Arizona  Public  Health  Association,  Nogales  -----  May  5 and  6 
Arizona  State  Medical  Association, No  gales  -----  May  7 , 8 and  9 
New  Mexico  State  Medical  Society,  Albuquerque  - May  20,  21  and  2 2 
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ENZYMOL 


For  Topical  Application 

Observations  of  the  action  of  gastric  juice  outside  the  body  show  a 
usefulness  for  a properly  prepared  product  of  this  nature.  An  example 
of  one  of  its  indications  is  solution  of  necrotic  and  carious  bone  tissue. 

ENZYMOL  is  an  extract  of  the  fresh  stomach  tissue  juice,  specially 
designed  for  topical  application. 

ENZYMOL  is  put  up  in  convenient  vials.  It  requires  ordinarily  for  use 
dilution  with  an  equal  volume  of  water;  also  with  hydrochloric  acid  es- 
pecially for  cases  in  which  this  may  be  desirable — refractory  tissue,  large 
cavities,  etc. 

Originated  and  Made  by 

Fairchild  Bros.  & Foster 

NEW  YORK 
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American  Medical  Association,  Philadelphia  -----  Jtme  8 to  12 


To  protect  Hay  Fever  patients 
you  must  act  NOW! 


Fail  ure  to  secure  results  in  the  treatment  of  hay  fever  by  the 
use  of  Pollen  Extracts  can  be  attributed  in  large  measure  to 
the  fact  that  treatments  are  not  started  sufficiently  in  advance 
of  the  hay  fever  season.  Treatments  should  begin  at  least 
five  to  six  weeks  before  the  expected  onset  of  the  attack. 

Potency  is  also  a most  important  factor  for  successful  results 
in  the  use  of  pollen  allergen  solutions.  The  Squibb  method  of 
manufacture  assures  maximum  extraction  of  the  important 
antigenic  globulin  and  albumin  fractions  of  the  pollen. 
Extracts  so  prepared  are  highly  active  and  of  assured  potency. 


Poll  en  Allergen  Solutions  Squibb,  used  for  the  prevention 
and  treatment  of  hay  fever,  are  supplied  in  convenient  and 
economical  three-vial  packages,  containing  solutions  of 
strengths  which  enable  the  physician,  without  the  use  of  a 
diluent  such  as  physiological  salt  solution,  to  administer  a 
complete  course  of  treatments. 

They  are  also  supplied  in  ten  graduated  doses  with  ampuls 
of  sterile  salt  solution  for  making  the  necessary  dilutions  at 
injection,  if  such  a course  of  treatment  is  desired  by  the 
physician. 

Squibb  also  markets  Diagnostic  Pollen  Allergen  Solutions 
which  are  used  for  determining  the  causative  pollen. 


Special  information  concerning  the  use  of  Pollen  Allergen 
Solutions  Squibb  for  the  diagnosis  and  treatment  of  hay  fever 
will  be  supplied  upon  request.  Address: 


Professional  Service  Department 

ER:  Squibb  & Sons.  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 
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Drs.  Soiland,  Costolow  and  Meland 
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Telephone  Westmore  1418 
Hours  9:00  to  4:00 

A medical  group  organized  and  equipped  for  the  study, 
diagnosis  and  treatment  of  neoplastic  and  allied  disease. 
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LAS  ENCINAS 

Pasadena,  California 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


Las  Encinas 


Climate  Ideal,  Cuisine  Excellent,  Outdoor  Recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by  a 
20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance.  / / i r 

s®? 

BOARD  OF  DIRECTORS 

George  Dock,  M.  D.  F.  H.  MacPherson  V.  Jarvis  Barlow,  M.  D. 
F.  C.  E.  Mattison,  M.  D.  Stephen  Smith,  M.  D. 
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Write  for  beautiful  illustrated  bopklet 

Stephen  Smith,  M.D.,  F.A.C.P.  C.  W.  Thompson,  M.D.,  F.A.C.P. 

Medical  Directors 

LAS  ENCINAS,  PASADENA,  CALIF. 


TRADE 


PYRIDIUM 

Pheny  Izo  - a la  pha  - a I pha  - d i am  i no  pyridine  mono  - hydrochloride.  ( Manufactured  by  The  Pyridium  Corporation) 

An  effective  germicide  in  a chemically  stable  form.  Pyri- 
dium has  marked  tissue-penetrating  power,  is  non-toxic 
and  non-irritating  in  therapeutic  doses.  It  is  widely  used 
for  combating  urinary  infections  ...Pyridium  is  supplied 
in  tablets  for  administration  by  mouth,  as  an  ointment  for 
local  application,  or  in  solution  for  irrigations  . . . Addi- 
tional information  on  Pyridium,  together  with  clini- 


cal reports,  will  be  promptly  furnished  on  request.  ---- 
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A DIGITALIS  preparation  of  de- 
/ \ pendable  potency,  stable  in 

composition,  accurately  assayed 
and  physiologically  standardized 

. . . Digitan  is  manufactured  from  carefully  se- 
lected leaves  by  special  processes.lt  retains  its 
activity  unimpaired  for  years;  is  dependable 
and  exceedingly  uniform  in  its  action  . . . 

Digitan  contains  the  active  glucosides,  digi- 
toxin  and  digitalin,  in  high  concentration.  It  is 
free  from  digitonin  and  substantially  free  from 
other  inert  substances  . . . Digitan  is  supplied  in 
fourconvenientformspermitting  very  accurate  J 
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MARK 


administration  of  the  drug...  A request  on  your 
letterhead  will  bring  full  clinical  data  and  a 
sample  of  Digitan,  without  charge,  for  trial. 
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Southwestern  Surgical  Supply  Company 


No.  121  North  First  St. 
Phoenix,  Arizona 


311  Mills  Street. 
El  Paso,  Texas 


X-ray  Apparatus  and  Supplies 
Physio-Therapy  Equipment 
High  Pressure  Sterilizers 
Hospital  Furniture 


Surgical  Instruments 
Rubber  Gloves 
Ligatures 

Abdominal  Belts,  Trusses,  Etc 


Exclusive  Sales  and  Service  In  the  Southwest  for 

KELLEY-KOETT  MFG.  CO.  X-RAY  APPARATUS,  DIATHERMY  MACHINES,  ETC. 
THE  BURDICK  CORP.  QUARTZ  AND  ZOALITE  (Infra-red)  LAMPS 
LIEBEL-FLARSHEIM  CO.  DIATHERMY  MACHINES  AND  ACCESSORIES 


ANNOUNCEMENT 

We  rent  air  cooled  quartz  lamps  and  Zoalite  lamps  to  physicians,  or  to  patients  on 
prescriptions  from  physicians.  Write  for  further  information. 


YOU  ARE  INTERESTED  IN  THE  SOUTHWEST- 
WHY  NOT  PATRONIZE  HOME  INDUSTRIES? 


Doctor!  Send  this  416-Page  Catalog 

of 

Surgical  Instruments, 
Equ  ipment  and  Supplies 

Contains  listings  of  your  every  want  at  money- 
saving prices.  Thousands  of  items:  "White  Steel 
Furniture,  Reception  Room  Furniture,  Physical 
Therapy  Apparatus,  Chrome  Plated  Instruments, 
Diagnostic  Instruments  and  Apparatus,  Laboratory 
Apparatus,  Supplies,  Orthopedic  Supplies,  Etc. 
Everything  for  a distinctive  armamentarium.  Just  mail 
us  your  name  and  address.  It’s  FREE.  No  obligations. 

Just  Mail  Your  Name  and  Address  — It’s  FREE! 

A.  S.  ALOE  COMPANY 

932  South  Hill  Street, 

LOS  ANGELES,  CALIFORNIA 
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A Ptosis  Garment 

Effective  in  Extreme  Emaciation 

External  and  internal  thinness  of  ptosis  patients,  increasing  the  difficulty 
in  correcting  the  condition,  has  been  considered  in  the  construction  of 
this  Camp  Ptosis  Belt. 

Hood  shaped  sections  fit  snugly  over  prominent  hip  bones,  releasing 
pressure  at  crest  of  ilium;  allowing  close  contact  of  support  and  central 
abdominal  wall.  The  belt  stays  put,  lying  flat.  In  extreme  cases,  pads  are 
properly  inserted.  The  Camp  Patented  Adjustment,  a feature  of  all 
Camp  garments,  insures  ease  and  quickness  of  manipulation.  The  com' 
fort,  lightness  and  flexibility  of  the  garment,  and  the  firm,  comfortable 
uplift  it  provides  has  made  this  an  extremely  successful  garment. 
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For  the  Treatment  of  Tuberculosis 
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A privately  owned,  thoroughly  and  modernly  equipped,  ethical  institution  of  110  rooms. 
Heliotherapy,  pneumothorax,  phrenic  nerve  and  chest  surgery,  and  all  other  modern  meth- 
ods of  treatment. 
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A New  Pamphlet 

discussing 
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HAY  FEVER 

and  showing  the  chief 
causative  trees  as  done 
IN  NATURAL  COLORS 


Previous  issues  still  available. 
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Mellin’s  Food 


A Real  Milk  Modifier 

accomplishing  more  than  supplying  maltose  and  dextrins  in  building  up  the 
carbohydrate  content  of  a baby’s  diet — important  as  this  is  acknowledged  to  be — for 
Mellin  s Food  assists  materially  in  the  digestion  of  milk  by  changing  the  physical 
condition  ol  the  coagulated  casein  into  a soft,  flocculent,  spongedike  curd,  readily 
permeated  by  the  fluids  of  the  stomach  and  incapable  of  forming  in  tough,  tenacious 
masses. 

It  is  a matter  of  common  knowledge  that  the  chief  obstacle  to  surmount  in 
the  management  of  an  infant’s  diet  is  the  trouble  most  babies  have  in  digesting  the 
casein  portion  of  milk  protein,  so  the  fact  that  Mellin’s  Food  overcomes  this 
difficulty  is  a long  step  toward  simplifying  infant  feeding,  for  other  necessary 
adjustments  are  relatively  easy. 

Literature  and  samples  sent  to  physicians 
upon  request  — carrying  charges  prepaid. 

Mellin’s  Food  Company  Boston,  Mass. 
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H.  A.  LaMoure,  M.  D. 
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POSTGRADUATE  SCHOOL  OP  SURGICAL  TECHNIQUE,  Inc. 

2512  Prairie  Avenue  (opposite  Mercy  Hospital)  Chicago,  Illinois 

1.  General  Surgery:  100  hours  (2  weeks)  course  of  intensive  instruction  and  practice  in  surgical 
technique  combined  with  clinical  demonstrations  (for  practicing  surgeons) 

2.  General  Surgery  and  Specialties:  Three  months’  course  comprising:  (a)  review  in  anatomy  and 
pathology;  (b)  demonstration  and  practice  in  surgical  technique;  (c)  clinical  instruction  by  fac- 
ulty members  in  various  hospitals,  stressing  diagnosis,  operative  technique  and  surgical  pathology. 

3.  Special  Courses:  Orthopedica  and  Traumatic  surgery;  gynecology  and  radiation  therapy;  eye, 
ear,  nose  and  throat,  thoracic,  genito-urinary  and  goiter  surgery;  bronchoscopy,  etc. 

All  courses  continuous  throughout  the  year. 


Detailed  information  furnished  on  request. 


Southwestern  Medicine  Advertisers 


IX 


MERCUROCHROME 

220  SOLUBLE 

(Dibrom-oxymercuri-fluorescein) 


THE  STAIN  PROVIDES  FOR 
PENETRATION 
and 

FIXES  THE  GERMICIDE  IN  THE 
TISSUES 


Mercurochrome  is  bacteriostatic  in  exceed- 
ingly high  dilutions  and  as  long  as  the  stain 
is  visible  bacteriostasis  is  present.  Reinfecton 
or  contamination  are  prevented  and  natural 
body  defenses  are  permitted  to  hasten  prompt 
and  clean  healing,  as  Mercurochrome  does  not 
interfere  with  immunological  processes.  This 
germicide  is  non-irritating  and  non-injurious 
vv  en  applied  to  wounds. 
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Baltimore,  Maryland 
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from  tuberculin  tested  cows,  from  dairy  farms 
that  have  fulfilled  the  sanitary  requirements  of 
the  City  of  Cleveland  Board  of  Health,  is  used 
o as  a basis  for  the  production  of  S.  M.  A.  In 
o addition,  the  milk  must  meet  our  own  rigid 
standards  of  quality. 

S.  M.  A.  Resembles  Breast  Milk 

S.  M.  A.  is  an  adaptation  to  Breast 
Milk  which  resembles  Breast  Milk  in 
its  essential  physical,  chemical  and 
metabolic  properties.  The  cow’s 
milk  fat  is  replaced  by  S.  M.  A.  fat 
which  has  the  same  character  num- 
bers as  the  fat  in  woman’s  milk.  Cod 
liver  oil  forms  a part  of  the  fat  of 
S.  M.  A.  in  adequate  amounts  to 
prevent  rickets  and  spasmophilia. 
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THE  ROBINSON  CLINIC 

The  Robinson  Neuro-psychiatric  Clinic — formerly  the  G.  Wilse 
Robinson  Sanitarium — has  been  in  continuous  existence  for  almost 
forty  years,  since  first  founded  by  Dr.  John  Punton.  From  this 
long  experience,  we  find,  that  individual  treatment  and  institutional 
care  are  the  only  logical  approaches  to  the  cure  of  the  mentally  af- 
flicted. 

These  cases  respond  to  proper  therapy,  as  do  other  clinical  con- 
ditions. Our  results  in  all  types — as  we  w.ll  show  below  are  highly 
gratifying. 

The  Manic  Depressive  psychoses  are  the  most  encouraging  types 
to  treat.  Of  seventy-five  to  eighty  admittances  with  this  diagnosis, 
in  the  last  five  years,  ninety  per  cent  return  home,  and  to  work,  in 
from  four  to  ten  weeks;  others  stay  longer,  and  a small  percentage 
never  recover. 

Our  treatment  consists  of  sedatives  and  psycho-therapy,  with 
strychnine  and  alkalies  as  adjuncts. 

The  differential  diagnosis  from  other  conditions,  is  essential,  as 
toxic  psychoses,  which  closely  resemble  this  condition,  must  be  rec- 
ognized early,  and  treated  drastically  or,  the  patient  will  be  perma- 
nently injured. 
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FRACTURES  AS  SEEN  BY  THE 
GENERAL  SURGEON 

JIM  CAMP,  M.  D. 

Pecos,  Texas 

(Read  before  the  Sixteenth  Annual  Meeting  of 
the  Medical  and  Surgical  Association  of  the  South- 
west, held  at  El  Paso,  Texas,  Nov.  6-8,  1930). 

Fractures  have  failed  to  receive  the  at- 
tention to  which  their  gravity  entitles  them. 
They  are  the  cause  of  much  primary  suffer- 
ing and  disabilitv,  and  of  much  partial  disa- 
bility or  reduced  earning  nower,  due  to  the 
poor  results  that  are  obtained  in  their  heal- 
ing. There  are  a number  of  reasons  for  this 
lack  of  understanding. 

In  the  first  place,  it  is  a trait  of  human  na- 
ture to  give  more  attention  to  the  things 
that  come  to  our  notice  suddenly,  than  to 
those  observed  over  a longer  period  of 
lime.  Fractures  have  been  common  since 
the  bir'h  of  the  race.  Because  of  the  defor- 
mity and  disabi'ity  they  produce,  they  were 
necessarily  recognized  and  treated  in  some 
manner,  and  the  fact  that  they  have  been 
known  and  treated  for  such  a long  time 
has  prevented  their  receiving  the  attention 
which  the  newer  and  more  dramatic  sub- 
jects— such  as  surgery  of  the  abdomen,  the 
thorax,  and  the  glandular  system — have  at- 
tracted. 

Then,  too,  fractures  are  most  common  in 
the  laboring  class,  because  their  occupations 
expose  them  to  the  conditions  that  tend  to 
cause  fractures.  This  class  has  little  with 
which  to  pay  the  expenses  of  care  and 
treatment,  and  proper  treatment  is  irksome 
and  requires  much  time  and  attention  to  de- 
tail. Consequently,  there  is  very  little  in 
the  way  of  financial  lure  to  attract  the  best 
talent  in  the  profession  to  devote  its  time  to 
this  branch  of  surgery ; therefore,  a great 
portion  of  it  fads  to  the  general  surgeon, 


and  there  are  many  other  branches  of  gener- 
al surgery  which  are  less  irksome  and  more 
remunerative,  so  the  work  is  not  attractive. 
S'nce  the  advent  of  compensation  insurance 
in  the  industries  of  the  country,  it  is  to  be 
hoped  that  the  above  condition  will  be  rem- 
edied, but  to  da^e  the  insurance  comnanies 
have  not  had  time  to  analyze  results  and 
learn  what  the  expense  of  noor  results  is, 
and,  in  their  desire  to  economize,  they  defeat 
their  own  purpose. 

In  recent  years,  some  of  the  larger  clinics 
and  hospitals  have  tried  to  standardize  the 
treatment  of  fractures,  and  have  succeeded 
to  a verv  great  extent  in  reducing  the  mor- 
bidity from  these  injuries,  especially  where 
they  handle  the  cases  themselves.  But 
fractures  vary  so  much  in  character,  and  ac- 
companying iniuries  modify  their  treatment 
to  such  an  extent,  that,  a standard  compre- 
hensive techm'c  cannot  be  written.  Much 
mechanical  apparatus  has  been  produced 
with  the  idea  of  making  the  treatment  of 
fractures  easy.  This  is  of  great  advantage, 
but  the  average  surgeon  cannot  have  all 
these  things  at  hand:  however,  he  can  im- 
provise something  that  will  do  the  work. 

In  the  study  of  fractures,  it  is  necessary 
to  take  into  consideration  a number  of  fea- 
tures. So  far  as  the  fracture  itself  is  con- 
cerned, the  principles  of  treatment  are  well 
established,  and  consist  of  traction  in  the 
case  of  long  bones  to  overcome  the  natural 
tendency  of  the  muscles  to  produce  over- 
riding and  angulation,  together  with  pres- 
sure and  position  to  overcome  displacement 
of  the  fragments.  If  it  were  not  for  the 
care  of  the  soft  parts  and  joints,  it  seems 
that  the  problem  would  be  very  simple,  but 
when  they  are  taken  into  consideration  it 
becomes  very  complex.  And  it  is  just  as  im- 
portant that  the  surrounding  or  concomitant 
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injuries  and  surrounding  parts  be  properly 
cared  for  as  it  is  to  restore  the  contour  and 
length  of  the  injured  bone.  For  example,  in 
our  over-zealous  effort  to  hold  the  broken 
fragments  in  proper  position,  we  sometimes 
produce  a useless  member,  as  in  Volkmann’s 
contracture  following  fracture  of  the  fore- 
arm ; or  a stiff  elbow  with  the  forearm  and 
hand  in  a position  of  almost  complete  use- 
lessness, in  fractures  near  that  joint;  or,  in 
fractures  of  the  thigh,  where  the  knee  joint 
is  so  badly  damaged  that  the  leg  is  of  very 
little  use  after  the  fracture  is  healed. 

Fractures  of  the  present  day  differ  great- 
ly, in  character  and  in  the  amount  of  other 
injury,  from  those  of  a few  years  ago,  owing 
to  the  general  change  in  occupation  and 
transportation.  A large  per  cent  of  modern 
day  fractures  are  produced  by  modern  ma- 
chinery in  its  operation,  by  the  handling  of 
heavy  objects  which  fall  with  crushing  or 
mutilating  force,  or  by  falls  from  rapidly- 
moving  vehicles.  Owing  to  the  above  fac- 
tors, they  differ  widely  in  character  from 
the  injuries  that  we  were  accustomed  to  see 
a few  years  ago.  in  that  they  are  more  often 
compound  and  comminuted,  and  accompa- 
nied by  more  shock  and  general  injury. 

To  meet  the  changed  conditions  in  a gen- 
eral way,  and  to  avoid  the  sequela  referred 
to  above,  it  is  necessary  to  treat  these  in- 
juries on  general  surgical  principles,  with  a 
view  to  restoring  the  best  possible  function 
to  the  injured  limb.  This  in  a large  per  cent 
of  cases,  means  an  honest  effort  to  procure 
a perfect,  or  as  nearly  perfect  as  possible,  an- 
atomic result,  because  a study  of  the  results 
in  a large  number  of  fractures  has  proved 
that  in  probably  ninety  per  cent  of  cases  a 
good  anatomcial  result  will  also  give  a good 
functional  result,  and  vice  versa.  To  illus- 
trate our  viewpoint,  we  will  take  a few  ex- 
amples of  common  fracture.  The  old  Pott’s 
fracture  that  was  so  common  in  the  days  of 
the  cowhand  and  when  the  horse  and  buggy 
were  in  use,  is  now  replaced  by  fracture  of 
the  leg,  or,  more  often,  of  the  thigh,  and 
with  much  more  general  injury.  A fracture 
of  the  forearm  on  the  order  of  Colles’  is  still 
very  common,  but  is  not  so  common  now 
since  automobiles  are  started  with  electric 
starters  instead  of  the  hand  crank  which 
was  used  a few  years  ago ; but  again  the 
poor  fe’low  who  drives  a second-hand  wreck 
without  a starter  is  often  the  victim. 

In  treatment  of  the  fractures  of  the  lower 
extremity,  we  have  used  a large  number  of 
methods.  With  those  below  the  knee,  we 
have  used  the  old  board  splint  with  the  end 
extending  below  the  foot  for  the  purpose  of 
providing  a point  from  which  to  make  trac- 


tion to  produce  inversion  of  the  foot,  in 
cases  where  that  is  needed ; the  moulded  wire 
splint ; the  circular  plaster  of  paris ; and  the 
plaster  of  paris  moulded  splint.  For  those 
about  the  ankle,  on  the  order  of  the  Pott’s 
fracture,  we  now  prefer  the  moulded  plaster 
of  paris  splint,  commonly  known  as  Stim- 
son’s  sp’int,  except  that  I prefer  the  lateral 
splint  on  the  inner  side  of  leg,  and  prefer  to 
pad  my  splints  with  several  thicknesses  of 
gauze  instead  of  covering  the  whole  leg 
with  sheet  wadding.  In  the  thigh,  we  began 
with  the  old  Buck’s  extension,  which  I must 
say  was  very  good  in  the  majority  of  sim- 
ple fractures  of  the  femur,  but  had  many 
failings.  Then  we  used  the  plaster  of  paris 
spica ; then  the  Thomas  splint,  with  its  many 
modifications  and  imitations.  With  the 
Thomas  and  other  similar  apparatus,  it  is 
necessary  to  combine  skin  traction  or  skele- 
tal traction,  both  of  which  have  their  ad- 
vantages and  disadvantages.  The  skin  trac- 
tion has  the  disadvantage  of  being  inade- 
quate in  many  cases,  and  in  a majority  of 
cases  the  knee  must  be  put  up  in  straight  po- 
sition, which  is  often  the  cause  of  a bad  knee 
joint  in  the  end.  Skeletal  traction  gives  a 
fixed  pomt  from  which  to  make  tractions 
and  at  the  same  time  allows  the  knee  to  be 
placed  in  any  position  most  desirable,  and  al- 
lows motion  at  the  knee.  It  has  its  disad- 
vantage in  that  it  often  produces  pain  after 
a number  of  days  or  weeks  in  position,  and 
has  the  theoretic  disadvantage  of  exposing 
the  patient  to  infection  through  the  points  of 
insertion  of  the  traction  instruments.  This 
is  not  altogether  theoretical,  as  a surgeon 
told  me  only  a short  time  ago  of  losing  the 
life  of  a patient  through  infection  from  this 
source.  Taking  it  altogether  in  the  large 
majority  of  cases  of  simple  fracture  of  the 
femur,  it  is  my  opinion  that,  for  me  at  least, 
a plaster  of  paris  spica  extending  from  the 
border  of  the  ribs  to  the  base  of  the  toes 
on  the  injured  side,  and  to  the  knee  on  the 
uninjured  side,  wid  give  the  best  results  in 
a large  per  cent  of  cases.  Of  course  it  is 
necessary  to  be  very  careful  to  replace  the 
fragments  accurately.  Then,  by  placing  the 
knee  in  semi-flexion  and  the  thigh  in  such 
degree  of  flexion  and  abduction  as  to  relax 
Ihe  muscles,  you  make  retention  easier  and 
give  better  purchase  for  the  plaster  to  main- 
tain traction.  The  disadvantages  are  that 
it  is  difficult  to  hold  the  fragments  in  accu- 
rate position  while  applving  the  cast,  and 
when  thf  x-ray  shows  that  you  have  been 
successful  in  hokh'ng  them  unitl  the  plaster 
dries,  they  will  sometimes  become  displaced 
later  and  you  have  wasted  a lot  of  energy 
and  gone  to  some  expense.  But  when  this 
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method  is  successful,  your  patient  does  not 
require  the  trained  attendance  that  is  re- 
quired with  other  methods,  and  may  often  be 
cared  for  at  home  at  greatly  reduced  cost. 
Whatever  method  is  chosen,  you  must  per- 
severe and  make  such  modifications  or 
changes  in  plans  as  the  individual  case  de- 
mands. 

In  fractures  of  the  upper  extremity,  near 
the  wrist,  in  the  Colles’  type,  the  greatest 
number  of  bad  resifts  come  from  a lack  of 
complete  reduction  of  the  fragments  and  a 
failure  to  place  the  limb  in  a position  of  suf- 
ficient over-correction  to  maintain  the  prop- 
er position.  Most  fractures  of  this  character, 
if  completely  reduced  and  put  up  in  a posi- 
tion of  over-correction,  will  give  almost  per- 
fect results,  even  in  extreme  old  age.  Frac- 
tures of  the  radius  and  ulna  have  been 
among  the  most  difficult  with  which  I have 
come  in  contact,  because  of  the  difficulty  in 
getting  a complete  anatomical  reduction  of 
both  bones  at  the  same  time,  and  maintain- 
ing them  in  such  position  that  there  will  not 
be  an  impingement  of  one  bone  upon  the  oth- 
er in  such  a way  as  to  interfere  with  prona- 
tion and  supination.  In  the  case  of  oblique 
fractures  of  these  bones,  extension  and  re- 
tention are  very  difficult.  Extension  can  be 
maintained  by  construction  of  a frame  to 
extend  from  hte  shoulder  to  beyond  the  tips 
of  the  fingers,  with  the  arm  and  froearm  at 
right  angles.  The  vertical  portion  of  the 
frame  rests  against  the  arm  for  counter- 
traction. Traction  straps  are  attached  to 
the  end  of  the  frame,  and  adhesive  to  the 
forearm;  or  skeletal  traction  may  be  used 
in  this  position,  but  it  very  often  requires 
open  reduction  for  one  of  both  of  the  bones. 
This  should  always  be  done  rather  than  have 
a deformity  that  will  interfere  greatly  with 
function  of  the  member,  but  a discussion 
of  the  indications  for  open  or  closed  reduc- 
tion is  out  of  place  at  this  time. 

Among  the  simpler  things  that  any  sur- 
geon can  take  advantage  of,  is  suspension, 
either  in  the  lower  or  upper  extremity.  This 
adds  a great  deal  to  the  comfort  of  the  pa- 
tient and  to  the  chances  of  recovery  in  se- 
riously injured  limbs.  It  is  applicable  es- 
pecially in  injuries  of  any  portion  of  the  arm 
or  forearm.  By  putting  the  patient  to  bed 
and  suspending  the  arm  from  a pulley  above 
the  bed  you  can  get  rid  of  the  swelling  and 
edema  in  one  that  is  so  badly  injured  that  it 
appears  almost  hopeless,  and  would  be  hope- 
less if  permitted  to  remain  in  a dependent 
position. 

Of  course  the  use  of  Dakin’s  solution  and 
other  methods  of  cleansing  are  well-known 
in  the  case  of  compound  fractures.  The  mat- 


ter of  debridement  is  a subject  that  is  often 
debated  and  is  for  the  individual  surgeon 
to  determine  for  himself. 

The  use  of  local  anesthetic  in  the  reduc- 
t'on  of  fractures  of  the  forearm  especially, 
is  one  of  (he  most  useful  of  modern  improve- 
ments. It  permits  manipulation  of  the  frag- 
ments without  pain  and  without  hurry,  pro- 
vides ample  time  to  check  the  work  by  x-ray 
and  continue  to  manipulate  for  as  long  a time 
as  is  necessary,  with  one  anesthetic,  and 
without  any  shock  to  the  patient.  Spinal 
anesthesia  in  the  reduction  of  fractures  of 
the  lower  extremity,  is  very  useful,  especial- 
ly in  fractures  of  the  femur.  It  gives  com- 
plete relaxation  of  the  thigh  muscles,  allows 
easy  manipulation  and  more  perfect  palpa- 
tion of  the  fragments  to  determine  their  po- 
sition, and  lasts  for  sufficient  length  of  time 
to  permit  the  use  of  fluoroscope  for  as  much 
time  as  is  necessary.  The  only  disadvantage 
is  that  there  is  such  a complete  relaxation  of 
the  muscles  of  the  thigh  in  some  cases  that 
there  is  not  sufficient  tone  to  retain  the  ends 
of  the  bone  in  apposition  while  the  dressing 
is  being  applied.  But,  taking  it  altogether, 
it  is  ideal  for  either  closed  or  open  reduction 
in  fractures  of  the  femur. 

In  closing,  J will  say  that  whatever  plan 
or  method  is  undertaken,  it  requires  the  ex- 
ercise of  all  one’s  surgical  judgment  to  pro- 
cure a good  result  in  these  very  common  in- 
juries. 


CARCINOMA  OF  THE  LUNCxS  AND  BRON- 
CHI. E.  V.  Goltz,  M.D.,  St.  Paul,  Minn.  Minn.  Med., 
Sept.,  1930,  p.  605. 

The  increase  in  carcinoma  of  the  lung  is  not  whol- 
ly apparent,  but  there  is  evidence  to  show  that  it  is 
actual.  Primary  carcinoma  of  the  lungs  may  arise 
from  the  columnar  epithelium  of  the  bronchi,  from 
the  mucous  glands  of  the  bronchi,  or  from  the 
squamous  epithelium  of  the  aveoli.  The  form 
arising  from  the  bronchial  epithelium  vary  greatly 
in  size,  color  and  consistency;  it  may  remain  as  a 
small  local  nodule  with  wide  metastases,  or  it  may 
grow  extensively  into  the  lung  tissue;  sooner  or 
later  there  is  obstruction  to  bronchus.  The  type 
arising  from  mucous  glands  is  rare  and  usually  lim- 
ited to  the  walls  and  substances  of  the  bronchi. 
Those  ar'sing  from  the  pulmonary  alveolar  epithe- 
lium may  be  diffuse  over  a large  area,  or  may  be 
multiple  and  nodular.  Primary  carcinoma  of  the 
lung  is  prone  to  metastasize.  A careful  history  will 
usually  focus  attention  on  the  lungs,  when  physical 
examination  and  special  examinations  by  broncho- 
scope, by  x-ray  alone  or  after  lipiodol  injection  will 
give  conclusive  evidence.  The  x-ray  examinations 
should  be  repeated  to  observe  progress.  Therapy 
by  x-ray  may  relieve  pain,  but  progress  of  the  lesion 
is  hardly  ever  affected. 
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BREECH  PRESENTATION 
M.  EDWARD  DAVIS,  B.S.,  M.D.  F.A.C.S. 
From  the  Department  of  Obstetrics  and 
Gynecology  of  the  University  of  Chicago 

(Read  before  the  Sixteenth  Annual  Meeting  of 
the  Medical  and  Surgical  Association  of  the  South- 
west, held  at  El  Paso,  Texas,  Nov.  6-8,  1930). 

Breech  presentation,  although  occurring 
in  only  three  per  cent  of  our  deliveries,  has 
always  been  regarded  with  some  concern  by 
the  patient  and  her  medical  attendant.  For 
the  mother  it  may  mean  dystocia  during  la- 
bor, with  the  resultant  frequent  operative 
interferences  and  the  damages  arising  there- 
from. For  the  baby  the  mortality  is  distinct- 
ly higher,  averaging  three  times  that  of  oc- 
cipital presentations.  Careful  prenatal  man- 
agement and  proper  obstetrical  care  during 
labor  may  do  much  to  improve  this  fetal 
mortality  and  minimize  the  damages  to  the 
mother. 

ETIOLOGY 

Many  factors  have  been  given  as  favoring 
1 reech  presentation.  The  fact  that  it  will 
occur  in  a patient  with  a normal  pelvis,  nor- 
mal soft  parts  and  a normal  babv,  lends 
little  evidence  to  the  maiority  of  the  etio- 
logical factors.  According  to  Williams,  pre- 
sentation is  the  result  of  a process  of  ac- 
commodation between  the  fetus  and  its  en- 
vironment. Anv  condition  on  the  part  of 
the  mother  or  the  baby  which  interferes 
wbh  this  process  may  favor  the  breech  en- 
gaging in  the  pelvis.  The  condition  occurs 
in  about  fifty  per  cent  of  cases  in  multiparae 
with  relaxed  abdominal  walls  and  relaxed 
uterine  musculature,  thereby  providing  an 
unusually  roomy  environment.  For  the  same 
reason,  twins,  polyhydramnion,  premature 
children,  often  favor  breech  presentation.  A 
contracted  pelvis,  particularly  of  the  flat 
type  ; congenital  anomalies  of  the  uterus, 
such  as  a bicornate  or  biseptate  uterus ; pel- 
vic new-growths ; or  a low-lying  placenta,  by 
encroaching  on  the  roominess  of  the  inlet  of 
the  pelvis  or  by  distorting  the  intra-uterine 
cavity,  may  result  in  breech  presentations. 
Lastly,  monstrosities  on  the  part  of  the  fetus 
may  seriously  interfere  with  normal  accom- 
modation. 

DIAGNOSIS 

There  are  two  main  varieties  of  breech 
presentation,  the  complete  and  the  incom- 
plete. In  the  complete  breech  the  attitude 
is  one  of  comp’e'e  flexion,  the  thighs  being 
flexed  on  the  abdomen  and  the  legs  on  the 
thighs.  This  type  is  also  called  “frank 
breech.”  The  incomplete  breech  presents 
some  anomaly  of  flexion,  such  as  a single 
or  double  footling,  where  one  or  both  feet 
are  prolapsed  into  the  vagina,  or  where  one 
or  both  feet  lie  up  against  the  face. 


Abdominal  examination  is  most  often 
sufficient  to  make  a diagnosis.  The  longi- 
tudinal ovoid  with  the  hard,  regular,  ballot- 
able  body  in  the  fundus  and  the  soft,  yield- 
ing, somewhat  irregular  breech  over  the  in- 
let, are  easily  palpable.  Ballotement  of  the 
head  can  be  obtained  only  if  there  is  suffi- 
cient liquor  amnii  and  if  the  uterus  and  ab- 
dominal walls  relax  sufficiently.  The  loca- 
tion of  the  heart  tones  is  usually  above  the 
umbilicus  and  on  the  side  of  the  back.  Rec- 
tal examination  will  verify  the  abdominal 
diagnosis.  Whenever  there  is  doubt,  the 
vaginal  examination  will  reveal  the  soft, 
yielding  buttocks  with  the  crease  between 
them  and  the  prominent  rigid  sacrum.  One 
or  both  feet  may  be  felt  alongside  the  but- 
tocks in  the  complete  breech  if  there  is  suf- 
ficient dilatation.  X-ray  examination  will 
show  the  fetal  sketleton  but  is  rarely  nec- 
essary to  establish  a diagnosis. 

PROGNOSIS 

Labor  is  usually  longer  in  breech  than 
in  occipital  presentations,  with  resultant  fre- 
quent examinations  increasing  the  danger  of 
infection  and  the  high  percentage  of  opera- 
tive interference  increasing  the  dangers  to 
the  mother.  The  soft  breech  is  a poor  di- 
lating wedge,  particularly  if  it  is  incomplete. 
This  causes  poor  uterine  contractions,  incom- 
plete effacement  and  slow  and  incomplete 
dilatation.  The  poor  preparation  of  the  soft 
parts  may  result  in  extensive  lacerations  to 
the  cervix  and  the  perineal  structures  when 
the  unmolded  hard  head  is  delivered. 

Breech  presentation  is  particularly  dan- 
gerous for  the  child  and  6 to  14  per  cent  of 
the  babies  are  lost  during  labor  and  the 
delivery.  The  cord  may  prolapse  alongside 
the  breech  and  be  compressed.  The  placenta 
may  separate  after  the  breech  has  been  ex- 
pelled, interfering  with  the  fetal  circulation. 
Asphyxia  during  delivery  often  results  be- 
cause the  baby  cannot  be  delivered  in  the  8 
to  15  minutes  during  which  the  delivery 
must  be  completed  after  the  umbilicus  ap- 
pears at  the  vulva.  Brain  hemorrhage  and 
tentorial  tears  are  common  causes  of  fetal 
death.  These  are  the  results  of  hurried  mis- 
spent efforts  in  delivering  the  aftercoming 
head  through  resistant  structures.  Paralysis 
of  all  types  and  broken  bones  are  not  at  all 
uncommon. 

TREATMENT 

We  have  found  it  best  to  consider  the  oc- 
currence of  breech  presentation  as  abnormal 
and  to  seek  an  etiological  factor  for  its  caus- 
ation in  our  prenatal  examination  and  the 
examinations  during  labor.  Because  of  this 
view  we  have  insisted  on  a most  complete 
study  of  the  pelvis,  the  soft  parts  and  the 
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baby.  Any  gross  evidences  of  disproportion 
between  the  baby  and  the  passages,  any 
uterine  anomaly,  pelvic  new  growth  or  fetal 
maldevelopment  may  thereby  be  discovered 
early  and  its  importance  during  pregnancy 
and  labor  properly  evaluated. 

Breech  presentations  are  common  occur- 
rences during  the  seventh  and  eighth  months 
of  pregnancy.  They  are  most  often  transi- 
tory and  are  the  result  of  the  roomy  environ- 
ment at  that  time.  The  majority  of  these 
will  spontaneously  convert  themselves  to  oc- 
cipital presentations  and  then  remain  so  dur- 
ing the  remaining  weeks.  If  on  several  bi- 
monthly examinations  the  breech  is  found  to 
persist  over  the  inlet,  gentle  attempts  at 
changing  its  polarity  may  be  made.  Exter- 
nal version  during  pregnancy  is  not  entirely 
devoid  of  danger  and  should  be  practiced 
only  if  the  pelvis,  soft  parts  and  baby  are 
apparently  normal.  It  can  be  done  without 
anesthesia  and  with  little  discomfort  to  the 
patient.  The  presenting  part  must  not  be 
engaged ; the  abdominal  wall  must  not  be 
too  thick  or  tense ; the  uterus  must  not  be 
too  irritable;  there  must  be  sufficient  liquor 
amnii.  The  technic  is  simple  and  easily  car- 
ried out.  The  breech  is  gently  dislodged 
from  the  pelvic  inlet,  and  gently  stroked  up- 
wards, at  the  same  time  pushing  the  head 
downwards.  When  the  fetus  is  brought  be- 
yond the  transverse  position  the  version  has 
been  accomplished,  for  the  head  can  now  be 
gently  led  over  the  pelvic  inlet.  The  fetal 
heart  tones  must  be  auscultated  every  fifteen 
degrees  the  baby  is  turned  for  it  is  our 
only  index  that  we  are  not  interfering  with 
the  circulation.  Knots  and  kinks  in  the  cord 
and  partial  placental  separation  are  rare  ac- 
cidents but  not  too  rare  to  make  external 
version  unpopular  in  some  clinics.  At  any 
change  in  the  rate  and  rhythm  of  the  heart 
tones  no  further  attempts  at  the  version 
should  be  made.  The  head  may  be  pressed 
into  the  inlet  and  encouraged  to  stay  there 
by  postural  exercises  but  it  often  returns 
to  the  fundus. 

We  do  not  recommend  external  version 
during  labor  either  by  the  abdominal  method 
of  Pinard  just  described,  or  by  the  bi-polar 
method  of  Braxton  Hicks — using  one  hand 
in  the  vagina.  Cephalic  version  during  labor 
is  very  unsatisfactory  and  hazardous  to  both 
mother  and  baby  in  our  experience. 

During  labor,  watchful  expectancy  should 
be  practised.  The  accoucheur  carefully  stud- 
ies the  patient  to  discover  any  abnormality 
or  cause  for  disproportion.  Everything  be- 
ing normal,  the  patient  is  allowed  to  labor. 
The  course  of  the  labor  is  carefully  watched 
and  the  general  condition  of  the  mother 


guarded.  She  should  be  encouraged  to  take 
nourishment  in  the  form  of  easily  digestible 
foods  and  to  take  plenty  of  fluids.  When 
she  becomes  unusually  restless,  complains 
bitterly  of  her  pains  and  has  made  some 
progress,  some  form  of  analgesia  can  be 
given.  We  prefer  morphine  sulphate  in  1/6 
to  1 4 grain  doses  with  serpolamine  1/150 
grain  or  magnesium  sulphate  2 cubic  cen- 
timeters of  50  per  cent  solution  intramuscu- 
larly. The  magnesium  sulphate  may  be  re- 
peated after  twenty  or  thirty  minutes.  In 
cases  that  are  unusually  long  and  drawn  out 
one  may  give  Gwathmey’s  rectal  instillation 
of  quinine  and  ether  in  oil.  The  patient  will 
secure  much  needed  rest,  awakening  after 
four  or  five  hours  and  continuing  with  her 
labor.  The  fetal  heart  rate  should  be  taken 
every  hour  in  order  to  be  better  informed 
about  the  condition  of  the  baby.  The  pas- 
sage of  meconium  in  breech  deliveries  has 
no  significance. 

Too  often  the  progress  of  labor  is  slow 
and  unsatisfactory.  This  may  be  due  to  the 
early  rupture  of  the  membranes  and  to  the 
fact  that  the  .breech  is  such  a poor  dilator. 
This  latter  is  particularly  true  in  incom- 
plete breeches  of  a single  or  double  footling. 
It  may  be  necessary  to  substitute  a hydro- 
static bag  for  the  breech.  A nine  or  eleven 
centimeter  Yoohees’  bag  inserted  into  the 
cervix,  with  or  without  an  attached  weight, 
wi’l  facil'tate  the  dilatation  and  effacement. 
For  some  years  we  have  practised  the  in- 
sertion of  a large  colpeurynter  into  the 
vag'na  in  labors  which  are  unduly  lengthy 
and  in  which  there  is  little  or  no  progress. 
This  irritates  the  cervix,. stimulating  the  la- 
bor pains  and  dilating  the  vagina  and  resist- 
ant per'nea1,  structures.  It  also  has  the  ad- 
vantage of  not  displacing  the  presenting 
part.  Complete  dilatation  and  effacement 
of  the  cervix  must  be  secured  before  any  at- 
tempts at  delivery  can  be  made. 

When  the  breech  begins  to  descend  into 
the  perineum,  preparation  should  be  made 
for  delivery  and  for  the  care  of  all  emergen- 
cies which  may  arise.  Drop  ether  with  pains, 
or  better  still,  ethelegine  of  nitrous  oxide 
and  oxygen  should  be  given,  encouraging 
1 he  patient  to  bear  down.  The  relief  of  some 
of  the  pains  during  the  second  stage  will 
aUow  the  patient  to  make  the  best  use  of 
her  efforts  and  often  facilitates  a rapid  and 
spontaneous  outcome.  In  our  clinic  at  the 
Chicago  Lying-in  Hospital,  we  perform  a 
medio-lateral  episiotomy  on  primiparae  who 
have  a resistant  pelvic  floor  or  a large  baby. 
This  facilitates  the  delivery,  prevents  seri- 
ous perineal  lacerations  and  shortens  the 
second  stage  of  labor. 
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As  the  feet  and  buttocks  are  delivered 
they  should  be  carefully  wrapped  in  a ster- 
ile towel.  When  the  navel  appears,  the  de- 
livery must  be  completed  within  eight  or 
ten  minutes.  The  attendant  or  assistant 
should  keep  his  hand  on  the  fundus,  follow- 
ing it  downward  as  the  buttocks  are  deliv- 
ered, thereby  preventing  the  arms  from  be- 
coming extended  above  the  head.  Should 
there  be  delay  in  the  spontaneous  delivery  of 
the  rest  of  the  body,  the  patient  should  be 
promptly  anesthetized  and  the  delivery 
completed.  Indeed,  many  obstetricians  feel 
that  “manual  aid”  or  delivery  of  the  shoul- 
ders and  head,  should  be  routinely  performed 
by  the  obstetricians  under  anesthesia  to 
avoid  many  serious  complications  which  may 
arise  at  this  stage. 

An  indication  may  arise  for  the  termina- 
tion of  labor  before  the  buttocks  have  spon- 
taneously delivered.  The  indications  for 
breech  extraction  on  the  part  of  the  mother 
may  be  weak,  ineffective  pains,  the  result 
of  a long  tedious  labor,  heart  disease,  eclamp- 
sia, or  placenta  praevia;  on  the  part  of  the 
baby,  asphyxia  as  is  indicated  by  a slowing 
or  irregularity  of  the  fetal  heart  rate.  Should 
the  indication  for  prompt  delivery  arise,  then 
one  must  have  the  usual  conditions  necesary 
for  an  instrumental  delivery.  The  cervix 
must  be  completely  effaced  and  dilated. 
There  must  be  no  great  disproportion  be- 
tween the  baby  and  the  passages.  The  baby 
must  be  alive.  The  membranes  must  be 
ruptured.  Complete  surgical  anesthesia 
should  be  insisted  upon.  To  force  the  con- 
ditions may  defeat  the  purpose  for  which 
the  extraction  has  been  undertaken,  such  as 
saving  the  life  of  the  baby. 

After  the  uusal  surgical  preparation,  the 
patient  is  catheterized,  the  vagina  thorough- 
ly lubricated  with  green  soap  and  a careful 
vaginal  examination  made  to  determine  the 
position  of  the  baby.  If  the  feet  are  still  in 
the  uterus,  one  or,  preferably,  both  feet  are 
to  be  brought  down.  If  the  feet  are  up 
against  the  face,  as  in  the  incomplete  breech, 
this  may  be  difficult.  The  whole  hand  is 
introduced  into  the  vagina  and  the  anterior 
thigh  located.  The  hand  is  passed  up  to  the 
knee  and  when  it  is  pushed  away  from  the 
midline,  the  leg  will  flex  sufficiently  to  grasp 
the  foot.  Traction  is  now  made  until  the 
foot  appears  at  the  vulva.  Where  it  has  been 
impossible  to  bmigl  down  both  feet,  the 
traction  on  the  one  is  continued  until  the 
buttocks  appear,  when  traction  can  be  fa- 
cilitated by  hooking  a finger  in  the  posterior 
groin.  As  the  feet  are  delivered,  they  are 
wrapped  in  a steril  towel  to  provide  a bet- 
ter grasp.  As  the  breech  comes  into  view, 


a better  purchase  can  be  obtained  by  grasp- 
ing the  baby  by  both  thighs,  distributing 
the  force  equally  so  as  not  to  injure  the 
child.  Gentle  but  continuous  traction  is 
continued  downward,  always  favoring  an- 
terior rotation  of  the  back  until  the  lower 
half  of  the  anterior  scapula  appears  under 
the  symphysis.  An  assistant  should  follow 
the  uterus  downward  as  the  fetus  advances, 
so  as  to  keep  the  fundus  tightly  contracted 
about  the  baby  to  avoid  extension  of  the 
arms. 

Wherever  possible  we  prefer  to  deliver 
the  anterior  shoulder  first;  however,  if  the 
posterior  shoulder  is  more  accessible  there 
is  no  objection  to  delivering  it.  The  import- 
ant thmg  is  to  deliver  the  shoulders  in  situ 
in  He  oblique  position  of  the  shoulder  girdle 
without  rotation.  Should  the  head  be  above 
the  inlet,  as  is  often  the  case,  rotation  of  the 
shoulder  girdle  may  cause  an  overstretching 
of  the  nerves  of  the  neck  and  a resultant 
Erb’s  paralysis.  The  index  and  the  middle 
finger  of  the  more  adaptable  hand  are  passed 
up  under  the  pubis  over  the  child’s  back  and 
down  to  the  elbow.  By  flexing  the  two  fin- 
gers and  tw.'s  ing  the  wrist,  the  baby’s  arm 
is  swept  over  the  chest,  down  and  out.  This 
sweeping  motion  keeps  the  arm  and  forearm 
in  flexion  and  c’osely  applied  to  the  baby. 
The  baby’s  body  is  now  lifted  upward  to- 
ward the  mother’s  groin,  avoiding  too  great 
an  angulation,  and  the  posterior  shoulder  is 
delivered  in  the  same  manner. 

The  delivery  of  the  aftercoming  head  is 
best  effected  by  the  method  of  Celsus-Wie- 
gand-Martin.  The  hand  whose  palm  applies 
to  the  abdomen  searches  the  baby’s  mouth, 
two  fingers  are  allowed  to  rest  on  the  pos- 
terior angles  of  the  baby’s  jaw,  the  child 
lying  on  the  forearm.  The  other  hand  is 
placed  above  the  symphysis  on  the  baby’s 
head  and,  by  combined  pressure  from  above 
and  traction  from  below,  the  head  enters 
the  pelvis  obliquely  and  is  rotated  anteriorly. 
The  nape  of  the  neck  stems  under  the  pubis 
and  the  face  is  delivered  over  the  perineum, 
keeping  the  chin  well  flexed  on  the  chest. 
As  soon  as  the  baby’s  mouth  can  be  exposed 
with  the  aid  of  a retractor  or  at  the  vulva,  it 
can  be  wiped  free  of  mucus  and  the  baby  can 
inspire  air.  The  delivery  need  no  longer  be 
hurried. 

Various  complications  may  arise  to  inter- 
fere with  the  normal  mechanism  briefly  out- 
lined. When  an  incomplete  breech  has  de- 
scended onto  the  perineum,  the  extraction 
may  begin  by  gently  hooking  the  index  fin- 
ger into  the  groin  of  the  child  and  making 
traction  until  the  buttocks  appear  at  the 
vulva,  when  further  traction  can  be  facilitat- 
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ed  by  hooking  the  other  finger  in  the  pos- 
terior groin.  When  the  arm  is  found  extend- 
ed or  around  the  baby’s  neck,  its  extraction 
may  be  aided  by  gently  rotating  the  child  in 
the  direction  favoring  the  wiping  of  the  arm 
across  the  face.  It  is  then  delivered  in  the 
usual  manner.  When  the  shoulders  are  im- 
pacted it  may  be  wise  to  push  the  shoulder 
girdle  above  the  brim  where  the  arms  can 
be  reduced  or  placed  in  the  transverse  diam- 
eter. If  the  umbilical  cord  is  too  tight  and 
interferes  with  traction,  it  can  be  cut  be- 
tween Uamps. 

Delivery  of  the  aftercoming  head  may  of- 
fer several  variants.  Rarely  the  occiput  will 
rotate  posteriorly  in  spite  of  all  caution.  Two 
fingers  of  one  hand  grasp  the  shoulders  from 
below,  while  the  other  hand  draws  the  feet 
over  the  abdomen  of  the  mother,  stemming 
the  neck  under  the  pubis  and  causing  the  oc- 
ciput to  sweep  over  the  perineum.  The 
Prague  maneuver  often  causes  extensive  ma- 
ternal ’acerations,  as  it  presents  the  most 
unfavorable  diameters  to  the  pelvis. 

Forceps  on  the  aftercoming  head  are  be- 
coming very  popular.  Their  judicious  use 
and  proper  application  will  prevent  many 
cerebral  hemorrhages,  the  most  frequent 
cause  of  fetal  death  in  breech  deliveries. 
Several  authorities  recommend  their  use 
routinely.  The  Piper  forceps  have  been  de- 
vised to  facilitate  the  application  of  forceps 
on  the  aftercoming  head.  Undue  pressure  on 
the  head  from  a’  ove  undoubtedly  increases 
the  bi-parietal  diameter,  frequently  ruptures 
the  falx,  tearing  down  the  tentorium  and 
forcing  the  meduha  oblongata  into  the  fora- 
men magrum.  In  our  clinic  we  apply  the  or- 
dinary DeLee-Simpson  forceps  to  the  after- 
coming head  when  safe  pressure  from  above 
does  not  result  in  its  prompt  delivery. 

CONCLUSIONS 

Careful  prenatal  care  to  determine  dispro- 
portion, to  ride  out  abnormalities,  and  to 
evaluate  each  case  individually,  will  greatly 
improve  the  high  fetal  mortality  that  exists 
in  breech  deliveries.  When  the  dispropor- 
tion appears  to  be  too  great  for  delivery  from 
below,  where  the  mother  is  an  elderly  primi- 
para  and  the  baby  assumes  added  import- 
ance, where  fibroids  or  an  ovarian  cyst  com- 
plicate the  delivery,  one  has  ample  indica- 
tions for  an  elective  cesarean  section,  pref- 
erably the  laparotachelotomy  under  local  an- 
esthesia. The  careful  management  of  the  pa- 
tient in  labor  w'll  do  much  to  insure  a suc- 
cessful outcome.  Lastly,  more  babies  are 
’ost  in  breech  de’iveries  as  a result  of  undue 
hurry  and  misapplied  force  than  of  the  lim- 
ited time  avai’able  for  the  deilvery.  A care- 
ful duplication  of  the  mechanism  intended 


by  nature  in  each  individual  case,  constantly 
on  guard  to  prevent  complications,  will  do 
much  to  improve  fetal  mortality. 


SURGERY  IN  PULMONARY 
TUBERCULOSIS 
WILLIAM  H.  THEARLE,  M.D. 

Los  Angeles,  Calif. 

The  failure  of  routine  sanatorium  care 
to  achieve  favorable  results  in  a large  ma- 
jority of  advanced  tuberculous  patients, 
after  cavity  formation,  is  glaringly  reflected 
by  repeated  statistics,  which  show  that  at 
least  three-fourths  of  such  cases  are  lost 
within  a span  of  five  years.  Hence,  the 
logical  trend  of  modern  treatment  has  been 
more  and  more  consistently  toward  collapse 
therapy  for  some  years  with  surgical  meas- 
ures playing  an  increasingly  prominent  role 
therein  recently ; and  adequate  gratifying 
experiences  have  justified  the  prevailing 
recognition,  jbv  progressive  clinicians,  ot 
established  cohapse  procedures  as  an  integ- 
ral graded  hnk  in  our  therapeutic  armamen- 
tarium against  advanced  phthisis. 

The  surgical  approaches  to  the  omnipres- 
ent disease  revolve  around  the  judicious  ap- 
plication of  the  underlying  concept  of  all 
tuberculo-therapy — rest — locally  to  the  dsi- 
eased  lung  in  part  or  toto.  The  variable  de- 
grees of  immobilization  and  collapse  obtain- 
able from  the  various  procedures,  and  the 
varying  response  of  different  patients  to  the 
same  compression  measure  under  seemingly 
s’nrlar  involvements,  together  with  the  nev- 
er-to-be-forgotten fact  that  tuberculosis  is  a 
genera1  ized  disease,  make  the  successful  so- 
lution of  this  surgical  problem  a purely  in- 
cTvidual  but  often  intriguing  one,  which  de- 
mands a nicety  of  judgment  and  breadth  of 
c’inica1  experience  that  is  equalled  in  few 
fie’ds  of  surgery. 

The  effort  of  this  presentation  is  not  to 
offer  an  exhaustive  dissertation  on  this  vast 
subject  but  rather  to  review  briefly  the 
practical  value  of  our  recognized  -surgical 
adjuncts  in  tuberculosis  and  to  stress  the 
more  widely  applicable  procedures  of  phren- 
ic-exeresis  and  extrapleural  thoracoplasty, 
which  at  present  enjoy  the  greater  vogue. 

Intercostal  neurectomy,  paralysis  of  the 
parietal  respiratory  muscles,  is  a relative  in- 
novation in  phthismtherapv  of  most  recent 
years,  that  has  so  far  been  little  used,  but  is 
inferentially  of  very  limited  value  as  a mnior 
improving  aid  in  certain  retrogressive  pa- 
tients, who  are  unsuitable  for  either  pneu- 
mothorax or  thoracoplasty.  Its  usefulness 
will  be  somewhat  enhanced  if  combined  with 
phrenic  interruption. 

Cavity  drainage,  by  galvano-cautery  or  the 
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superior  electro-coagulation  method,  should 
be  considered  only  for  a solitary  tuberculous 
cavity  with  secondary  infection  and  result- 
ant toxemia,  which  posterior  thoracoplasty 
and  supplementary  operations  have  failed 
to  obliterate.  I have  used  this  aid  in  two 
such  instances  with  success. 

Extrapleural  pneumolysis  is  a method  of 
selective  surgical  collapse  that  theoretically 
apnears  to  offer  the  solution  to  many  cases 
with  a single  cavity  of  only  moderate  size  in 
the  upper  lung,  as  the  chief  sequela  of  the 
disease;  but,  in  practice,  the  filling  schemes 
developed  to  date  have  so  frequently  failed 
to  maintain  the  excellent  degree  of  cavity 
col’a^se  obtainable  at  operation,  that  the 
measure  has  been  little  used  independently 
ami  scarcely  at  all  in  this  country.  On  the 
Continent,  however,  it  remains  the  preferred 
treatment  in  some  clinics  for  an  upper  lobe 
cavity  persisting  after  posterior  thoracoplas- 
ty, and  is  thus  doubtless  of  merit,  but  in  my 
opinion  more  definite  results  will  usually  be 
obtained  on  these  occasions  by  supolemen- 
tarv  costectomies,  provided  they  are  invoked 
before  extensive  regenerations  and  cross- 
union of  ribs  have  occurred. 

My  experience  with  the  pneumolysis  in 
fifteen  cases  (one  muscle,  three  paraffin 
and  eleven  gauze  tamponades)  is  that  the 
paraffin  method  is  the  best  filling  scheme, 
but  the  operation  alone  will  prove  only  an 
improving  measure  and  the  indications  for 
ifs  use  thus  are  decidedly  restricted. 

Intrap’eural  pneumolysis  is  an  invaluable 
adjunct  in  a selected  small  group  of  artificial 
pneumothoraces,  where  complete  pulmonary 
collapse  is  prevented  by  a few  string-like  or 
thin  membranous  adhesions  and  the  attain- 
ment of  a successful  pneumothorax  by  divis- 
ion of  these  restraints  offers  a reasonable 
prospect  of  ultimate  cure  of  the  disease  un- 
der this  therapy.  The  wed  known  fact  that 
tuberculous  patients  do  not  tolerate  pleuro- 
tomy  at  ad  well  makes  the  division  of  intra- 
pleural adhesions  by  “open”  operation  sel- 
dom justified,  especially  as  recent  vears  have 
witnessed  the  development  of  the  highly 
technical  but  safer  and  more  satisfactory 
“closed”  method,  whereby  the  adhesions  are 
severed  with  a gal vano -cautery  or  electro- 
surgical  unit  under  guidance  of  a thoraco- 
scope. 

My  experience  with  this  pneumolysis  is 
limited  to  three  open  and  five  closed  proce- 
dures. The  open  operations  resulted  in  con- 
siderable effusions  which  required  aspira- 
tions, and  pneumothorax  treatment  was 
continued  in  only  one  case ; the  cavity  rup- 
tured in  one  patient  with  secondary  pleural 
infection  and  subsequent  drainage  through 
the  operative  incision;  while  the  other  case 


soon  developed  a tuberculous  empyema  which 
nullified  further  pneumothorax  therapy.  On 
the  other  hand,  the  five  closed  cauteriza- 
tions had  a smooth  convalescence  with  in- 
consequential effusions,  and  pneumothorax 
was  continued  in  all  of  them. 

Phrenicectomy,  or  phrenic-exeresis,  the 
simplest  of  our  operative  procedures  in  tu- 
berculosis, has  obviously  become  the  most 
frequently  performed  one,  but  its  use  has 
yielded  to  date  a wider  range  of  variable  re- 
sults than  anv  other  collapse  measure. 

The  favorable  influence  of  phrenic  inter- 
ruption at  times  on  fibro-caseous  lesions  in 
the  apical  region,  is  responsible  for  the  pre- 
vailing view  that  the  effects  of  this  proce- 
dure are  largely  dependent  on  complete  par- 
alysis or  immobilization  of  the  corresponding 
diaphragm,  with  its  associated  pulmonary 
relaxation  and  rest,  rather  than  the  original 
concept  of  compression  incident  to  ascent  of 
the  paralyzed  muscle,  which  is  of  import 
mostly  in  basal  involvements.  This  assump- 
t:on  is  further  substantiated  bv  the  physio- 
logical fact  that  mobility  at  the  apex  is 
chiefly  dependent  on  excursions  of  the  dia- 
phragm. 

The  trophic  view  advanced  in  Germany 
several  years  ago,  that  interference  with 
vagus  and  sympathetic  fibers  to  the  lung  by 
phrenic  exeresis  is  responsible  for  the  favor- 
able influence  of  this  operation,  may  be  a 
factor  in  our  results,  but  such  remains  yet  to 
be  proved. 

One  might  surmise  from  the  growing  en- 
thusiasm for  nhrenic  surgery  in  some  quar- 
ters that  this  measure  was  fallaciously 
viewed  by  a few  almost  as  a surgical  panacea 
in  advanced  tuberculosis,  rather  than  in  its 
true  light  of  a supplement  to  other  col- 
lapse therapy,  particularly  complete  thoraco- 
p’asty.and  artificial  pneumothorax  in  fibro- 
ulcerative  cases. 

However,  the  comparative  benignity  of 
phrenicectomy,  in  the  presence  of  adequate 
vital  capacity,  commends  its  independent  use 
(1)  in  favorable  chronics  who  need  a little 
more  than  sanatorium  regimen  for  consis- 
tent improvement;  (2)  as  an  improving  aid 
in  selected  patients  with  too  much  involve- 
ment for  thoracoplasty  and  adhesions  pre- 
venting artificial  pneumothorax;  and  (3) 
for  the  attainment  of  specific  objectives  in 
certain  cases,  when  the  more  potent  proce- 
dures of  pneumothorax  and  thoracoplasty 
are  not  feasible,  viz. : repeated  hemoptysis, 
moderate  hemorrhages,  distressing  dia- 
phragmatic adhesions,  and  the  alleviation  of 
harassing  cough  in  occasional  late  caes. 

My  experience  with  phrenicectomy  in 
tubercu’osis  comprises  355  patients  on 
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whom  this  measure  was  used  for  the  follow- 
ing reasons : 

Supplementary  to  pneumothorax  31  cases 

Supplementary  to  thoracoplasty  68  cases 

As  an  independent  procedure  256  cases 

(a)  For  specific  objectives  only  81  cases 

1 —  To  test  status  of  contralateral  lesions.. ..12 

2 —  Hemoptoptyses  (15  successful)  21 

3 —  Hemorrhages,  small  and  moderate 10 

(7  successful) 

4 —  Basal  adhesions  causing  distress 29 

(20  relieved) 

5 —  Harassing  cough  in  late  cases  9 

(5  benefited) 

(b)  as  an  “improving”  adjunct 175  cases 

Improvement  of  varying  degrees  in  70  cases 
which  was  marked  in  21  cases;  9 patients  with 
solitary  cavitation  of  moderate  size  and  with 
little  associated  pulmonary  involvement  subse- 
ouently  bealed  this  lesion  without  other  col- 
lapse therapy. 

Extrarleural  thoracoplasty  is  the  out- 
standing contribution  of  surgery  in  tubercu- 
losis, but  its  far-reaching  possibilities  are 
just  beginning  to  dawn  on  the  profession. 
Being  our  most  influential  surgical  proce- 
dure, and  the  only  one  that  accomplishes 
col'anse  of  an  entire  lung  analogous  to  pneu- 
mothorax, the  requirements  for  thoraco- 
plasty are  the  most  exacting  in  collapse  ther- 
apy, and  the  se’ection  of  suitable  subjects  is 
its  paramount  issue. 

It  is  deemed  superfluous  to  delve  into  the 
fundamentals  relative  to  indications  for  this 
operative  measure  before  this  assembly,  so 
for  the  sake  of  brevity  we  will  simply  enu- 
merate the  prime  requisites  in  their  order  of 
importance.  The  triumvirate  of  (1)  contra- 
lateral lung,  (2)  extent  of  fibrosis  and  (3) 
cardiac  reserve,  must  be  evaluated  in  a most 
painstaking  manner  when  this  intervention 
is  contemplated ; while  almost  as  essential 
for  correlative  information  are  the  sedimen- 
ta+ion  test  and  vital  capacity.  The  latter 
two  determinations  are  so  informative  that 
to  ignore  their  significance  may  prove  the 
breaking  point  in  our  results;  in  fact,  too 
much  stress  cannot  be  laid  to  vital  capacity, 
which  should  be  routine  in  all  chest  surgery 
even  when  we  are  dealing  with  much  simpler 
operative  procedures  than  thoracoplasty. 

It  is  indeed  regrettable  that  we  not  in- 
frequently hear  that  some  clinicians,  special- 
izing in  tuberculosis,  will  permit  their  initial 
enthusiasm  for  this  surgery  to  become 
dampened,  as  they  fee]  that  their  results 
are  not  commensurate  with  the  risk  taken 
by  the  patient.  With  disparity  toward 
none,  I believe  the  perspective  is  due  to  the 
fact  that  they  are  inappreciative  of  the  task 
before  us.  Such  desultory  results  are  usual- 
ly not  attributable  to  the  operation  per  se, 
but  rather  to  the  fact  that  the  procedure 
has  not  been  properly  graded  or  timed  in 
its  sequence  so  the  walls  of  cavities  are  op- 


eratively approximated,  which  is  necessary 
for  their  eventual  obliteration. 

The  prevailing  conception  of  thoracoplasty 
in  these  cases  is  a two  or  three-stage  opera- 
tive procedure,  and  when  this  is  completed, 
we  are  only  too  prone  to  express  ourselves 
adversely  relative  to  this  operation,  if  the 
result  is  not  brilliant.  Unfortunately,  none 
of  us  possess  the  uncanny  intuitive  power  to 
unerringly  determine  the  extent  of  resec- 
tions necessary  in  every  case,  as  lung  fib- 
rosis, pleural  thickening  and  flexibility  of 
cartilages  are  impossible  of  mensuration ; 
hence,  some  cavitation  will  at  times  persist, 
especially  in  very  fibrous  cases  and  when  the 
interval  between  stages  has  been  prolonged 
through  unforseen  contingencies. 

In  the  medical  management  of  tuberculo- 
sis, persistence  is  the  foreword  and  no  speci- 
fied time  is  allocated  to  a patient  to  make  a 
recovery,  but  it  is  very  necessary  that  we  re- 
adjust this  perspective  for  cases  after  thora- 
coplasty when  a cavity  remains  patent;  and 
advisedly  persevere  early  with  additional 
surgery  until  the  optimum  result  is  attained. 

For  example,  let  us  assume  that  the  case 
has  had  a two-stage  operation  but  a cavity 
still  persists;  then  we  should  take  a definite 
stand  relative  to  supolementary  work,  de- 
pending on  the  condition  and  operative  re- 
sponse of  the  individual  within  a period  of, 
say,  approximately  ninety  days.  The  type 
of  surgery  here  indicated  falls  under  three 
heads : ( 1 ) extrapleural  pneumolysis  or  api- 
colysis,  feasible  only  for  small  apical  cavita- 
tion, (2)  parasternal  thoracoplasty,  the  best 
method  before  fixation  of  the  paravertebral 
area,  and  (3)  antero-lateral  costectomy,  the 
only  alternative  as  a late  procedure  when 
rigidity  of  the  operated  chest  has  occurred. 

Obviously,  we  are  failing  in  these  patients 
by  permitting  a long  interim  to  ensue  before 
insisting  upon  supplementary  surgery;  too 
often  a year  or  more  has  elapsed,  when  ex- 
tension in  the  contralateral  lung  or  low  car- 
diac reserve  prohibits  further  surgical  help. 

One  can  hardly  dismiss  any  general  con- 
sideration of  thoracoplasty  in  tuberculosis 
without  at  least  passing  reference  to  associa- 
ted bronchiec'asis,  which,  in  my  opinion,  is 
present  to  some  degree  in  most  cases  of  far- 
advanced  phthisis.  This  concomitant  usual- 
ly becomes  of  import  only  when  the  diseased 
lung  is  inadequately  codapsed  by  thoraco- 
plasty, which  is  commonly  the  result  of  a 
faulty  procedure,  and  the  resultant  distor- 
tion with  narrowing  of  the  larger  bronchial 
trunks  soon  causes  bronchiectatic  changes, 
which  are  forcibly  brought  to  one’s  attention 
by  the  persistence  (instead  of  disappear- 
ance) of  sputum  after  operation,  that  is 
found  to  be  tacillary-free. 
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Realizing  the  proved  fact  that  thoraco- 
plasty even  under  ideal  conditions  is  more 
of  a pa'liative  than  a curative  measure  for 
advanced  bronchiectasis,  it  is  therefore  of 
paramount  importance  that  this  associated 
condition  be  promptly  recognized  and  its  ex- 
tent visualized  by  bronchography,  in  order 
that  its  further  development  may  be  early 
curbed  by  supplementary  costectomy  of 
wide  scope  when  physically  feasible ; other- 
wise the  results  of  thoracoplasty  will  be  cor- 
respondingly vitiated  in  such  cases. 

Resuts  in  165  extrapleural  thoracoplasties 
performed  the  past  nine  years  on  advanced 
tuberculous  patients,  many  of  whom  did  not 
fulfill  the  strict  indications  laid  down  for 
this  operation,  are  as  follows: 


Total  operative  stages  302 

Apparently  cured  50  (30.3%) 

Arrested  - 34  (20.7%) 

Improved  8 ( 4.8%) 

Unimproved  2 ( 1.2%) 

DEATHS 

Operative  (first  week)  12  ( 7.3%) 

Early  (within  three  months)  16  ( 9.7%) 

Late  (after  three  months)  43  (26.0%) 


THE  SPECIFIC  TREATMENT  AND 
PROGNOSES  OF  HAY-FEVER 
M.  M.  GIBSON,  M.  D. 

St.  Joseph’s  Sanatorium, 

El  Paso,  Texas 

The  general  public  are  aware  that  hay- 
fever  can  be  prevented,  and  have  learned  to 
apply  for  treatment  well  in  advance  of  the 
expected  date  of  onset  of  them  symptoms. 
To  this  group  specific  treatment,  which  is 
“preseasonal,”  offers  a good  chance  of  pre- 
venting the  attack  which  will  surely  come 
if  no  treatment  has  been  instituted.  There 
are  patients,  however,  who  wait  until  their 
acute  symptoms  have  a'ready  become  well 
established  before  applying  for  relief.  To 
this  group  “co-seasonal”  treatment  offers 
something  in  the  way  of  immediate  relief. 
Symptomatic  treatment)  may  be  indicated 
in  any  case  and  may  frequently  be  quite  ef- 
fective. 

Specific  desensitization  finds  its  widest 
application  in  the  treatment  of  hav-fever 
caused  by  pollens  and  the  same  principles 
and  methods  should  apply  to  specific  treat- 
ment with  many  other  substances  besides 
pollen.  Desensitization  is  the  process  by 
which  the  reaction  of  the  patient  to  the  of- 
fending substance  may  be  modified,  and  is 
frequency  desirable  and  clearly  indicated. 
It  is  highly  specific  and  no  treatment  will  be 
successful  unless  the  extract  is  made  from 
the  exact  substance  causing  the  symptoms. 
If  the  patient  has  symptoms  in  late  July 
and  reacts  to  Bermuda  grass  as  well  as,  for 
example,  Russian  thistle,  an  extract  of  Ber- 


muda grass  will  not  protect  him  from  Rus- 
sian thistle. 

The  degree  of  sensitivity  varies  widely 
among  individuals  and  must  be  determined 
as  carefully  as  possible  before  beginning 
treatment.  This  degree  of  sensitivity  mani- 
fests itself  in  at  least  three  ways:  First,  the 
degree  of  clinical  sensitiveness  indicated  by 
the  severity  of  symptoms  and  by  the  appar- 
ent amount  of  exposure  to  produce  them. 
Second,  the  tolerance  is  indicated  by  the  size 
of  the  skin  reaction  in  relation  to  the  dilu- 
tion of  allergen  used.  Third,  the  degree  of 
sensitivity  may  be  estimated  by  the  response 
to  subcutaneous  treatment,  the  tolerance 
being  high  when  successive  doses  can  be 
rapidly  increased  with  only  small  reactions, 
and  low  when  small  doses  produce  large  lo- 
cal reactions  and  are  slowly  increased.  We 
must  always  qualify  degree  of  sensitivity  by 
making  it  clear  how  it  is  determined.  In  most 
cases  patients  highly  sensitive  clinically  will 
give  large  skin  reactions  and  frequently  to 
small  subcutaneous  therapeutic  doses.  Vio- 
lent hay-fever,  however,  is  not  always  ac- 
companied by  large  skin  tests,  and,  too,  the 
skin  test  may  be  large  and  symptoms  mild. 
More  important  are  those  whose  scratch  test 
reactions  are  small  to  pollen  dilutions  and 
yet  who  will  react  violently  to  relatively 
small  doses  used  in  subcutaneous  treatment. 
The  tolerance  to  subcutaneous  doses  varies 
w'de’y,  but  is  usually  fixed  at  a fairly  defi- 
nite level  for  each  patient  beyond  which 
any  considerable  increase  will  cause  exces- 
sive local  reactions.  Tolerance  can  be  raised 
but  only  small  doses  should  be  used  for  this 
purpose,  as  general  reactions  may  result 
from  larger  doses. 

Subcutaneous  tolerance  and  clinical  sen- 
sitiveness rise  and  fall  together,  and  the 
difference  in  individuals  depends  on  differ- 
ence in  the  level  of  tolerance,  so  the  maxi- 
mum dose  depending  upon  the  sensitivity 
of  the  individual  must  not  be  set  at  any  par- 
ticular quantity  for  a group  of  patients.  Set 
dosage,  based  on  the  average  response  of 
average  patients,  will  benefit  those  average 
patients,  but  if  the  dosage  is  too  large,  con- 
stitutional reactions  will  occur,  and  if  too 
small  there  will  be  no  relief  of  symptoms. 

In  prophylactic  or  preseasonal  treatment 
the  time  of  the  initial  dose  is  arbitrarily  de- 
termined and  ranges  from  six  weeks  to 
four  months  previous  to  the  expected  date 
of  onset  of  symptoms.  On  the  whole,  it 
seems  that  an  early  beginning  of  from  eight 
to  twelve  weeks  in  advance  of  the  onset  of 
the  season  i sfollowed  by  better  results  than 
when  treatment  is  started  late. 

The  size  of  the  initial  dose  is  based  on 
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tolerance.  At  first  the  only  available  index 
is  the  result  of  scratch  or  tntra-dermal  tests 
made  with  different  dilutions,  and  treatment 
is  begun  with  that  dose  which  gives  a neg- 
ligible reaction.  In  former  patients  return- 
ing for  treatment  in  another  year,  the  writ-_ 
ten  record  of  previous  treatment  is  of  far 
greater  value  than  the  skin  tests,  and  cur- 
rent treatment  can  be  started  with  a dose 
close  to  that  which  first  produced  a defi- 
nite local  reaction  the  previous  year. 

The  number  of  doses  and  interval  between 
them  cannot  be  determined  in  advance  but 
must  depend  upon  the  progress  made,  with 
the  local  reaction  to  subcutaneous  doses  be- 
ing the  important  guide  to  treatment.  The 
local  reaction  consists  of  redness  and  swel- 
ling and  wheal  formation  at  the  site  of  inoc- 
ulation, which  begins  at  once  after  injec- 
tion and  reaches  the  maximum  in  six  to 
twelve  hours  and  often  remains  as  a diffuse 
red,  itchy  swelling  for  twenty-four  hours  or 
for  days.  If  the  reaction  is  small,  the 
dosage  usually  can  safely  be  doubled.  Some 
clinics  do  rot  try  to  get  local  reactions,  but 
most  allergists  believe  it  is  only  by  produc- 
ing and  watching  them  that  treatment  can 
be  properly  adjusted.  Aim  to  get  a local  re- 
action the  size  of  a fifty-cent  piece  and  raise 
and  lower  next  dose  accordingly. 

Successful  results  depend  upon  a treat- 
ment which  is  optional  for  the  particular 
patient  and  it  is  desirable  to  reach  this  dose 
before  the  pollen  gets  into  the  air.  Best  re- 
sults are  obtained  when  treatment  is  con- 
tinued into  the  pollen  season  and  often  to 
the  end  of  pollination  of  the  causative  plant. 
Sometimes  in  the  season  one  can  stop 
treatment,  if  the  patient  has  passed  the 
usual  time  for  his  symptoms  and  remains 
free  while  other  individuals  are  having 
symptoms. 

Co-seasonal,  or  phylactic,  treatment  is 
conducted  in  a similar  way,  except  that  doses 
are  given  daily  or  every  few  hours,  provided 
the  reaction  from  the  last  dose  has  disap- 
peared. The  doses  are  smaller  and  given  in- 
tra-cutaneously.  The  local  reaction  must 
be  much  more  guarded  and  controlled  be- 
cause the  poison  absorbed  through  the  nose, 
added  to  that  given  by  injections,  may  easily 
make  an  excessive  total  dose.  Constitutional 
reactions  are  important  and  may  be  serious 
in  any  patient  receiving  desensitization 
treatment.  The  symptoms  are  severe  and 
prompt,  ordinarily  occurring  a few  minutes 
after  treatment.  These  reactions  are 
caused  by  over-dosage,  accidental  injection 
into  a venule  and  the  change  from  an  old  to 
a new  extract  during  the  course  of  treat- 
ment. Intra-muscular  and  intracutaneous 


injection  further  increase  the  possibility  of 
general  reaction.  Prompt  use  of  epinephrin 
usually  relieves  immediately. 

In  the  past,  very  little  has  been  said  about 
the  curability  of  hay-fever.  But  as  time 
passes  and  the  number  of  cases  treated 
thoroughly  and  repeatedly  for  many  sea- 
sons are  accumulating,  we  are  coming  to  the 
realization  that  it  is  possible  for  hay-fever 
to  be  permanently  relieved.  Henry  states 
that  successful  desensitization  for  three  to 
five  years  frequently  gives  permanent  re- 
sults. Walker,  in  an  analysis  of  100  appar- 
ently cured  cases  (the  word  “cure”  meaning 
freedom  from  symptoms  for  two  or  more 
years  without  treatment),  concludes  that 
when  pollen  tests  become  negative  it  seems 
safe  to  stop  treatment.  In  those  in  whom 
tests  do  not  become  negative,  it  is  desirable 
that  the  patient  have  at  least  one  and  pref- 
erably two  seasons  of  complete  freedom 
from  hay-fever  while  being  treated  before 
treatment  is  discontinued.  Piness  reports 
90  per  cent  of  his  cases  get  relief.  Bernton 
says'  94  per  cent  of  his  cases  improve.  Von 
de  Vear,  Cooke  and  Spain  report  75  per  cent 
to  100  per  cent  relief  in  85  per  cent  of  their 
cases  in  1925. 

While  the  results  of  pollen  therapy  as  a 
whole  are  good,  there  are  many  cases  of 
failure  and  this  may  constitute  the  majority 
in  the  hands  of  men  who  have  had  little  ex- 
perience with  this  form  of  therapy.  The 
number  of  failures  ranges  from  5 to  10  per 
cent.  Cohen  and  Rudolph  give  the  cause  of 
failure  as  follows:  (1)  Incorrect  diagnosis; 
(2)  inadequate  or  improper  treatment;  (3) 
inability  of  the  patient’s  body  to  develop  a 
tolerance  to  pollen  following  injections  of 
pollen  extract;  (4)  contact  with  unusually 
large  doses  of  pollen. 

Sometimes  there  is  a co-existing  sensi- 
tivity to  some  substances  other  than  pollen 
which  may  exacerbate  symptoms  during  the 
pollen  season,  and  failure  to  determine  and 
eliminate  these  extra  factors  is  responsible 
for  the  majority  of  failures  by  specific  meth- 
ods. Belyeat  emphasizes  the  importance  of 
orris  root  and  finds  it  to  be  a factor  in  7.2 
per  cent  of  373  cases  of  hay-fever.  Gelfand 
concludes  from  a study  of  his  failure  cases 
of  hay-fever  that  extra  pollen  sensitivity  is 
often  accountable  for  non-response  to  spe- 
cific treatment  and  recommends  that  all  sea- 
sonal hay -fever  subjects  be  tested  routinely 
with  the  inhalants  and  the  food  proteins. 

Attention  to  certain  factors  will  lead  to 
maximum  results.  These  factors  are:  early 
preseasonal  treatment,  with  treatment  con- 
tinued into  the  season ; individualization  of 
dosages  of  pollen  extract  and  intervals  of 
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treatment,  according  to  the  reaction  of  the 
patient;  careful  determination  of  the  pollen 
to  be  used;  and  preservation  of  the  potency 
of  the  pollen  extract  by  refrigeration  in  con- 
centrated form. 

Ramirez,  who  has  analyzed  425  cases 
treated  by  different  methdos,  draws  the 
following  conclusions:  “It  is  evident  that 
the  best  results  are  obtained  in  cases  coming 
about  three  months  before  the  expected 
pollination  date,  receiving  two  weeks’  inten- 
sive treatment,  increasing  the  dose  of  pollen 
rapidly  and  continuing  injections  up  to  the 
pollen  season,  reaching  as  high  a dose  as 
possible,  then  continuing  injections  once  a 
week  throughout  the  entire  season.’’ 


CHEMOTHERAPY  IN  SO-CALLED 
ALLERGIC  DISEASES 
DWIGHT  ALLISON,  M.  D. 

El  I'aso,  Texas 

In  considering  chemotherapy  in  allergic 
diseases,  this  review  will  limit  itself  to 
asthma  and  hay-fever  and  our  experiences 
for  the  past  two  years,  in  the  treatment  of 
these  diseases  with  chemicals. 

It  is  necessary  to  realize  that  these  pa- 
tients have  a definite  hereditary  tendency, 
that  emotional  upsets  frequently  precipitate 
severe  asthmatic  attacks  quite  suddenly, 
with  a gradual  decline  the  rule.  Sudden 
changes  in  climatic  conditions  frequently 
cause  decided  upsets,  badly  ventilated  rooms, 
and  various  other  causes  that  eliminate  any 
possibility  of  pollen  and  protein  being  alone 
the  etiological  factor  producing  these  mani- 
festations. 

During  attacks  we  frequently  find  definite 
metabolic  changes  in  the  body  and  in  the 
body  secretions  that  lead  us  to  believe  either 
that  the  changes  are  produced  by  the  dis- 
eases or  that  the  disturbance  of  the  metabo- 
lism causes  the  disease,  or  at  least  a tenden- 
cy to  precipitate  an  attack  of  the  disease. 

We  are  all  aware  of  the  patient  who  goes 
to  a high  or  low  altitude  and  frequently  se- 
cures instant  relief,  ;for  a time  at  least, 
and  does  so  while  on  the  same  diet  or  in 
the  presence  of  the  same  external  exciting 
cause.  This  leads  us  to  the  supposition  that 
an  economic  balance  has  been  obtained  that 
produced  the  relief. 

It  is  to  be  noted  that  patients  with  a low 
alkali  reserve  and  a high  acid  are  not  as 
subject  to  these  attacks — witness  the  diabe- 
tic, pregnancy,  acute  infections,  and  the  hab- 
itants of  the  higher  altitudes.  These  are 
known  to  have,  as  a rule,  a low  alkali  re- 
serve, and  also  it  is  well  known  that  patients 
of  this  class  are  relatively  free  from  allergic 
manifestations,  even  though  at  other  times 


they  are  subject  to  severe  and  at  times  fre- 
quent attacks. 

It  is  never  advisable  to  institute  thera- 
peutic procedure  in  hay-fever  in  any  form 
until  the  upper  respiratory  passages  and  the 
sinuses  have  been  examined  by  a competent 
specialist  and  all  traumatic  and  infectious 
conditions  ruled  out,  and  in  asthma,  trau- 
matic and  cardiac  conditions  eliminated.  A 
careful  history  and  dermal  tests  are  quite 
necessary  to  determine  the  offending  agent 
and  are  fairly  reliable,  but  it  is  quite  discon- 
certing to  place  a patient  on  a special  diet 
and  have  him  return  in  a short  time  in  more 
distress  than  ever.  I do  not  wish  to  decry 
the  use  of  skin  test,  and  the  usual  procedure 
of  desensitizing  an  individual.  For  years  I 
have  used  this  method  and  expect  to  employ 
it,  when  advisable,  in  the  future. 

Of  the  numerous  chemical  agents  em- 
ployed in  the  treatment  of  these  disorders 
we  will  review  a few  that  have  enjoyed  con- 
siderable popularity,  some  over  a long  pe- 
riod of  time. 

In  asthma  the  iodides  have  been  used 
quite  extensively  with,  at  times,  very  satis- 
factory results.  Many  failures  can  be  trac- 
ed to  selecting  a therapeutic  agent  when  it 
is  not  at  all  indicated.  The  use  of  iodides 
should  be  based  on  their  tendencies  to  pro- 
mote the  absorption  of  inflammatory  or  hy- 
perplastic products.  They  are  apparently 
more  effective  when  the  pathology  involved 
belongs  to  the  nervous  or  the  connective 
tissue  structures  and  in  particular  when  the 
process  is  determined  by  the  syphilitic,  the 
rheumatic  or  the  scrofulous  cachexia.  Over 
purely  idiopathic  hyperplasia  or  inflamma- 
tory products  the  resolvent  power  of  the 
iodides,  though  often  decided  and  sufficient- 
ly so  to  be  exceedingly  valuable  clinically, 
yet  is  distinctly  less  pronounced.  In  affec- 
tions of  epithelial  structures,  the  influence 
of  the  iodides  is  perhaps  the  most  marked  in 
bronchocele,  and  much  more  so  in  the  idio- 
pathic variety  than  in  that  belonging  to 
Basedow’s  disease.  To  develop  the  full  ef- 
fect it  is  often  necessary  to  resort  to  2 to  4 
drachms  a day,  especially  in  organic  diseases 
of  the  nervous  system,  whether  syphilitic  or 
idiopathic. 

Sodium  iodide  bears  to  the  potassium 
salts  the  usual  relation  of  a sodic  to  a potas- 
sic  chemical  brother.  It  is  less  depressing, 
less  irritating,  and  less  diuretic  but  also, 
though  efficient  enough  in  ordinary  cases, 
is  less  reliable  in  those  cases  that  test 
medicinal  potency  most  severely.  The  dose 
is  the  same,  with  the  observance  of  the  same 
precautions. 

Certain  calcium  salts,  as  a stimulant,  as- 
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tringent,  alterative,  resolvent  and  antisep- 
tic, have  been  employed  in  asthma  and  hay- 
fever  for  some  time.  And  we  see  some  quite 
striking  results  in  the  use  of  calcium  chlo- 
ride intravenously,  5 c.c.  of  a 5 per  cent  solu- 
tion being  used.  It  has  been  our  practice  to 
discontinue  the  use  of  calcium  salts  orally 
whenever  possible,  as  we  find  in  the  pres- 
ence of  fats  in  the  gastro-intestinal  tract  a 
saopy  concretion  is  formed  that  is  indigest- 
ible and  is  unassimilable.  When  we  are 
forced  through  circumstances  to  use  these 
salts  orally,  we  restrict  all  fats  in  the  diet 
and  give  the  doses  between  feedings. 

The  salicylates  have  been  employed  for 
many  years  in  many  asthmatic  conditions, 
frequently  with  beneficial  results.  It  has 
been  proved  that  the  salicylates,  if  given 
in  sufficient  doses,  will  produce  acidosis. 

Mineral  acids  are  now  being  used  quite 
extensively,  and  justly  so.  Nitrohydrochlor- 
ric  acid,  in  6 to  12  min.  doses  four  times  a 
day,  has  produced  some  quite  striking  re- 
sults, especially  in  hay-fever.  Our  exper- 
inece  has  been  rather  disappointing  with 
this  agent  in  asthma;  and  with  the  dilute 
hydrochloric  acid,  even  in  one  drachm  dose 
three  times  a day,  we  have  been  more  dis- 
appointed. 

Unfortunately  we  have  been  unable  to 
keep  a very  close  record  of  some  of  our 
cases,  due  to  the  fact  that  many  of  them 
live  out  of  town  and  we  do  not  get  to  follow 
them  as  closely  as  we  should,  but  will  re- 
view some  of  them. 

CASE  REPORTS 

Woman,  age  64,  came  to  us  in  February,  1924, 
with  asthma.  No  exciting  cause  could  be  found, 
but  the  history  revealed  that  these  attacks  always 
came  in  February  and  only  when  she  was  living  in 
her  home  that  was  in  an  alfalfa  field.  We  found 
moving  her  to  other  surroundings  gave  instant  re- 
lief. We  also  found  Lugol’s  solution,  3 min.  doses 
every  four  hours,  gave  her  relief  in  twenty-four 
hours,  and,  if  continued  for  a week  or  ten  days, 
she  had  no  more  attacks  until  the  next  February. 

Male,  age  44,  coal  miner,  had  asthma  for  more 
than  fifteen  years.  Lugol’s  solution  gave  relief 
in  a few  days,  and  he  was  able  to  continue  work  as 
long  as  he  used  the  medicine.  But  discontinue  the 
medicine  and  his  attacks  would  return  immediately. 

Female,  age  9,  has  had  asthma  for  six  years.  She 
had  skin  test  made  and  proper  desensitizing  pro- 
cedure instituted  and  continued  for  one  year  with- 
out results.  Acid  and  calcium  over  three  months’ 
time  had  no  effect.  Acid  and  a solution  of  spleen 
liquid  prepared  by  Armour  and  Company  gives  per- 
fect relief  from  twenty-four  to  forty-eight  hours, 
but  is  not  permanent. 

Female,  age  34,  had  asthma  for  six  years.  De- 
sensitized without  results.  Change  of  climate  to 
any  place  gives  relief  for  about  two  months.  Acid 
and  calcium  gives  some  relief  if  used  constantly. 

Male,  age  41,  hay-fever.  Desensitized  annu- 
ally for  three  years  with  some  results.  Calcium 
and  acid  gives  good  results. 

Male,  age  39.  Hay-fever.  Desensitized  annually 


for  four  years.  Some  relief.  Calcium  alone,  gave 
complete  relief. 

Female,  age  36.  Hay-fever.  Desensitized  annu- 
ally for  two  years.  Some  relief.  Calcium  gives 
complete  relief. 

Female,  age  7.  Hay-fever  one  season.  Ten  days’ 
acid  therapy  gave  complete  relief. 

Our  conclusions  are:  Always  have  skin 
test  made  to  determine  the  offending  agent, 
and  remove  the  cause,  if  possible.  Use  de- 
sensitizing therapy  if  practical  and  supple- 
ment that  with  acid  and  calcium  treatment. 
If  impractical  to  desensitize  the  patient,  use 
acid  and  calcium  alone.  We  feel  there  is  no 
specific  for  this  class  of  patients,  but  do 
maintain  chemical  treatment  is  of  great  as- 
sistance to  about  sixty  to  seventy  per  cent 
of  these  cases,  and  often  gives  complete  and 
apparently  permanent  relief. 


ALLERGY  FROM  THE  STANDPOINT  OF 
THE  OPTHALMOLOGIST  AND  THE 
OTOLARYNGOLOGIST 
B.  H.  BRITTON,  M.D. 

El  Paso,  Texas. 

There  is,  perhaps,  no  special  group  of  men 
in  the  practice  of  medicine  who  have  a bet- 
ter opportunity  t oobserve  allergic  phenome- 
na in  the  early  stages,  than  the  ophthalmolo- 
gist and  otolaryngologist.  It  has  been  our 
experience  that  many  of  the  patients  who 
are  to  become  true  allergic  cases — i.e.,  hay- 
fever  sufferers  and  asthmatics — have  some 
ocular  or  nasal  manifestations  of  this  begin- 
ning allergic  condition,  often  many  months 
or  years  prior  to  the  development  of  hay- 
fever  and  asthma. 

OCULAR  MANIFESTATIONS 
There  is,  of  course,  a certain  number  of 
cases  who  present  themselves  annually,  par- 
ticularly during  the  spring  or  summer 
months,  who  come  to  us  thinking  they  need 
glasses  or  who  have  been  referred  to  us 
thinking  they  have  some  infectious  condition 
of  the  eye.  The  most  common  forms  of  al- 
lergic phenomena  which  occur  about  the  eye 
are:  chronic  conjunctival  hyperemia  (chron- 
ic conjunctivitis),  chronic  marginal  blephai*- 
itis,  tearing  (epiphora),  and  encanthis  (car- 
unculitis).  These  cases  present  a similar 
clinical  picture,  regardless  of  the  anatomical 
lesion.  The  majority  of  these  patients  com- 
plain of  itching  and  burning  of  the  eye  with 
a pronounced  asthenopia.  Each  has  a slight 
photophobia  due  to  the  irritation  and  subse- 
quent epiphora.  Their  eyes  tire  easily  upon 
the  slightest  provocation.  Examination  will 
show  little  or  no  refractive  error,  with  nor- 
mal intra-ocular  findings.  These  cases  may 
be  divided  into  the  animal  protein  group:  i.e., 
dandruff,  cat  hair,  dog  hair,  duck  feathers 
and  goose  down,  and  will  generally  show  pos- 
itive to  these  extracts  when  given  intra-der- 
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mally.  In  the  second  group,  we  find  the 
seasonal  hay-fever  patients  who  are  suscep- 
tible to  the  various  botanical  groups.  The 
botanical  group  seem  to  establish  a certain 
ocular  immunity  after  a period  of  pronounc- 
ed symptoms.  That  is,  a patient  who  comes 
into  this  hay-fever  district  may  complain 
bitterly  of  the  eyes  at  first  and,  after  a short 
period,  have  little  complaint,  even  though 
he  has  developed  into  a typical  allergic  vic- 
tim. This  does  not  seem  to  be  true  of  the 
animal  protein  group.  Their  condition  seems 
to  be  progressively  worse  unless  the  etio- 
logic  factor  is  removed.  We  see  this  in  the 
patients  who  are  sensitive  to  duck  feathers 
and  goose  down.  They  complain  bitterly  of 
their  eyes,  particularly  in  the  morning.  The 
reason  for  this,  of  course,  is  that  they  are 
more  or  less  in  contact  with  the  goose  feath- 
ers and  goose  down  while  sleeping.  They 
generally  respond  when  kapok  is  substituted 
for  feathers  in  their  pillows  or  feather  beds. 
The  family  cat  may  be  at  fault  and  may  be 
the  cause  of  these  eye  conditions. 

The  inoculation  of  the  eye  may  be  from 
many  sources.  (1)  From  systemic  toxemia. 
The  mechanical  noxae  may  make  the  attack 
from  the  blood  stream,  from  which  they  are 
thrown  out  into  the  tissues  that  become  af- 
fected. This  is  true  of  the  food-sensitive 
cases.  A good  example,  however,  of  this  par- 
ticular type,  are  those  in  which  crysarobin 
or  napthalin  is  used  in  the  treatment  of 
skin  diseases,  with  subsequent  ocular  man- 
ifestations. (2)  Nasal  lachrymal  passage,  in 
a well  developed  allergic,  sneezing,  causing  a 
back  flow  through  the  nasal  lachrymal  duct 
into  the  eye.  These  cases  usually  show  a 
severe  inflammation  of  the  caruncle  (encan- 
this).  Their  symptoms  are  more  confined  to 
the  inner  canthus  of  the  eye  and  will  show 
the  effect  of  having  rubbed  their  eyes  very 
forcibly.  (3)  Through  contact.  Of  course, 
these  cases  are  the  ones  whose  eye  symptoms 
become  pronounced  upon  motor  trips,  as  they 
come  in  contact  with  the  heavily  pollinated 
air;  their  symptoms  are  much  more  pro- 
nounced when  there  is  heavy  weather,  than 
when  it  is  still.  Also,  following  rain  and 
fair  calm  weather,  the  atmospheric  condition 
has  a favorable  influence. 

Methods  of  treatment  in  these  cases  are 
varied  and  more  or  less  unsatisfactory.  Col- 
lyrium,  which  is  astringent  in  nature,  is  of 
value.  This  not  only  mechanically  washes 
the  globe  but  more  or  less  closes  the  lym- 
phatic channels.  Some  form  of  glucose  mixed 
in  this  collyrium  serves  as  an  ameliorant  and 
seems  to  allay  the  irritation  and  give  com- 
fort to  the  patient.  Adrenalin,  or  supra- 
renin,  is  widely  used,  but  is  of  very  tempo- 


rary value.  Should  the  pain  and  tearing 
be  so  pronounced  that  the  patient  is,  as  he 
terms  it,  nearly  crazy  with  rubbing  his  eyes, 
then,  the  use  of  eye  drops  containing  a quar- 
ter per  cent  holocaine,  is  not  harmful  in 
ameliorating  the  symptoms.  The  treatment 
of  these  cases  is,  in  the  main,  either  desensi- 
tizing or  the  avoidance  of  pollinated  areas 
and  motor  trips,  or  moving  to  the  sea-shore 
during  the  hay-fever  months. 

NOSE,  THROAT  AND  EAR 

It  is  sometimes  hard  to  determine  wheth- 
er the  allergy  through  blocking  has  preceded 
an  infection  of  the  nasal  accessory  sinuses 
or  whether  the  infection  has  been  responsi- 
ble for  the  allergic  symptoms.  The  part 
played  by  bacteria  as  an  etiologic  factor  in 
nasal  allergy,  has  yet  to  be  proved.  I believe 
that  the  general  opinion  is  that  the  bacteria 
are  secondary  invaders  which  are  aided  by 
the  blocking  and  congestion  of  the  nose  due 
to  the  allergic  sensitization.  However,  in 
cases  consulting  the  rhinologist  for  blocking 
of  the  nose,  allergy  should  always  be  kept  in 
mind.  The  general  belief  is  that  general 
vasomotor  reactions  occurring  in  hay-fever 
and  bronchial  asthma  are  manifestations 
of  hypersensitiveness ; the  histopathology 
shows  a marked  thickening,  hyperplasia  and 
polypoid  degeneration,  of  the  mucous  mem- 
brane. The  tunica  propria  of  the  epithelium 
shows  an  eosinophilia,  a large  round  cell  in- 
filtration with  some  tissue  proliferation. 
There  is  a dilatation  and  thickening  of  the 
blood  vessels.  There  is  also,  in  the  periosteal 
layer,  a round  cell  infiltration  and  connective 
tissue  multiplication.  Eosinophilic  infiltra- 
tion in  the  mucous  membrane  of  the  nose 
and  sinuses,  with  free  eosinophiles  in  the 
nasal  secretions  and  blood,  are  then,  of 
course,  suggestive  of  allergy;  just  as  eosino- 
philes in  the  blood  and  sputum  are  indicative 
of  the  existence  of  allergy  in  bronchial  asth- 
ma. In  every  _case  of  suspected  allergy,  the 
nose  and  sinuses  should  be  carefully  studied 
for  these  findings,  as  they  may  be  a valuable, 
adjunct  in  making  a diagnosis  of  allergy. 
Any  case  of  non-suppurating  or  hyperplastic 
sinusitis  should,  to  my  mind,  be  considered 
allergic,  until  it  is  proved  otherwise.  There 
has  not,  as  yet,  been  any  definite  classifica- 
tion of  the  allergic  diseases  of  the  sinuses  as 
compared  with  other  forms  of  sinus  disease. 

The  treatment  of  these  cases  is  indeed  a 
problem.  Any  treatment  is  of  value  only  in 
the  amelioration  of  the  symptoms,  which  are 
often  so  distressing  as  to  interfere  with  the 
patient’s  livelihood.  Day  after  day,  in  our 
office,  patients  come  to  us  with  a history  of 
having  sinus  disease.  The  majority  of  these 
cases  have  run  the  gauntlet  of  the  rhinolo- 


APRIL,  1931 


157 


gists  and  a great  number  of  them,  we  are 
sorry  to  say,  have  been  little  benefited  by 
the  treatment  given  them.  The  reason  for 
this  is,  of  course,  that  local  treatment  is 
only  palliative  and  not  curative.  The  finding 
of  the  obnoxious  agent  and  general  desensi- 
tization is,  of  course,  the  only  sure  cure  for 
these  patients,  other  than  a change  of  cli- 
mate. Avoidance  of  pollen-contaminated 
areas  is  of  importance.  Air  filters  are  of 
value.  Locally,  the  treatment  is  aimed  at 
some  preparation  which  will  -prevent  the 
mucous  membrane  of  the  nose  and  throat 
from  actual  contact  and  absorption  of  the 
pollen  toxin.  Liquid  petrolatum  is  as  good 
as  any  preparation  I know.  Some  find  the 
use  of  ephedrine  in  some  form  to  be  of 
value.  Yet,  we  find  that  the  allergic  patient 
soon  builds  up  a tolerance  for  the  ephedrine 
products  and  they  then  not  only  become  in- 
effectual but  actually  stimulate  cellular  hy- 
perplasia. Therefore,  we  do  not  recommend 
their  use.  Surgical  intervention  is  indicated 
only  in  those  cases  which,  through  the 
blocking  due  to  the  allergic  sensitization  and 
subsequent  vasomotor  disturbance,  develop 
a true  infection  in  the  sinus  proper.  Should 
the  blocking  become  so  profound  as  to  in- 
terfere with  the  nasal  respiration,  producing 
violent  attacks  of  headache,  it  is  usually  well 
controlled  with  the  implantation  of  a small 
radium  needle  in  the  lateral  wall  of  the  in- 
ferior turbinal  bodies,  al’owing  freer  venti- 
lation of  the  nose  following  the  contraction 
produced  by  it.  However,  this  should  be  used 
with  caution.  Removal  of  the  turbinal  bod- 
ies is  mentioned  only  to  be  condemned.  This 
is,  to  my  mind,  one  of  the  most  vicious  prac- 
tices which  reflects  on  the  rhinologist.  These 
patients,  of  course,  get  immediate  relief  of 
their  nasal  blocking  and  feel  exalted  for  a 
short  period  of  time.  They  then  return  with 
the  symptoms  of  a dry  throat,  air  hunger 
and  many  more  disturbing  symptoms  which 
are  much  more  distressing  than  their  for- 
mer nasal  obstruction.  Should  there  be, 
however,  a nasal  deformity  or  thickened  sep- 
tum, bony  growth  or  deflection,  then  these 
should  be  corrected  only.  To  repeat:  Let 
me  say  that  the  conservative  treatment,  the 
aim  of  which  is  only  to  protect  the  normal 
mucosa  until  general  desensitization  can  be 
accomplished,  is  what  we  consider  the  treat- 
ment par  excellence.  Local  treatment  is,  then 
only  palliative  and  not  curative. 

The  relation  between  bronchial  asthma 
and  nasal  infection.  It  has  been  our  exper- 
ience that  a large  percentage  of  asthmatics 
depend  upon  chronic  sinus  disease  combined 
with  allergic*  phenomena..  We  believe  that 
sinus  infection  is  never  the  true  source  of 


allergy  but  aids  in  the  general  toxic  condi- 
tion and  is,  therefore,  a contributory  or 
seconadry  factor.  Surgery  in  asthma  has 
come  into  more  or  less  disrepute.  There  are 
several  reasons  for  this:  first,  the  existing 
histopathology  has  been  poorly  understood ; 
second,  the  anatomy  of  the  ethmoidal  laby- 
rinth whwieh,  in  the  great  majority  of  cases, 
is  at  fault,  is  such  that  it  extends  into  re- 
gions which  are  more  or  less  inaccessible 
either  by  intranasal  or  external  operative 
routes.  Any  surgical  procedure  which  would 
attempt  to  exenterate  this  region,  would  be 
a procedure  which  is  certainly  improper  to 
undertake.  So-called  exenteration  of  the 
ethmoids  is  usually  followed  by  recurrence  of 
the  hyperplasia  and  polypoid  formation, 
not  because  of  operative  incompleteness, 
but  due  to  deep-seated  histopathology  inher- 
ent within  the  ethmoidal  labyrinth.  To 
claim,  without  deep  study,  a cure  for  asthma 
by  radical  surgery,  is  certainly  not  rational 
nor  effective.  It  can  not  be  said  that  all  asth- 
ma is  due  to  allergic  phenomena,  nor  that 
it  is  due  to  infection.  It  is  generally  always 
a combination  of  both,  for  patients  who  have 
had  radical  surgical  procedures  which  should 
cure,  in  my  observation  get  only  slight  re- 
lief and  continue  to  have  asthma.  There- 
fore, in  these  cases,  desensitization  with 
conservative  local  methods  aimed  at  ade- 
quate drainage  of  the  accessory  sinuses,  is, 
in  our  mind,  the  proper  rational  regime  of 
treatment.  Antral  infections  are,  of  course, 
from  their  anatomical  location,  much  more 
accessible  than  any  of  the  other  accessory 
sinuses.  Conservative  operative  measures 
here,  such  as  a nasal  antral  opening,  are  in- 
dicated should  the  antrum  be  found  to  be  in- 
fected. This  is  usually  a satisfactory  pro- 
cedure, particularly  in  bronchial  asthma. 
The  nasal  symptoms  are  based  on  irritation 
of  the  sensory  nerve  fibers.  Itching  and  tick- 
ling, resulting  in  sneezing,  are  of  course, 
a common  finding.  This  is  due  to  the  ab- 
sorption by  the  nasal  mucosa  of  the  allergic 
products.  Pain  due  to  blocking  of  the  nose, 
which  is  deep-seated  and  accompanied  by  a 
mucoid  discharge  and  which  is  followed  by 
severe  edema  of  the  mucous  membrane,  is 
common.  We  see  others  who  complain  of 
catching  cold  early  in  the  summer  and  its 
staying  with  them  until  fall.  The  majority 
of  these  are  allergic.  The  pathology  in  asth- 
matics is  identical  with  that  of  the  nasal 
mucous  membrane — eosinophilic  infiltration, 
thickened  mucous  membrane,  connective  tis- 
sue hyperplasia,  and  therefore,  secondary 
disturbance  of  function. 

The  ears  do  not  escape  this  allergic  reac- 
tion, The  continuity  of  the  mucous  mem- 
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brane  of  the  nasal  pharynx  with  that  of 
the  eustachian  tube,  renders  this  organ  sus- 
ceptible. The  same  pathology  as  existed  in 
the  nasal  mucosa  is  present  in  the  walls  of 
the  eustachian  tubes.  This  causes  a blocking 
of  the  tube  which  interferes  with  the  ven- 
tilation of  the  middle  ear.  This  produces,  of 
course,  subsequent  contraction  and  adhesion 
of  the  tubal  walls,  resulting  in  so-called  cat- 
arrhal deafness  These  patients  mav  also 
complin  of  mastoid  pain  due  to  the  absorp- 
tion of  air  from  the  pneumatic  areas  of  the 
mastoid  and  intense  itching  is  present  in 
most  cases,  the  patient  bemg  unable  to  lo- 
calize it,  but  apparently  it  runs  from  the 
nasal  pharynx  to  the  middle  ear.  Repeated 
inflations  of  the  middle  ear  will  prevent,  to 
a certain  degree,  adhesions  of  the  eustachian 
walls,  with  subsequent  deafness.  Tinnitus 
also  is  generally  relieved  by  these  inflations. 

Argyrol  packs,  neo-silvol  packs,  hygro- 
scopic compounds  (glycerine)  and  suction. 
For  vasomotor  constriction : eohedrine,  adre- 
nalin. Astringen+s:  zinc  sulphate,  aluminum 
sulphate  and  silver  mti’ate.  Colloidal  silver 
preparations  seem  to  be  in  vogue  in  almost 
every  rhinologic  periodical.  We  see  these 
preparations  written  up  by  competent  men 
and  depicted  as  almost  a panacea.  These 
preparations  are  presumed  to  pass  through 
the  mucous  membrane  into  the  underlying 
tissue  and  remove,  in  some  fantastic  manner, 
the  actual  tissue  hyperplasia  which  has  tak- 
en place  and,  after  from  six  to  eight  weeks 
of  treatments  at  twenty-four  hour  intervals, 
the  part  is  said  to  be  immune  to  allergic 
phenomena,  as  far  as  the  nasal  mucosa  and 
accessory  sinuses  are  concerned.  In  our  ex- 
perience this  is  not  true. 

The  basis  for  allergic  phenomena  is  dis- 
turbed me^abo’ism,  whether  this  be  due 
to  faulty  assimilation  or  to  some  toxic  pro- 
tein compound  which,  within  itself,  is  toxic. 
Therefore,  we  must  look  upon  these  condi- 
tions as  an  alteration  in  the  chemical  struc- 
ture of  both  the  cellular  protoplasm  and  the 
fluids  surrounding  it.  In  conclusion,  let  me 
say  that  the  treatment  of  allergic  conditions 
about  the  eye,  the  nose,  throat  and  ear,  are 
only  palliative  in  nature,  curative  measures 
depending  entirely  upon  desensitization  or 
avoidance  of  contact  with  the  affecting  pro- 
tein. In  other  words,  allergy  is  a constitu- 
tional disease  and  must  be  treated  as  such. 


GENERAL  ANESTHESIA  FOR  SHORT 
OPERATIONS 

H.  T.  SAFFORD,  M.D. 

El  Paso,  Texas 

For  many  years  ethyl  chloride  and  a cer- 
tain patented  compound  which  is  principally 
ethyl  chloride  (I  refer  to  somnoform)  have 
enjoyed  a degree  of  popularity  for  surgical 
operations  of  brief  duration.  This  is  chiefly 
on  account  of  ready  portability,  ease  of  ad- 
ministration and  a good  working  depth.  It 
is  of  course  well  known  that  for  administra- 
tions of  brief  duration  nitrous  oxide-oxygen 
is  by  far  the  safest  and  least  toxic  of  all  anes- 
thetics, but  the  cumbrous  nature  of  the  nec- 
essary apparatus  has  made  its  use  scarcely 
available  except  in  hospital.  Then,  too,  in 
nervous  patients  a satisfactory  depth  of 
narcosis  is  often  so  difficult  to  secure  as  to 
result,  in  many  instances,  in  practical  fail- 
ure. 

My  experience  with  somnoform  extends 
over  many  years  and  includes  something  like 
five  or  six  thousand  administrations.  Unto- 
ward effects  were  rare  but  did  sometimes 
occur  and  upon  one  occasion  resulted  in 
positive  disaster.  Because  of  the  ever-pres- 
ent, though  remote,  possibility  of  danger  of 
syrcope  which  is  inherent  in  ethyl  chloride 
and  ethyl  chloride  compounds,  I finally  be- 
came discontented  with  somnoform  and  be- 
gan to  try  to  find  a satisfactory  substitute 
of  sufficient  portability  for  practical  pur- 
poses. 

The  promise  of  an  anesthesia  of  greater 
depth  from  ethylene,  over  that  of  nitrous 
oxide,  led  me  first  to  think  of  this  agent. 
With  a view  to  obtaining  the  greatest  de- 
gree of  portability  I wrote  to  a chemical  com- 
pany putting  out  gas-oxygen,  inquiring  if  a 
mixture  of  ethylene-oxygen  in  a three  to  one 
ratio  might  be  supplied  in  a single  contain- 
er. I was  not  surprised  to  have  the  proposi- 
tion turned  down  as  impracticable.  This 
company  did  consent,  however,  to  put  up  for 
me  nitrous  oxide-oxygen  in  a ninety-four  to 
six  ratio  combined  in  a single  cylinder. 

Both  nitrous  oxide-oxygen  and  ethylene- 
oxygen  proved  very  disappointing  in  depth 
of  anesthesia,  and  quite  inferior  to  somno- 
form in  that  particular.  Finally,  after  trying 
to  anesthetize  a nervous  old  lady,  for  tooth 
extraction,  with  straight  nitrous  oxide-oxy- 
gen, with  the  result  a complete  and  dismal 
failure,  I decided  to  try  out  the  routine  ad- 
dition of  a drip  cupful  (two  drachms)  of 
ether  in  every  case  of  short  anesthesia.  The 
result  was  satisfactory  beyond  all  expecta- 
tion. Of  course  I had  long  known  and  used 
ether  addition  to  nitrous  oxide  to  intensify 
the  depth  of  anesthesia.  What  I had  failed 
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to  appreciate  was  the  perfect  innocuousness 
of  ether  so  used.  I had  expected  to  find  the 
almost  constant  occurrence  of  nausea  which 
is  so  usual  a sequel  to  ether  administration. 
Instead  I found  that,  when  the  ether  was 
limited  to  about  one  drip  cupful  on  my  San- 
ders mask,  that  is  to  say,  about  two  drachms, 
there  was  a smoother  recovery  from 
the  anesthetic  and  fewer  cases  of  post  anes- 
thetic vomiting  than  when  somnoform  was 
used. 

One  very  marked  advantage  that  this  an- 
esthetic has  over  somnoform  is  the  absence 
of  the  need  of  haste.  The  operator  who 
uses  somnoform  must  be  prepared  to  work 
fast  as  it  is  suitable  only  for  operations  of 
very  brief  duration.  Only  too  often  the 
surgeon  who  wants  a “whiff  of  gas”  finds 
that  it  takes  more  time  to  satisfactorily 
complete  the  operative  procedure  than  had 
been  anticipated.  In  fact,  this  is  usual.  So 
that  anestheisa  of  sufficient  depth  once  at- 
tained, it  may  be  prolonged  as  necessary  by 
continuing  the  nitrous  oxide-oxygen  alone 
or  with  the  addition  of  a little  more  ether  as 
the  occasion  requires.  Of  course,  when  anes- 
thesia is  prolonged  beyond  that  usual  for 
brief  operat;ons,  the  surgeon  can  not  and 
should  not  expect  the  patient  to  be  so  quickly 
ready  to  leave  the  office  nor  to  be  so  sure  to 
entirely  escape  nausea.  After  all,  the  prin- 
cipal object  to  be  attained  is  that  the  opera- 
tion should  be  done  thoroughly  and  safely 
under  a comfortable  working  depth  of  anes- 
thesia. 

As  to  the  portability,  I have  already  stated 
that  I had  put  up  for  me  a ninety-four  to  six 
nitrous  oxide-oxygen  mixture  in  a single  con- 
tainer. This  had  in  the  main  proved  so  satis- 
factory rfat  I was  about  to  present  this  sub- 
ject in  the  manner  it  is  now  given.  Before 
doing  so  I desired  to  test  out  several  ratios 
of  nitrous-oxide-oxygen  such  as  ninety  to  ten 
and  ninety-two  to  eight  mixtures  with  a 
view  to  obtaining  the  most  suitable  strength 
best  to  meet  the  majority  of  requirements. 
The  ninety-four  to  six  worked  very  well  with 
adults,  ut  was  found  to  be  too  concentrated 
for  children  without  admitting  air  from 
time  to  time. 

I applied  for  ninety  to  ten  and  ninety-two 
to  eight  mixtures  but  was  turned  down  by 
the  manufacturer.  I tried  another  firm, 
only  to  meet  the  same  discouragement.  This 
latter  house  declared  they  had  not  been 
asked  to  put  up  a nitrous  oxide-oxygen  mix- 
ture in  a s:ng'e  cylinder  in  the  past  fifteen 
years. 

In  spite  of  the  theoretical  objections  raised 
by  the  manufacturers,  the  one-tank  mix- 
ture works  satisfactorily.  I have  used  three 


tanks  of  ninety-four  to  six  mixture  and 
should  know.  In  view  of  so  much  opposi- 
tion on  the  part  of  the  chemical  houses,  I 
decided  for  the  present  to  use  one  tank  each 
of  notrous  oxide  and  of  oxygen,  which  I 
carry  in  a holder  of  my  own  contrivance. 

This  holder  consists  of  two  oval  bands  of 
monel  metal  connected  by  a strip  of  metal 
at  the  top,  to  which  is  attached  a carrying 
handle.  Bolts  passing  through  the  middle 
of  the  ovals  and  between  the  cylinders,  draw 
the  bands  down  to  figure-of-eight  shape  and 
clamp  the  cylinders  to  that  they  are  held 
rigid. 

By  using  B cylinders,  the  weight  is  not 
much  more  than  a good-sized  doctor’s  sat- 
chel. The  Sanders  mask  I use  is  easily  car- 
ried and  is  probably  the  best  one  in  the 
market  for  this  purpose. 

The  Technic.  In  giving  short  anesthesia 
the  bay  is  filled  with  nitrous  oxide  and  a 
rather  liberal  proportion  of  oxygen,  perhaps 
as  much  as  twelve  or  fifteen  per  cent.  By 
gradually  adding  more  nitrous  oxide  I 
soon  have  the  mixture  reduced  to  about  six 
or  eight  per  cent  oxygen.  The  free  use  of 
oxygen  at  the  outset  prevents  any  smother- 
ing sensation  and  helps  ease  the  patient  into 
tranquil  anesthesia.  Before  beginning,  it 
is  well  to  assure  the  patient  that  the  mask 
wiT  not  be  held  tight  to  the  face  but  will  be 
lifted  from  time  to  time.  This  measure,  by 
eliminating  fear,  aids  in  bringing  about  a 
smooth  induction  and  enables  the  anesthe- 
tist to  observe  from  time  to  time  the  color 
of  the  face.  Additional  spurts  of  nitrous 
oxide  and  oxygen  are  added  from  time  to 
time  as  needed.  After  administering  the 
gas  for  a minute  or  two,  ether,  at  first 
slowly,  is  allowed  to  drip,  drop  by  drop,  into 
the  mask.  The  rate  of  dropping  is  so 
gauged  that  by  the  end  of  five  minutes  the 
drip  cup  is  empty  and  the  patient  almost  in- 
variably anesthetized  to  a comfortable 
working  depth. 

It  is  to  be  remembered  that  this  proce- 
dure does  not  result  in  ether  anesthesia.  It 
is  essentially  a gas  anesthesia  intensified  by 
the  addition  of  a small  amount  of  ether  and 
has  the  nrompt  recovery  and  freedom  from 
after  effects  that  is  usual  when  gas-oxvgen 
is  given.  To  produce  real  ether  narcosis 
would  require,  not  one,  but  five  drip  cupfuls 
of  efher. 

The  carrier  I have  devised  may  also  be 
used  as  a holder  to  steady  the  tanks  so  that 
the  gas  may  be  turned  on  with  one  hand 
while  the  other  controls  the  mask. 

The  list  of  operations  which  may  suitably 
be  performed  with  the  anesthetic  procedure 
just  described,  includes  tooth  extraction, 
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opening  boils,  abscesses  and  small  carbun- 
cles, reduction  of  fractures  and  dislocations, 
rectal  sphincter  dilation,  treatment  of  anal 
fissures,  evulsion  of  finger  and  toe  nails,  par- 
acentesis, tampon  in  the  middle-ear  infec- 
tion and  the  removal  of  dressings  which  are 
adherent  to  raw  surfaces. 

There  is  only  one  important  contra-indi- 
cation to  the  use  of  nitrous  oxide  in  brief 
operations  and  that  is  the  existence  of  ob- 
struction in  any  part  of  the  respiratory 
tract,  from  the  mouth  and  nasopharynx  to 
the  tiniest  bronchioles.  Nitrous  oxide,  harm- 
less as  it  usually  is,  may  become  very  dan- 
gerous in  the  presence  of  respiratory  ob- 
struction. 

There  is  nothing  new  in  the  use  of  ether 
for  increasing  the  depth  of  gas  anesthesia. 
It  has  been  used  daily  for  many  years,  but  so 
far  as  I know  this  routine  has  never  been 
proposed  as  an  eminently  safe,  satisfactory 
and  portable  substitute  for  ethyl  chloride 
and  its  compounds. 


CASE  DISCUSSION 

(Case  of  Multiple  Peripheral  Venous 
Thrombosis). 

(Case  No.  16011,  Case  Records  of  the  Mass.  Genl. 
Hosp.,  from  New  Eng.  Jour,  of  Med.,  Jan.  2,  1930, 
p.  32). 

Case  Record 

A married  Polish  woman  forty-one  years  old 
entered  June  15  for  study,  semicomatose.  The 
history  was  given  by  her  sister,  who  spoke  little 
English  and  had  not  been  with  the  patient  much 
during  the  present  illness. 

Five  weeks  before  admission  she  had  sudden 
severe  stabbing  pain  in  the  middle  lateral  portion 
of  the  left  leg,  making  her  sit  down  for  a minute 
or  two.  The  leg  soon  became  red  and  blue  and 
moderately  sore.  The  condition  traveled  up  to  the 
groin,  where  a large  tender  lump  formed.  She 
had  sensations  of  needles  and  pins  in  the  left 
leg.  No  other  part  was  affected.  She  continued 
to  work,  though  she  felt  some  malaise.  The  sister 
did  not  know  about  fever.  The  left  leg  was  much 
swollen  for  a week.  Apparently  there  were  visible 
veins  on  the  left  side  of  the  abdomen.  Gradually  the 
swelling  went  down  and  the  lump  in  the  groin  dis- 
appeared. Two  weeks  before  admission  the  patient 
had  pain  in  the  left  upper  arm,  whether  sudden  or 
not  was  unknown.  Within  two  hours*  the  hand  and 
arm  had  become  swollen  and  blue,  with  numbness 
and  pins  and  needles  sensation.  Since  that  time 
she  had  been  in  bed,  feeling  much  worse.  Veins  soon 
appeared  over  the  left  shoulder  and  the  precordia 
and  still  remained.  During  the  two  weeks  a phy- 
sician gave  her  five  injections,  the  last  five  days 
ago.  She  had  been  alternately  hot  and  cold,  some- 
times shivering  (no  real  chill),  at  other  times 
sweating  profusely.  She  had  complained  at  times 
of  quite  severe  pains  in  the  lower  abdomen,  the 
left  axilla,  not  related  to  respiration,  somewhat  re- 
lieved by  pressure,  and  pain  in  the  lower  back  re- 
lieved by  nothing  but  hot  irons.  During  the  two 
weeks  she  had  taken  noth'ng  but  water  and  orange 


juice.  A menstrual  period  began  twelve  days 
before  admission  and  continued  with  fairly  pro- 
fuse flow  until  the  day  before  admission.  She  had 
lost  considerable  weight.  She  complained  at  times 
of  pain  and  discomfort  in  the  left  anterior  thorax, 
and  at  such  times  seemed  to  have  slight  difficulty 
in  getting  her  breath.  During  the  past  five  days 
the  discoloration  and  swelling  of  the  arm  had  dis- 
appeared. During  the  past  two  days  she  had  be- 
come increasingly  unresponsive.  Her  bowels  had 
not  moved  for  a week. 

Her  family  history  is  not  significant. 

She  had  always  been  strong  and  healthy,  though 
obese.  Her  sister  knew  of  only  two  illnesses.  Elev- 
en years  before  admission,  three  days  after  the 
birth  of  a child,  the  patient  got  up  and  began  to 
work.  She  was  seized  with  sudden  abdominal  pain 
which  required  a hypodermic  for  relief  and  lasted 
about  two  hours.  The  next  day  she  was  entirely 
well.  She  had  had  several  similar  attacks  at  inter- 
vals of  one  to  two  years.  Three  years  before  admis- 
sion she  was  kicked  in  the  left  ankle,  which  swelled 
and  was  sore  for  about  two  weeks,  with  entire  re- 
covery. Her  last  pregnancy,  three  years  before  ad- 
mission, resulted  in  a stillbirth  at  term. 

Clinical  examination  showTed  a well  nourished  wo- 
man, semicomatose,  giving  an  occasional  drowsy 
groan  and  now  and  then  waving  her  left  arm  slow- 
lv.  Head,  throat,  heart,  lungs  and  abdomen  nor- 
mal. Over  the  upper  left  chest  and  shoulder  an- 
teriorly the  veins  were  more  prominent  than  else- 
where. In  the  left  supraclavicular  space  there  was 
an  indurated  area  extending  laterally  along  the 
floor  of  the  space.  The  left  arm  was  redder  than 
the  ria-ht  and  showed  numerous  telangiectases  on 
the  forearm.  The  skin  of  the  left  foot  showed 
some  desouamation.  The  leg  was  redder  than  the 
rieht.  Both  legs  showed  many  varicose  veins. 
There  was  a small  black  papule  on  the  left  leg. 
Pupils  normal.  Knee  jerks  hyperactive. 

Amount  of  urine  not  recorded.  Both  of  two 
catheter  specimens  showed  a slight  to  a large  trace 
of  albumin  and  occasional  leukocytes,  one  to  two  red 
Hood  cells  per  field  once,  acetone  and  diacetic  acid 
positive  once,  specific  gravity  1.026  to  1.035.  Blood: 
18,000  to  22,500  leukocytes,  80  to  84  per  cent  poly- 
nuclears,  hemoglobin  70  per  cent,  reds  3,600,000. 
Two  smears  showed  no  achromia,  anisocytosis  or 
poikilocvtosis,  platelets  normal.  Four  atypical  cells 
seen,  almost  certainly  yelocytes;  two  definite 
blasts  seen.  Hinton  negative.  Blood  culture:  no 

growth.  Non-protein  nitrogen  38  milligrams. 

Until  June  18  temperature  100°  to  101.5*,  pulse 
100  to  120.  respirations  normal;  a terminal  rise  to 
106.1°,  pulse  150,  respirations  51. 

A consulting  neurologist  could  not  explain  the 
semicoma.  He  found  the  fundi  and  reflexes  nega- 
tive. No  Kernig  or  Babinski.  He  recommended  a 
lumbar  puncture.  It  was  done  and  was  negative. 

The  patient  remained  in  the  same  condition  as 
at  admission.  The  nie-ht  of  June  17  she  was  said 
to  have  had  a convulsion  followed  by  coma  which 
was  still  present  the  next  morning  with  no  other 
physical  signs  than  the  rise  in  temperature,  pulse 
and  respirations  and  a marked  increase  in  swelling 
around  the  left  supraclavicular  space  with  heat  and 
a yellow  t nt  as  of  subcutaneous  hemorrhage.  There 
was  also  a large  swelling  in  the  right  supraclavic- 
ular space,  thought  to  be  a lymph  gland.  June  19 
her  condition  became  steadily  worse  and  she  died. 
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Discussion  by  Dr.  R.  J.  Stroud,  Tempe,  Ariz. 

Thrombosis  in  general  attacks  the  venous  sys- 
tem. The  structure  is  that  of  a deposit  of  blood 
platelets  gradually  laid  up  in  layers,  which  con- 
stitutes the  head  or  white  portion,  and  a tail  and 
body  of  blood  elements,  which  are  red.  It  is  in  dis- 
pute whether  infection  is  always  present,  or  wheth- 
er it  can  form  from  variations  in  blood  flow, 
changes  in  blood  constituents,  and  changes  in  ves- 
sel walls,  independently  of  infection.  Thrombi  form 
in  the  immediate  neighborhood  of  infected  foci;  in 
large  venous  trunks  opposite  an  inflammatory 
area,  and  so  forth.  There  are  those  which  form  at 
places  remote  from  the  original  focus  and  those 
which  arise  from  infections,  specific,  as  typhoid 
or  complicating  cachexias  and  constitutional  dis- 
eases. Whether  infection  is  secondary  or  whether 
the  thrombus  forms  only  when  infection  is  present, 
is  not  the  point  in  this  instance  as,  when  the  spread 
came,  there  was  undoubtedly  infection  present. 
When  multiple  thrombi  occur  there  must  be  an  orig- 
inal source  of  infection  for  no  doubt  embolic  pro- 
cesses take  place  in  this  condition.  There  is  the 
possibility  of  a process  on  the  veins  similar  to  the 
heart  in  an  infective  endocarditis,  in  which  emboli 
form  other  thrombi.  If  we  give  credence  to  selec- 
tivity of  organisms  there  is  the  possibility  of  a 
strain  which  attacks  the  intima  of  the  veins.  This 
would  account  for  multiple  infection  and  thrombi. 
The  primary  thing  would  be  mycotic  endophlebitis 
with  many  secondary  thrombi.  The  left  thigh  is 
most  often  the  seat  of  thrombus  in  primary  affec- 
tions of  vein  plugging,  as  was  the  case  in  this 
particular  woman. 

There  are  several  things  to  explain  in  this  par- 
ticular case.  The  sudden  sharp  pain  in  the  abdo- 
men, which  disappeared,  could  have  been  a small 
thrombotic  area  in  the  mesentery;  the  pains  of 
the  left  axilla  and  the  left  anterior  thorax,  could  be 
either  within  the  chest  cavity  or  related  to  the  veins 
outside.  Inside  the  cavity  there  could  be  and  prob- 
ably was  some  thrombotic  infarction.  Syphilis  could 
be  present  when  we  consider  that  the  last  child 
was  stillborn,  but  against  that  is  the  fact  that  sel- 
dom is  a thrombus  due  to  syphilis  found  except  in 
subcutaneous  veins.  There  is  a menstrual  flow 
to  be  considered — lasting  12  days  and  profuse,  per- 
haps menopausal — but  still  not  accounted  for  in  the 
light  of  the  fact  that  a thrombus  could  have  come 
from  infected  adnexa.  There  was  some  anemia 
which  could  have  followed  the  primary  condition 
and  which  favored  the  ever-extending  thrombi. 
There  was  an  infective  process  when  the  white  blood 
count  was  taken  and  the  few  myelocytes  found  were 
insuffic'ent  to  diagnose  leukemia.  No  growth  on 
blood  culture,  when  taken  only  once,  does  not  pre- 
clude organisms  and  infected  emboli  in  the  blood. 
The  loss  of  weight  and  only  orange  juice  by  mouth, 
accounted  for  the  acidosis  present,  as  well  as  the 
high  specific  gravity.  This  could  also  account  for 
the  albumin.  The  comatose  condition  was  appar- 
antly  unexplained,  as  no  eye  examination  is  de- 
scribed and  other  neurological  findings  are  nega- 
tive. Sinus  thrombosis,  together  with  the  appar- 
ent jugular  thrombosis,  could  account  for  this  even 
with  no  increase  of  pressure  in  the  spinal  fluid.  It 
is  very  hard  to  rule  out  syphilis  in  this  class  of 
death,  with  a negative  finding  neurologically.  Blood 
pressure  is  not  given  so  we  are  at  a loss  to  know 
how  the  arteries  were.  The  heart  shows  no  evidence 
of  septic  endocarditis  but  it  is  hard  to  rule  out. 

Diagnosis:  Multiple  venous  thrombosis  and  death 
from  sinus  thrombosis. 


Original  focus  probably  from  primary  endophleb- 
itis of  left  thigh. 

Possibility  of  syphilis  or  septic  endocarditis. 

Discussion  by  Dr.  James  Madison  Greer,  Phoenix. 

The  important  points  given  in  this  case  are: 
Working  woman  age  forty-one;  some  indefinite 
symptoms  in  the  abdomen  or  pelvis  in  the  past; 
this  illness  starting  with  a sudden  sharp  pain  in  the 
calf  of  the  leg  followed  by  swelling  and  some  other 
signs  of  infection  in  the  venous  or  lymphatic  sys- 
tem, later  subsiding.  Two  weeks  later  a condition 
in  the  left  arm  similar  to  that  starting  in  the  leg, 
with  still  some  other  signs  of  more  or  less  general 
infection.  There  was  also  some  abnormal  menstru- 
ation. Gradual  increasing  unresponsiveness,  with 
coma  and  death. 

There  are  several  things  we  should  like  to  know 
about  this  case,  in  addition  to  what  is  given  here. 
This  so  many  time  happens,  not  only  in  these  cases 
we  study  here,  but  also  in  the  cases  we  see  in 
our  daily  work.  We  note  that  the  head,  thorax, 
heart,  lungs  and  abdomen  are  normal.  It  would 
seem  that  that  is  a lot  of  territory  to  be  taken  in 
by  only  seven  small  words;  however,  it  is  quite 
characteristic  of  many  of  my  own  recorded  physical 
examinations.  We  should  like  to  know  what  the 
pelvis  showed  on  physical  examination.  It  is  said 
that  the  abdomen  was  normal.  Does  that  include 
the  pelvis?  The  signs  over  the  left  shoulder  are 
those  of  a septic  phlebitis  and  the  left  foot  showed 
signs  of  a previous  inflammatory  process,  probably 
concerning  the  blood  vessels  or  lymphatics.  There 
seems  to  me  nothing  significant  about  the  urine, 
that  is,  nothing  more  than  one  would  expect  to  find 
in  a patient  so  ill.  The  blood  picture  indicates  a 
septic  process,  and  some  secondary  anemia.  The 
Hinton  is  reported  negative,  but  I am  quite  sure  that 
Dr.  Clohessy  would  not  rule  out  syphilis,  in  this 
case.  I am  not  surprised  that  the  consulting  neu- 
rologist could  not  explain  the  semiconsciousness.  I 
can  hardly  explain  it  myself.  As  this  discussion  is 
getting  rather  long  for  me,  and  nothing  can  be 
gained  by  turning  it  upside  down  or  around,  I shall 
now  venture  a diagnosis.  From  the  sequence  of 
events — the  phlebitis,  which  in  all  probability  came 
from  the  pelvis — I should  like  to  say  that  the  pa- 
tient developed  a septic  thrombosis  followed  by  cer- 
ebral abscess.  Of  course  there  is  always  the  possi- 
bility of  syphilis  and  malignancy  in  a case  like  this. 

Diagnosis:  1.  Septic  phlebitis  and  embolus. 
2.  Cerebral  abscess. 


Discussion  by  Dr.  Orville  H.  Brown,  Phoenix. 

The  pain  and  swelling  of  legpoints  to  a venous 
thrombosis.  Likewise,  the  signs  and  symptoms  at 
other  places  were  indicative  of  phlebitis  and  throm- 
bosis. Probably  the  cerebral  condition  also  was 
dependent  upon  phlebitis. 

The  enlargement  within  the  left  supraclavicular 
space  suggests  lymph  Inode  enlargement.  IThe 
small  black  papule  on  the  left  leg  suggests  the  pos- 
sibility of  a melanotic  sarcoma.  There  seems  to 
be  no  other  suggestion  of  melanosis,  however.  The 
leukocytosis  suggests  acute  infection.  There  is  a 
moderate  anemia.  The  myelocytes  and  myeloblasts 
indicate  serious  bone-marrow  disturbance,  and 
would  suggest  the  diagnosis  of  acute  aleukemic 
myelogenous  leukemia.  So  far  as  disclosed  by  the 
record  in  tins  case  thre  was  no  mouth  sensis,  a 
common  condition  in  acute  myelogenous  leukemia. 
The  process  was  acute.  There  was  no  growth  of 
organisms,  however,  on  blood  cultures.  The  phle- 
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bitis  and  thrombosis  may  arise  from  one  of  a variety 
of  causes,  such  as  septico-pyemia,  puerperal  infec- 
tion, erysipelas,  appendicitis,  dysentery,  gonorrhea, 
typhoid,  measles,  smallpox,  diphtheria,  gout,  rheu- 
matism, fractures,  passive  congestions,  and  so 
forth.  Therefore,  it  seems  that  thrombosis  might 
not  be  unexpected  in  acute  myelogenous  leukemia. 
Acute  myelogenous  leukemia  belongs  to  an  illy 
defined  and  understood  pathological  group  sadly 
in  need  of  study  and  differentiation.  For  the 
want  of  a better  diagnosis,  and  taking  the  findings 
of  the  unusual  leucocyte,  I venture  the  diagnosis  of 
acute  myelogenous  leukemia. 


Discussion  by  Dr.  Fred  G.  Holmes,  Phoenix. 

Possible  diagnoses  in  this  case  are:  (1)  primary 
blood  dyscrasia  of  a nature  of  myelogenous  boce- 
mia;  (2  chronic  septic  process  with  septicemia 
focus  located  at  undetermined  point  in  the  body; 
(3)  some  form  of  purpura;  (4)  luetic  disease,  sug- 
gested by  the  still  birth  three  years  previous.  Of 
these  diagnoses  it  seems  to  me  that  the  most  sup- 
port can  be  found  for  the  second,  namely,  septic 
condition  with  focus  somewhere  in  the  body.  Defi- 
nite localization  of  such  focus  is  not  suggested 
by  physical  examination  or  the  history,  as  these 
are  confined  chiefly  to  description  of  the  actual 
peripheral  lesions.  An  endocarditis  with  septic 
emboli  might  produce  this  clinical  syndrome. 
Even  the  myelocytes  in  the  blood  could  be  explained 
by  chronic  stimulation  of  bone  marrow  and  blood 
building  elements.  The  final  condition  on  admis- 
sion,' which  gradually  terminated  in  coma  arid 
death,  fits  in  with  this  diagnosis.  A convulsion 
which  was  followed  by  coma  without  other  localizing 
findings  might  be  teken  as  central  nervous  system 
involvement,  possibly  causing  an  increase  in  pres- 
sure over  the  entire  cerebral  spinal  system. 

Discussion  by  Dr.  T.  T.  Clohessy,  Phoenix. 

We  have  here,  first,  severe  pain  in  left  leg,  fol- 
lowed by  swelling  of  the  leg  and  a tender  lump  in 
the  groin,  with  subsidence  later.  No  fever  or  leu- 
kocytosis mentioned,  although  they  were  probably 
present,  as  they  were  found  later  with  a some- 
what similar  condition  in  the  left  arm.  Three 
weeks  afier  the  first  attack  the  left  arm  became 
swollen,  this  time  with  the  significant  polynuclear 
leukocytosis,  fever,  feeling  of  hot  and  cold,  and 
sweating.  Her  present  condition  would  certainly 
point  to  some  bacterial  infection,  the  brunt  of 
which  was  first  manifest  in  the  left  leg  and  later 
in  the  left  arm  and  adjacent  region.  This  infection 
has  produced  a phlebitis,  first  of  the  leg  and  later 
of  the  arm.  Where  the  original  focus  of  infection 
was,  I see  no  indication  in  the  record,  except  it  be 
where  she  complained  of  pain  in  the  left  anterior 
thorax,  with  difficulty  in  breathing;  at  the  same 
time,  the  left  lung  was  apparently  clear.  These 
two  positive  signs  and  one  negative  sign  would 
lead  one  to  believe  that  the  infectious  focus  was 
somewhere  in  the  endocardium,  possibly  the  lighting 
up  of  an  old  mitral  valve  lesion  without  physical 
signs.  Negative  blood  culture  would  not  obviate 
the  possibility  of  occas’onal  bacterial  showers  in 
the  blood.  To  me  the  most  probable  diagnosis  is 
phlebitis  from  some  internal  focus  of  infection, 
very  likely  the  endocardium. 


Discussion  by  Dr.  RDhard  Cabot. 

(In  part,  from  above  journal,  n.  33). 

The  severe  stabbing  leg  pain  is  evidence  of  em- 


bolus, whether  arterial  or  venous  we  cannot  yet  de- 
cide. She  continued  to  work,  so  I suppose  it  was 
venous.  Presumably  the  injections  given  by  her 
physician  were  morphia.  She  had  pain  in  the  left 
anterior  thorax,  on  the  same  side  on  which  she  had 
something  in  the  arm.  The  fact  that  the  swelling 
in  the  arm  disappeared,  as  did  the  swelling  in  the 
leg,  is  support  to  the  idea  of  venous  thrombosis.  If 
her  illness  eleven  years  before  admission  was  not 
gallstone  I do  not  know  what  it  was.  On  the  basis  of 
the  history  we  certainly  must  believe  that  she  has 
had  multiple  thrombi.  It  is  much  more  natural 
to  think  she  had  first  embolism,  later  thrombosis, 
in  the  leg,  then  in  the  arm,  and  very  possibly 
something  in  the  lung.  This  makes  us  look  for  a 
source  of  emboli. 

I do  not  think  we  need  pay  any  attention  to  that 
acetone  and  diacetic  acid.  We  assume  that  there 
is  no  sugar  in  the  urine.  She  may  have  been  vom- 
iting. If  it  is  not  due  to  that,  she  was  so  nearly 
unconscious  that  she  has  not  taken  much  food  and 
therefore  has  starvation,  the  usual  cause  of  that 
finding.  Unless  the  definition  of  myelocytes  is 
given  it  does  not  help  me  at  all;  different  people  at- 
tach that  name  to  many  different  cells.  I am  re- 
lieved that  the  consulting  neurologist  could  not 
find  the  cause  of  the  semicoma. 

Differential  Diagnosis 

I feel  so  far  very  uncertain  as  to  the  diagnosis. 
T feel  quite  clear  that  she  has  venous  thrombosis 
first  in  the  left  leg  and  then  in  the  left  arm. 

Dr.  Mallory:  It  is  fair  to  say  that  there  were 
large  lvmph  nodes  in  the  left  groin. 

Dr.  Cabot:  That  is  important.  We  have,  then, 
large  lymph  nodes  in  the  left  groin  as  well  as  this 
one  in  the  supraclavicular  space;  with  evidence  of 
multiple  venous  thrombosis  and  coma. 

A Student:  Would  you  consider  diabetic  coma? 

Dr.  Cabot:  I should  say  it  is  very  queer 

to  have  a person  die  in  diabetic  coma  with 
no  more  history  of  increased  appetite,  thirst 
or  albuminuria  and  with  a negative  urine. 
During  the  two  weeks  five  injections  were  giv- 
en. That  is  a queer  way  to  give  insulin.  I am 
going  to  vote  against  diabetic  coma.  But  that 
was  a very  ingenious  suggestion.  I never  should 
have  thought  of  it  myself,  but  I admire  the  brain 
of  the  man  who  did. 

I do  not  think  we  have  enough  evidence  of  a de- 
cided acidosis, — no  air  hunger,  which  we  ought  to 
get  with  any  severe  acidosis.  I think  we  ought  to 
assume  a brain  lesion.  Let  us  discuss  what  may 
have  been  found  in  the  brain.  In  the  first  place 
whatever  blocked  the  circulation  in  the  extremi- 
ties may  have  blocked  a vein  in  the  cerebral  sys- 
tem, a sinus  for  instance.  I do  not  see  why  sinus 
thrombosis  might  not  produce  this  cerebral  con- 
dition. I have  seen  cerebral  thrombosis  without 
any  localizing  symptoms.  If  the  edema  of  the  brain 
was  general  it  might  account  for  the  coma.  Sec- 
ond, we  have  these  enlarged  lymph  glands,  which 
worry  me  a good  deal.  Whatever  those  are  may 
conceivably  be  in  the  brain,  too.  What  could  they 
be  ? Could  she  have  the  lymphoid  form  of  leukemia  ? 

I think  not.  Even  if  you  agree  that  those  are 
myelocytes,  four  myelocytes  do  not  make  a leuke- 
mia any  more  than  one  swallow  makes  a summer. 
If  we  take  the  red  count  seriously  she  has  anemia; 
patients  do  not  have  red  counts  like  that  without 
some  explanation.  There  is  however  the  difficulty 
that  she  has  no  achromia,  which  is  almost  always 
present  in  any  of  the  common  types  of  secondary 
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anemia.  I cannot  therefore  connect  her  anemia 
with  the  enlarged  lymph  glands,  if  they  are  enlarg- 
ed lymph  glands,  and  I do  not  see  how  we  can  say 
it  is  leukemia. 

A Student:  How  about  aleukemic  leukemia? 

Dr.  Cabot:  Let  us  call  it  lymphoblastoma  without 
circulating  metastases.  What  evidence  have  we  of 
it?  We  have  those  four  myelocytes,  whatever 
weight  we  put  on  those,  and  more  important,  the 
presence  of  a definite  anemia  and  possibly  of  en- 
larged glands.  I do  not  remember  seeing  glands 
of  this  sort  associated  with  such  a blood  as  this  in 
any  type  of  blood  disease  that  I know.  I do  not 
see  how  a diagnosis  of  any  blood  disease  could  be 
made  on  the  basis  of  these  facts  alone.  I do  not 
know  what  those  lymph  glands  are.  They  might 
perfectly  well  be  neoplastic  lesions  of  some  type  not 
connected  with  the  hematopoietic  system;  but  I do 
not  know  where  to  put  any  such  neoplasm.  One 
that  would  bring  about  thrombosis  in  the  left  arm 
and  left  leg  with  a e-land  in  the  right  axilla  is  a 
hard  one  for  me  to  think  of.  Hypernephroma  is  a 
tumor  as  often  missed  as  any  tumor  we  have.  I do 
not  remember  seeing  it  going  with  any  such  met- 
astases, if  they  are  metastases.  as  this.  We  look 
for  bone  metastases  in  hypernephroma.  Where  else 
in  the  body  could  neoplasm  be  relegated?  The  tail 
of  the  nancreas  ? I remember  they  caught  me  with 
that  twice  at  the  Brigham  Hosoital,  no  one  having 
suspected  it.  The  lung?  Perfectly  nossible  so  far  as 
I know.  We  had  proof  of  it  last  week.  We  had  no 
x-ray  in  this  case.  T do  not  know  just  why  not. 

A Student:  Is  thrombosis  sometimes  due  to 

mechanical  pressure  of  enlarged  glands  ? 

Dr.  Cabot:  Yes.  That  is  a good  suggestion,  es- 
pecially about  this  leg.  because  that  is  the  side  on 
which  we  had  a big  gland.  I think  that  is  the 
best  suggestion  we  have  had.  We  have  some  en- 
larged glands,  with  thromboses.  Still  we  want  to 
know  what  the  glands  were.  Could  we  say  that 
these  are  the  glands  of  Hodgkin’s  disease,  of  the 
primarv  type  of  lymphoma  ? I do  not  know  why 
not.  That  seems  to  me  a good  idea.  I had  not 
thought  of  it  at  all.  It  could  go  perfectly  well  with 
this  blood  picture,  and  such  thrombosis  could  be 
connected  with  such  enlarged  glands. 

Clinical  Diagnoses  (From  Hospital  Record) 

Multiple  thrombophlebitis  with  septicemia. 

Pneumonia. 

Dr.  Richard  C.  Cabot’s  Diagnosis 

Hodgkin’s  disease  with  thrombosis. 


Pathologic  Discussion  by  Dr.  Tracy  B.  Mallory. 

(From  page  35,  above  journal). 

This  case  was  one  primarily  of  Hodgkin’s  dis- 
ease. I think  the  unusual  manifestations  of  the 
phlebitis  and  the  coma  rather  distracted  attention 
from  a good  many  details  which  ordinarily  might 
have  commanded  it.  There  was  a huge  mass  of 
tumor  tissue  which  measured  5 by  6 by  7 centime- 
ters approximately  in  the  position  of  the  thymus  in 
the  anterior  mediastinum.  That  should  certainly 
have  given  evidence  on  percussion  of  the  chest,  cer- 
tainly would  have  shown  if  an  x-ray  of  the  chest 
had  been  taken.  There  was  pretty  general  lymph 
node  enlargement,  most  marked  in  the  left  groin 
and  in  the  retroperitoneal  glands.  The  veins  of 
the  right  leg  and  left  arm  showed  fresh  thromboses 
which  I think  were  infectious  in  origin.  Possibly 
pressure  had  something  to  do  with  them,  too.  The 
brain  lesions  we  have  not  had  time  to  study  thor- 
oughly yet.  There  were  many  very  minute  miliary 


areas  of  softening  which  in  sections  showed  edema 
and  absorption  of  myelin  but  no  leukocytic  reaction, 
and  in  the  sections  there  seemed  to  be  thrombi  in  a 
few  of  the  smaller  vessels.  It  probably  represents 
another  focus  of  the  migrating  phlebitis  which  she 
had  elsewhere.  It  is  a very  unusual  picture.  I 
have  never  seen  anything  like  it,  and  I do  not  know 
yet  exactly  what  it  is. 

ANATOMIC  DIAGNOSES 

1.  Primary  disease. 

Lymphoblastoma,  Hodgkin’s  type. 

2.  Secondary  or  terminal  lesions. 

Migrating  thrombophlebitis,  peripheral  and  cere- 
bral. 

Multiple  miliary  softening  of  the  brain. 


CASE  DISCUSSION 

(Three  Months’  Pa^n  in  the  Left  Lumbar 
Region). 

(Case  17011,  Case  Records  of  Mass.  Genl.  Hosp., 
from  New  Eng.  Jour,  of  Med.,  Jan.  1,  1931,  p.  31). 

Case  History 

This  patient  was  a business  man  sixty-one  years 
of  age  who  was  admitted  to  the  hospital  October 
20  with  a history  beginning  about  seven  months  be- 
fore of  sudden  onset  of  pain  in  the  left  lower  back. 
He  was  seen  by  his  doctor,  who  treated  him  symp- 
tomatically. The  patient  also  had  some  osteopathic 
treatments.  X-ray  showed  arthritis  of  the  hip  joints. 
After  a few  weeks  the  pain  disappeared  and  he 
seemed  to  be  quite  well  again. 

Then  in  July  he  had  a sudden  onset  of  cough 
which  his  physician  described  as  typical  of  whoop- 
ing cough.  This  lasted  for  about  eight  weeks.  He 
also  had  a fever  which  continued  until  the  present 
time.  Pus  was  found  in  his  urine,  and  persisted 
through  several  examinations.  Because  of  this  he 
was  sent  to  a hospital  and  cystoscoped.  Nothing 
was  found  to  account  for  the  pus. 

About  three  months  ago  he  developed  pain  in  the 
back  so  severe  that  he  could  neither  lie  nor  sit  in 
comfort.  After  that  had  persisted  for  two  weeks  he 
was  taken  to  another  hospital  by  an  orthopedic 
surgeon  who  had  him  on  a bed  with  boards.  After 
three  or  four  weeks  the  acute  distress  began  to 
subside  he  was  sent  home,  the  fever  continuing, 
but  the  back  pain  much  relieved.  About-  two 
weeks  before  entry  he  had  an  attack  of  severe  pain 
in  the  left  upper  quadrant  which  at  first  was 
thought  to  be  due  to  gas,  but  because  of  the  per- 
sistence of  the  pain  and  some  spasm  the  question 
was  raised  as  to  the  possibility  of  a subphrenic  ab- 
scess. The  pain  continued  up  to  the  time  of  en- 
trance. The  only  thing  about  the  gastrointes- 
tinal history  was  the  loss  of  appetite  and  the  very 
marked  constipation,  amounting  to  obstipation.  He 
had  a running  fever  for  five  months.  Until  very 
recently  no  cardiac  murmurs  were  heard. 

In  addition  to  the  above  story  he  gave  the  his- 
tory that  for  two  years  he  had  had  mild  attacks 
of  angina  that  had  disabled  him  very  little.  They 
always  occurred  on  exertion,  on  stepping  out  into 
the  cold  and  after  meals,  and  were  relieved  if  he 
immediately  stopped  walking  for  a moment  or  two. 
The  attacks  were  very  brief;  he  never  took  nitro- 
glycerin for  relief.  With  the  onset  of  fever  he  be- 
gan having  more  severe  attacks  of  angina,  requiring 
nitroglycerin  and  for  some  attacks  morphia. 

He  had  always  been  well  and  strong  except  for 
rheumatic  fever  at  the  age  of  twenty-five,  but  there 
is  no  history  of  any  involvement  of  the  heart.  He 
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had  passed  repeated  heart  examinations  for  life  in- 
surance companies. 

When  we  examined  the  man  we  found  him  ob- 
viously very  weak,  with  marked  pallor.  The  heart 
was  about  9 centimeters,  which  was  for  a man  of 
his  size  well  outside  the  nipple  line.  There  was 
all  the  evidence  of  aortic  regurgitation.  The  blood 
pressure  was  150/40.  An  electrocardiogram  show- 
ed normal  rhythm,  rate  105,  slight  left  axis  devia- 
tion, slight  slurring  of  the  Q-R-S  complexes.  His 
left  upper  quadrant  was  very  painful  and  tender 
but  beneath  the  resistance  we  could  feel  a mass 
which  we  thought  was  undoubtedly  an  enlarged 
spleen.  The  lower  border  of  the  liver  was  down 
below  the  navel.  This  was  very  difficult  to  explain. 
It  was  not  tender  and  did  not  suggest  the  liver  of 
acute  congestive  failure.  There  were  no  signs  in 
the  lung,  no  edema  of  the  legs.  The  spine  was 
rigid  and  almost  any  movement  in  bed  produced 
pain  referable  to  the  vertebral  column.  He  had  in 
the  left  fundus  a very  small  hemorrhage  suggest- 
ing a petechial  hemorrhage,  but  there  was  no  club- 
bing and  no  tenderness  of  the  finger  tips. 

We  examined  his  urine  for  blood  nearly  every 
day  for  the  two  weeks  he  was  in  the  hospital  and 
never  found  any  red  blood  cells.  The  leukocyte 
count  was  14,000  to  7,600,  the  reds  2,800,000  to  2,- 
950,000,  the  hemoglobin  45,  the  differential  count 
78  per  cent  polynuclears.  The  stools  were  nega- 
tive. 

During  hi  scourse  in  the  hospital  he  ran  a 
very  septic  temperature,  the  highest  being  103°. 
The  pulse  rate  was  90  to  130.  The  blood  pressure 
was  150/40. 

He  had  repeated  attacks  of  very  severe  angina, 
coming  more  and  more  often  and  not  relieved  by 
nitroglycerin.  He  had  to  have  sometimes  as  many 
as  three  quarter-grain  doses  of  morphia  to  relieve 
him.  On  account  of  the  distress  due  to  angina 
pectoris  we  kept  him  morphinized  during  the  last 
three  or  four  days  of  life  in  order  to  minimize 
these  attacks.  Finally  on  the  sixth  of  November 
about  seven  o’clock  he  had  a very  severe  attack  of 
anginal  pain  of  sudden  onset  and  died. 

His  x-rays  show  advanced  hypertrophic  changes 
throughout  the  vertebral  column.  There  was  no 
evidence  of  any  metastatic  malignancy  in  any  of 
the  bones. 


Discussion  by  I)r.  H.  D.  Ketcherside,  Phoenix 

This  man  undoubtedly  died  of  angina,  probably  a 
coronary  occlusion;  but  how  can  we  explain  the 
other  symptoms?  The  most  outstanding  symptoms 
were  pain  in  the  left  lumbar  region  and  left  upper 
quadrant;  persistent  fever  extending  over  a five 
months’  period;  a mass  in  the  upper  left  quadrant, 
which  was  thought  to  be  an  enlarged  spleen;  and 
an  enlarged  liver. 

Considering  the  causes  of  lumbar  pain,  we  find 
that  the  great  majority  of  cases  can  be  placed  in 
one  of  three  groups:  (1)  Infections;  (a)  local,  as 
tuberculosis  of  the  spine,  perinephritic  abscess; 
(b)  general,  as  typhoid,  acute  endocarditis,  sepsis. 
(2)  Orthopedic  Lesions;  lumbago,  sacro-iliac  strain, 
osteoarthritis.  (3)  Renal;  pyonephritis,  tuberculo- 
sis of  the  kidney,  renal  stone,  hypernephroma.  On 
account  of  the  long-continued  fever  and  absence  of 
renal  symptoms,  I believe  we  can  exclude  the  last 
two  groups  in  this  case,  although  we  know  that 
he  did  have  some  osteoarthritis,  as  shown  by  x-ray. 
Considering  the  local  infections,  I believe  we  can 
eliminate  tuberculosis  of  the  spine,  since  there 


was  no  evidence  of  it  in  the  x-rays.  Perinephritic 
abscess  is  not  so  easily  eliminated.  If  it  did  oc- 
cur, it  was  probably  a blood-borne  infection,  and 
we  should  look  further  for  the  source  of  the  infec- 
tion. Of  the  general  infections,  we  shall  have  to 
consider  typhoid,  since  this  patient  had  a continu- 
ous fever  of  four  months’  duration,  and  a mass 
which  was  thought  to  be  an  enlarged  spleen.  His 
temperature  was  more  of  a septic  type  and  he  had 
a high  leukocyte  count,  so  I am  going  to  elimi- 
nate typhoid. 

We  are  left,  then,  with  acute  endocarditis  and 
some  form  of  general  sepsis  to  consider.  The 
heart  murmurs  were  discovered  only  two  weeks 
before  admission  and  seemed  to  be  confined  to  the 
aortic  valve,  so  I do  not  believe  his  infection  was 
primarily  an  endocarditis.  I believe  this  man  had  a 
general  sepsis,  the  exact  nature  of  which  I am  un- 
able to  state,  but  since  the  onset  of  fever  and 
cough  coincided,  I am  going  to  say  his  trouble 
started  with  some  respiratory  infection,  and  out- 
line the  subsequent  events  something  like  this: 
The  infection  starting  in  the  lungs,  was  carried 
by  the  blood  to  the  kidney,  forming  a perinephritic 
abscess  which  was  near  the  upper  pole  and  ex- 
tended upward,  forming  a subphrenic  abscess;  or 
there  may  have  been  no  perinephritic  abscess,  but 
metastatic  abscess  in  liver  and  spleen. 

Discussion  by  Dr.  J.  D.  Hamer,  Phoenix 

A subacute  bacterial  endocarditis  would  suggest 
itself  as  a probable  diagnosis  in  this  case.  It  could 
account  for  this  patient’s  prolonged  course,  the 
septic  type  of  temperature,  the  appearance  of 
evidence  of  a valvulitis,  the  enlargement  of  the 
spleen  and  liver,  the  secondary  anemia,  the  leu- 
kocytosis. Against  this  diagnosis,  however,  is  the 
absence  of  red  cells  in  the  urine,  the  absence  of 
petechial  hemorrhages  (except  a questionable  pet- 
echia in  the  left  fundus),  and  a lack  of  finger 
clubbing.  But  it  would  be  interesting  to  know  the 
results  of  a blood  culture. 

The  angina  dates  back  to  a period  prior  to  this 
last  illness.  At  his  age,  there  could  be  sufficient 
evidence  of  changes  usually  found  in  anginal 
cases,  in  this  patient  at  autopsy,  that  is,  sclerosis 
of  the  coronary  and  other  vessels.  It  is  true  that 
the  angina  was  the  immediate  cause  of  death,  but 
there  were  undoubtedly  other  contributing  causes. 
Coronary  embolism  or  thrombosis  could  occur  in 
association,  or  as  the  result  of  an  endocarditis, 
with  infarct  formation,  and  this  could  give  anginal- 
like  pain  also. 

The  arthritis  of  the  hip  joints  and  spine  were 
chronic  affairs,  maybe  dating  back  in  their  begin- 
ning to  the  attack  of  rheumatic  fever  twenty-five 
years  previously,  and  if,  at  the  present  time,  an 
acute  exacerbation  of  active  septic  infection  was 
present,  it  would  be  logical  to  assume  that  these 
vulnerable  joints  would  flare  up  and  become  ac- 
tively inflamed  and  painful  again.  If  this  be  a 
case  of  bacterial  endocarditis,  it  is  difficult  to  ex- 
plain the  portal  of  entry.  His  attack  of  whooping- 
couch  would  be  very  unlikely  to  be  the  cause.  How- 
ever, it  is  seldom  possible  to  determine  the  portal 
of  entry  in  any  of  these  cases. 


Discussion  by  Dr.  Victor  Randolph,  Phoenix 

Two  principal  diaenoses  in  this  case  appear  to 
be  given  us  gratuitously,  i.  e.,  arthritis  of  the 
spine  and  angina  pectoris.  There  is  also  some  hear- 
say evidence  but  no  exact  findings  regarding  a 
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renal  or  genito-urinary  condition.  The  nigger  in 
the  woodpile  is  an  enlarged  liver  and  possibly 
spleen.  The  former,  we  are  told,  has  no  relation 
to  the  heart  disease  and  this  statement  is  supple- 
mented by  absence  of  edema  in  the  extremities, 
and  the  statement  that  there  were  no  signs  in  the 
lung.  It  is  insinuated  that  he  had  vegetative  en- 
docarditis. There  was  fever  for  three  months 
which  was  found  to  be  septic  while  he  was  under 
observation.  He  had  a marked  secondary  anemia 
and  a supposedly  petchial  hemorrhage  in  the  re- 
tina. We  have  bed-side  witnesses  to  the  presence 
of  aortic  disease.  We  have  no  evidence  that  any 
one  thought  it  worth  while  to  eliminate  the  most 
common  cause  of  aortic  disease. 

Now  we  have  to  reconsider  the  diagnosis  given 
of  angina  pectoris.  It  was  not  relieved  by  nitro- 
glycerine and  therefore  was  probably  more  than 
single  angina.  The  electrocardiograph  suggested 
affection  of  the  ventricular  conduction  system  but 
did  not  show  coronary  occlusion.  Nevertheless,  the 
cardiac  pain  was  sufficient  to  make  me  think  that 
there  was  myocardial  damage  and  that  the  heart 
condition  was  the  cause  of  sudden  death.  I am 
inclined  to  think  that  the  diagnosis  was  not  made 
but  that  most  logical  guess  as  to  the  diagnosis  is 
vegetative  endocarditis  of  the  aortic  valve  and 
probably  the  mitral  valve,  with  chronic  infarcts  of 
liver,  spleen  and  heart,  possibly  an  old  small  infarct 
of  the  lung,  and  also  in  the  kidneys,  and  a recent 
infarct  of  the  heart  involving  the  conduction  sys- 
tem and  causing  death. 

Discussion  by  Dr.  R.  J.  Stroud,  Tempe 

There  seem  to  be  too  many  things  wrong  with 
this  patient  to  make,  a diagnosis.  There  is  no 
doubt  an  infection  of  some  kind  and  he  died  with 
an  anginal  attack,  but  the  $pot  of  infection  is  ob- 
scure. 

The  salient  points  in  diagnosis  are:  pain,  really 
of  seven  months  duration;  pus  in  the  urine  and  un- 
accounted for,  constant;  angina  for  two  years;  fever 
for  five  months;  enlargement  of  heart  for  some 
time,  and  later  murmurs;  leukocytosis,  not  so  high 
and  not  constant;  anemia,  more  or  less  marked; 
pulse  rate  high;  enlarged  liver  and  perhaps  spleen; 
x-ray  showing  joint  changes  in  hips  and  spine. 
The  first  pain  was  felt  as  a sudden,  severe  stab 
over  the  left  kidney.  Hard  to  control,  and  with 
changes  in  the  hip  joints  to  x-ray.  Was  a lot  bet- 
ter after  being  held  rigid  for  four  weeks.  Evidently 
a suspicion  of  tuberculosis  or  other  active  joint 
change  was  thought  of.  Then  the  pain  manifested 
itself  in  front  and  opposite  the  original  pain,  and 
later  the  pain  was  referred  to  the  spine.  Pus  in  the 
urine  means  some  infection,  and  while  the  hos- 
pital examination  does  not  say  so,  it  infers  that 
pus  was  still  present  but  that  no  blood  was  found. 
No  sediment  test  of  the  urine  was  done  to  find  or- 
ganisms and  no  culture  was  made.  Constant  pus 
in  the  urine  suggests  tuberculosis,  or  often  strepto- 
coccus infection,  with  colon  present  or  absent,  at  times 
with  both.  Fever  for  five  months  suggests  the  three 
ueual  things  that  cause  long  continued  fevers:  tu- 
berculosis, streptococcic  infection,  and  typhoid.  As 
no  intermittent  fever  is  described,  malaria  and  oth- 
er intermittent  fevers  are  ruled  out.  There  has 
not  been  any  sign  of  lung  tuberculosis  and  x-ray 
did  not  reveal  any  in  the  spine.  The  blood  shows 
anemia  but  it  is  secondary.  There  is  enlargement 
of  the  heart,  presuming  an  infection,  with  prob- 
ably streptococci  at  an  earlier  age;  and  the  fact 
of  inflammatory  arthritis  shows  a focus  of  infec- 


tion could  be  present  even  though  not  again  af- 
fecting the  joints.  The  heart  murmurs  could  well 
be  due  to  myocarditis  and  still  not  rule  out  en- 
docarditis. There  are  definite  joint  changes,  es- 
pecially of  the  spine,  showing  the  effect  of  some 
organism,  again  probably  streptococcus.  The  en- 
largement of  the  liver  and  spleen  could  mean  low- 
grade  infection  as  wejl  as  being  the  only  signs  of 
heart  failure.  The  white  blood  count  is  that  of  a 
low-grade  infection  and  the  lower  counts  may  look 
like  tuberculosis.  The  real  cause  of  the  fluctua- 
tion could  be  a lessening  of  resistance  with  periods 
of  ability  to  increase  the  leukocytosis,  a usual  thing 
in  septicemia.  Several  things  are  missing.  The 
blood  was  not  tested  by  culture,  neither  was  the 
urine.  From  the  above,  the  best  guess  is  strepto- 
coccic infection,  probably  of  the  heart  valves,  with 
later  spread  to  other  organs,  and  the  joints.  Septic 
endocarditis.  Septicemia,  either  from  above  or 
from  some  focus  not  discovered. 


Discussion  by  Dr.  Robt.  S.  Flinn,  Phoenix 

The  presenting  symptom  in  this  case  is  pro- 
longed unexplained  fever.  Endocarditis  >is  one  of 
the  chief  causes  of  fever  of  this  variety.  The  ap- 
pearance of  acute  arthritis  during  the  course  of 
the  fever  is  of  distinct  diagnostic  significance.  The 
history  of  an  attack  of  severe  left  upper  quadrant 
pain  strongly  suggests  infarction  of  the  spleen  or 
kidney.  The  development  of  the  valvular  murmurs 
which  increase  in  intensity  as  the  condition  pro- 
gresses may  be  said  to  furnish  final  confirmation 
except  for  the  item  of  a blood  culture,  which  is  al- 
most invariably  positive  in  these  cases. 

It  is  true  that  this  case  does  not  present  all  the 
classical  signs  of  subacute  bacterial  endocarditis. 
The  tender  sternum,  the  petechiae,  and  the  erythe- 
matous nodules  are  lacking.  Repeated  examinations 
have  failed  to  show  the  presence  of  red  blood  cells 
in  the  urine.  However,  one  frequently  sees  cases  of 
endocarditis  in  which  arthritis  is  a frequent  and 
dominant  feature.  The  infecting  organism  is  usual- 
ly the  green  streptococcus.  Petechial  hemorrhages 
are  rare,  but  infarction  of  the  spleen  and  kidneys 
is  common.  As  the  disease  progresses  the  arthritic 
manifestations  become  less  prominent,  and  the  heart 
murmur,  which  appears  late  in  the  course  of  the 
disease,  increases  rapidly  in  intensity.  There  is  usu- 
ally a moderate  leukocytosis;  anemia  is  usually 
marked.  Endocarditis  is  not  the  only  cause  of  pro- 
longed irregular  fever  and  several  other  conditions 
must  be  considered.  Miliary  tuberculosis  might  eas- 
ily produce  such  a fever  as  this.  The  physical  ex- 
amination of  the  lungs  does  not  help  us  much.  What 
we  should  like  to  see  is  the  x-ray  plate,  if,  indeed, 
one  was  made.  A moderate  leukocytosis  is  the  rule 
in  tuberculosis.  A heart  lesion,  however,  is  rare. 
Typhoid  fever,  malaria  and  pyelitis  must  also  be 
ruled  out.  There  is  little  evidence  on  which  any  of 
these  three  conditions  could  be  considered.  Every 
differential  diagnosis  must  mention  syphilis  as  the 
probable  cause.  Prolonged  fever  in  syphilis  is  rare. 
In  tertiary  syphi lib  in  which  gummata  of  the  liver  are 
present,  irregular  fever  is  often  present,  and  may 
simulate  to  a great  extent  septic  endocarditis.  We 
have  several  reasons  for  believing  that  this  man 
may  have  had  lues.  The  attacks  of  angina,  the 
aortic  valve  lesions,  the  large  liver  are  all  suggestive 
of  a luetic  infection.  The  Wassermann  is  not  re- 
corded, and  that  valuable  bit  of  evidence  is  lacking. 
It  must  be  remembered  that  the  Wassermann  reac- 
tion is  frequently  negative  in  syphilitic  aortitis.  He 
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must  be  extremely  timid,  who  will  not  diganose 
syphilis  without  a positive  Wassermann,  but  in  my 
opinion  a diagnosis  of  bacterial  endocarditis  is  most 
tenable.  With  a history  of  large  spleen  and  liver 
together  with  a marked  anemia  one  must  think  of 
the  various  forms  of  splenic  anemia,  such  as  Banti’s 
disease.  A large  mass  in  the  left  upper  quadrant 
may  be  due  to  a hypernephroma  even  in  the  absence 
of  urinary  findings,  as  I have  learned  to  my  sorrow. 

It  would  seem,  then,  that  the  diagnosis  rests  be- 
tween bacterial  endocarditis  and  syphilis.  In  favor 
of  endocarditis  we  have  a previous  history  of  rheu- 
matic fever,  arthritic  manifestations,  prolonged  un- 
explained fever,  one  petechial  hemorrhage,  probable 
splenic  infarction,  marked  anemia,  and  aortic  insuf- 
ficiency developing  late  in  the  disease.  The  develop- 
ment of  an  aortic  lesion  in  a man  past  fifty  with  a 
previous  history  of  angina  is  strongly  suggestive  of 
syphilis.  The  Wassermann  reaction  is  less  reliable 
in  aortitis  than  in  any  other  condition.  Syphilis 
easily  causes  such  a condition  as  this.  However,  in 
my  opinion  the  case  is  more  suggestive  of  an  endo- 
carditis, which  is,  therefore,  my  diagnosis. 

Diagnosis:  Bacterial  Endocarditis  (Subacute?) 

Aortic  insufficiency. 

Splenic  Infarction. 

Osteo-Arthritis. 


Discussion  by  Dr.  Howell  Randolph,  Phoenix 

Attention  is  first  called  in  this  record  to  symptoms 
pointing  to  some  pathological  condition  of  the  back, 
which  in  the  light  of  positive  x-ray  findings  may  be 
considered  to  be  due  to  a hypertrophic  arthritis  of 
the  spine.  The  cardiac  manifestations  fit  into  the 
picture  of  three  different  types  of  heart  disease:  hy- 
pertensive arteriosclerotic,  syphilitic  and  acute  en- 
docarditis following  a chronic  endocarditis.  Pain  is 
the  most  prominent  of  the  cardiac  symptoms  and  is 
probably  due  to  an  actual  change  in  the  cardiac 
vessels  rather  than  coronary  spasm.  This  change  is 
due  either  to  embolism  or  to  arteriosclerotic  changes 
with  atheromata  possibly  syphilitic.  Septic  temper- 
ature, leukocytosis,  anemia  on  top  of  murmurs  cor- 
responding to  pan-carditis,  point  strongly  toward 
septice/nia  with  the  primary  focus  located  in  the 
heart,  and  this  is  supported  by  petechial  hemor- 
rhage into  the  fundus  of  the  left  eye,  liver  enlarge- 
ment with  tenderness  and  enlargement  of  the 
spleen.  If  the  Wassermann  reaction  was  positive, 
1 should  think  more  of  syphilis  as  the  fundamental 
pathology,  but  even  then  it  would  seem  unusual  to 
have  the  embolic  phenomena  on  the  basis  of  the 
cardiac  syphilis.  I do  not  think  there  is  any  evidence 
supporting  a diagnosis  of  malignancy.  Some  blood 
dyscrasia  with  severe  anemia  might  be  considered, 
but  there  is  nothing  in  the  whole  blood  picture  to 
support  anything  of  this  nature. 

Diagnosis:  Subacute  bacterial  endocarditis  super- 
imposed upon  an  old  endocarditis.  Hypertrophic  ar- 
thritis. Cause  of  death,  coronary  embolism. 

Discussion  by  Dr.  Richard  Cabot 

(In  part,  from  above  journal,  p.  32). 

The  arthritis  involved  both  hips,  yet  the  symptoms 
were  all  one-sided.  You  know  that  whooping  cough 
is  sometimes  very  serious  in  old  people.  People  laugh 
at  you;  then  sometimes  you  die.  I assume  that  the 
pain  three  months  and  a half  before  admission  was 
in  the  same  region  that  we  were  told  about  in  the 
beginning,  the  left  side  of  the  back.  Swelling  and 
redness  of  one  hand  is  a queer  combination  with  the 
other  symptoms.  There  is  very  little  to  go  on  in  that 


history.  Things  seemed  to  be  localized  in  the  left 
side  of  the  back  and  to  some  extent  in  the  front. 
One  thinks  of  renal  tumors  and  other  tumors  of 
course  at  his  age.  But  I have  still  only  the  vaguest 
ideas. 

The  heart  examination  shows  another  case  of 
aortic  regurgitation.  Yet  presumably  he  had  a 
normal  heart  four  months  bfeore  he  entered.  That 
is  a surprising  state  of  things.  Very  few  cases  of 
heart  trouble  at  his  age  come  on  in  four  months. 
Ordinarily  such  an  electrocardiogram  as  he  showed 
goes  with  some  defect  of  transmission.  That  is  a 
pretty  big  liver.  I suppose  the  record  means  that 
the  mass  moved  with  respiration.  They  seem  to 
have  felt  a tumor  in  the  region  where  there  have 
been  symptoms.  There  was  a well  marked  secon- 
dary anemia. 

Dr.  George  W.  Holmes:  This  man’s  spine  shows 
marked  proliferative  changes,  and  there  are  simi- 
lar changes  around  the  hip  joints.  There  is  some 
narrowing  of  the  joint  spaces  and  some  punching 
out  of  the  jomt  margins,  so  that  there  may  be  some 
erosion  of  the  cartilage  as  well  as  proliferation. 
There  is  no  bone  atrophy.  His  chest  is  of  interest. 
The  heart  shadow  is  very  much  enlarged.  I do  not 
think  that  film  was  taken  at  a seven-foot  distance. 
It  looks  as  if  it  were  taken  with  the  patient  lying 
on  his  back,  and  therefore  there  is  probably  a great 
deal  of  magnification.  The  enlargement  is  all  to 
the  left.  I think  we  are  safe  in  saying  he  had  left 
ventricular  hypertrophy.  The  aortic  knob  is  prom- 
inent. There  was  good  respiratory  movement  of  the 
diaphragm  on  the  right.  Sometimes  a bad  film 
gives  us  more  information  than  a good  one.  The 
left  base  was  hidden  by  the  shadow  of  the  heart, 
so  that  from  the  x-ray  we  cannot  tell  whether  or  not 
he  has  any  pathology  in  the  lower  left  lung.  What 
little  evidence  we  have  is  against  it.  The  signs  they 
mentioned  may  have  been  due  to  enlarged  left  ven- 
tricle. As  to  whether  this  change  in  the  size  of  the 
heart  is  due  to  aortic  regurgitation  or  hypertension 
I should  not  be  justified  in  saying.  If  it  is  due  to 
aortic  regurgitation,  whether  it  is  rheumatic  or 
luetic  we  could  not  say.  We  have  no  evidence  I 
should  say  of  luetic  aortitis.  Beneath  the  clavicle 
there  is  an  area  of  increased  density  with  a sharply 
defined  right  margin.  It  does  not  displace  the 
trachea  and  apparently  is  not  in  the  lung.  This  film 
is  taken  with  the  patient  on  his  back.  There  is  little 
rotation  present,  and  things  are  distorted.  The 
shadow  may  be  of  no  importance. 

The  kidneys  are  not  visible,  but  that  does  not 
mean  anything  in  particular.  The  edge  of  the  liver 
is  shown  below  the  ileum.  It  is  thrown  down  some- 
what by  the  way  the  film  is  taken,  but  there  is 
some  evidence  of  enlargement  of  the  liver.  There  is 
no  evidence  of  stone  in  the  kidney.  I think  a stone 
would  show. 

Dr.  Cabot:  My  impression  is  that  the  hypertrophic 
arthritis  is  simply  what  might  be  expected  in  a 
man  of  his  age.  The  particularly  valuable  part  of 
the  x-ray  findings  seems  to  be  positive  evidence  of 
a big  heart  and  the  negative  evidence  as  to  aneu- 
rysm. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Cabot:  I think  this  is  an  extraordinarily  in- 
teresting case.  It  seems  to  me  it  is  very  intriguing 
in  several  ways.  He  was  examined  four  months  be- 
fore he  came  and  the  heart  was  found  to  be  normal. 

He  had  not  had  an  acute  rheumatism  between 
then  and  now.  He  has  a type  of  chronic  degener- 
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ative  arthritis  which  cannot  in  my  opinion  have  any 
relation  to  the  heart. 

Syphilitic  aortitis  does  not  develop  in  four 
monthg.  It  takes  a much  longer  time. 

Hypertensive  heart  trouble  cannot  develop  in 
four  months. 

What  is  immediately  suggested  is  subacute  bac- 
terial endocarditis,  which  can  perfectly  well  develop 
in  three  or  four  months  and  can  go  on  to  produce 
aortic  regurgitation  and  hypertrophy  of  the  heart 
in  that  time,  though  it  seems  rather  rapid.  He  had 
fever  and  secondary  anemia,  which  would  go  with 
that  diagnosis  prefectly  well.  What  about  the  tu- 
mor? If  this  is  a subacute  bacterial  endocarditis  and 
its  results  we  have  to  say  he  has  septic  emboli  which 
have  set  something  going  in  the  spleen  or  the  left 
kidney  so  as  to  produce  an  abscess  or  abscesses  in 
the  spleen  or  the  left  kidney  or  both.  There  is  not 
enough  evidence  to  determine  which  of  these  two 
organs  it  is,  if  it  is  either  of  those  two  at  all.  The 
record  insists  twice  on  the  tenderness  of  this  mass, 
as  if  infection  might  be  burrowing  out  beyond  the 
capsule  of  the  spleen  or  kidney.  If  it  is  not  that 
we  have  to  make  two  diagnoses,  one  on  the  heart 
and  one  on  the  spleen  or  kidney.  Statistics  show 
that  we  are  more  often  right  when  we  account  for 
everything  by  one  diagnosis.  We  cannot  possibly 
bring  aortic  regurgitation  and  the  tumor  down  in 
the  region  of  the  spleen  or  the  kidney  under  the 
same  heading  except  through  the  diagnosis  of  sub- 
acute bacterial  endocarditis. 

We  are  never  sure  of  that  diagnosis  without  two 
complications,  bacteremia  and  definite  embolism. 
The  latter  may  have  occurred  in  the  spleen  or  the 
kidney.  He  may  also  have  had  it  in  the  retina,  in 
the  heel  or  in  the  neck,  though  it  is  rather  hard  to 
imagine  exactly  where.  The  negative  blood  cultures 
are  not  of  much  importance  when  we  consider  how 
large  the  total  blood  mass  is.  Can  we  account  for 
the  fever  as  a result  of  a malignant  tumor?  Yes, 
especially  necrotic  tumors  often  give  fever  like 
this.  But  that  would  not  explain  anything  about 
the  heart.  The  thing  I feel  surest  of  is  a septic 
cardiac  lesion,  bacterial  endocarditis.  If  he  had  that 
it  can  account  for  everything  else  he  had.  I think 
it  is  a safe  diagnosis, — subacute  vegetations  of  the 
aortic  valve  (and  possibly  on  the  other  valves),  hy- 
pertrophy of  the  entire  heart,  especially  of  the  left 
ventricle,  and  some  septic  lesion  of  the  spleen  or 
left  k’.dney;  nothing  else. 

CLINICAL  DIAGNOSES  (FROM  HOSPITAL 
RECORD) 

Angina  pectoris. 

Subacute  bacterial  endocarditis. 

Infectious  arthritis. 

DR.  RICHARD  C.  CABOT’S  FINDINGS 

Subacute  bacterial  endocarditis  of  the  aortic 
valve,  possibly  of  other  valves;  aortic  regurgitation. 

Septic  infarct  with  abscesses  in  the  spleen  or  the 
left  kidney. 

Hypertrophy  of  the  heart. 

Passive  congestion  of  the  liver. 

Possibly  coronary  occlusion. 

Pathologic  Discussion  by  Dr.  Tracy  B.  Mallory 

(P.  33,  above  journal). 

This  man  had  a well  marked  subacute  bacterial 
endocarditis  on  top  of  a slight  old  rheumatic  lesion 
of  both  the  mitral  and  the  aortic  valves,  not  one  that 
I think  would  necessarily  have  caused  any  symptoms 
at  all.  The  aortic  valve  was  simply  eaten  away 
by  the  acute  process.  It  is  obvious  from  the  gross 


findings  why  that  regurgitation  should  have  de- 
veloped with  such  suddenness.  The  fresh  vegetations 
were  also  found  on  both  valves,  though  only  on  the 
aortic  did  they  cause  deformity.  There  was  also 
quite  an  acute  myocarditis. 

There  were  septic  infarctions  in  the  spleen  and 
both  kidneys,  although  the  softening  was  limited  in 
each  case  to  a small  area  at  the  center  of  the  lesion. 
Whether  the  pus  in  the  urine  four  or  five  months 
ago  can  be  explained  by  the  old  renal  infarct  I do 
not  feel  at  ail  sure.  The  mass  felt,  I feel  sure,  was 
the  spleen.  It  weighed  400  grams.  The  kidneys 
were  not  large.  The  liver  was  not  enlarged.  It  came 
down  10  centimeters  below  the  costal  margin,  yet 
it  weighed  only  1500  grams.  The  reason  for  that 
is  that  he  had  the  sort  of  liver  we  have  rarealy  seen 
for  twenty  years,  the  so-called  “corset  liver.”  it 
was  very  long  and  very  narrow.  There  was  a 
marked,  rather  acute  terminal  pulmonary  edema. 
There  was  of  course  a very  marked  degree  of  ar- 
thritis. 

Recent  opinion  on  the  whole  is  that  the 
etiology  of  a rheumatic  endocarditis  and  a 
later  bacterial  endocarditis  is  the  same.  Both  start 
with  the  presence  of  organisms  on  the  valve  flaps, 
usually  immediately  on  the  line  of  closure,  not  on 
the  actual  margin  of  the  valve,  presumably  the  area 
at  which  the  trauma  occurs.  In  a very  acute  stage 
of  rheumatic  endocarditis  one  can  find  the  organ- 
isms, but  they  have  very  seldom  been  seen,  probably 
not  in  more  than  a dozen  cases.  In  the  later  stages 
of  rheumatic  lesions  we  can  never  find  the  organ- 
isms. The  difference  between  rheumatic  endocar- 
ditis and  subacute  bacterial  endocarditis  depends  not 
on  the  type  of  infection  on  the  valve  so  much  as 
on  the  general  immune  reaction  of  the  body.  In  a 
rheumatic  case  the  individual  is  always  hypersensi- 
tive to  streptococci.  In  bacterial  cases  the  indi- 
vidual never  is.  From  the  immunologic  point  of 
view  he  is  immune,  but  it  is  a peculiar  type  of  im- 
munity which  kills  the  individual.  It  seems  as  if 
we  ought  to  have  a new  term  for  it. 

ANATOMIC  DIAGNOSES 

1.  Primary  fatal  disease. 

Chronic  rheumatic  endocarditis  of  the  mitral  and 
aortic  valves;  aortic  regurgitation. 

Subacute  bacterial  endocarditis  of  the  mitral  and 
aortic  valves. 

2.  Secondary  or  terminal  lesions. 

Acute  myocarditis. 

Dilatation  of  the  heart. 

Septic  infarctions  of  the  spleen  and  both  kidneys. 

Hypertrophy  of  the  spleen. 

Pulmonary  edema. 

Arteriosclerosis. 

CASE  DISCUSSION 

(Case  of  Hypertension  With  Sudden  and 
Unexplained  Death). 

(Case  Records  of  Mass.  Genl.  Hosp.,  from  Boston 
M.  & S.  Jour.,  Jan.  19,  1928,  p.  1365). 

Case  Record 

A married  Englishwoman  sixty-two  years  old 
entered  the  hospital  November  14  complaining  of 
dyspnea  and  edema. 

Apparently  she  had  been  exceptionally  well  all 
her  life  until  about  two  years  before  admission, 
when  she  found  she  got  out  of  breath  much  more 
easily  than  formerly  and  was  easily  fatigued.  There 
was  no  marked  change  until  ten  months  before  ad- 
mission, when  she  caught  a bad  “cold”  which  began 
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as  an  “asthmatic  attack”  and  lasted  all  winter.  The 
“asthma”  lasted  two  weeks  and  was  for  several 
hours  at  a time  relieved  by  inhaling  “asthma  pow- 
ders.” All  wdnter  she  had  dry  cough,  usually  much 
worse  at  nighty  sometimes  waking  her  and  making 
her  sit  up.  The  orthopnea  appeared  however  to 
have  been  paroxysmal.  Her  dyspnea  became  more 
pronounced.  During  the  spring,  from  seven  to 
three  months  before  admission,  the  cough  and 
dyspnea  improved  somewhat.  Three  months  before 
admission  the  dyspnea  again  increased  in  severity. 
During  the  summer  she  had  to  spend  much  of  her 
time  on  a couch.  Seven  weeks  before  admission  she 
called  a doctor  because  of  dyspnea.  He  prescribed 
digitalis,  rest  and  veronal.  Six  weeks  before  admis- 
sion she  noticed  pitting  edema  of  the  legs,  loss  of 
appetite,  slight  constipation  and  mahogany  colored 
urine.  October  8,  five  weeks  before  admission,  her 
physician  sent  her  to  the  Consultation  Clinic  of 
this  hospital.  Examination  at  that  time  showed 
her  lips  slightly  cyanotic,  lungs  dull  at  the  bases 
with  moist  rales  at  the  angles  of  the  scapulae,  more 
on  the  right,  diminished  resonance  and  fremitus  at 
the  right  base.  Gallop  rhythm,  heart  otherwise  as 
upon  admission  to  the  wards.  Blood  pressure 
140/120.  Radials  slightly  thickened.  Weight  158 
pounds.  As  there  was  no  room  in  the  wards  at 
that  time  her  physician  was  advised  to  enforce  ab- 
solute rest  and  full  digitalization.  During  the 
month’s  interval  she  had  taken  a grain  and  a half 
of  digitalis  at  first  three  times  a day,  then  twice 
a day  for  most  of  the  remaining  time,  occasionally 
only  once  a day.  She  did  not,  however,  follow  or- 
ders for  strict  rest,  but  had  done  a little  house- 
work. 

Her  family  history  was  good.  She  had  been  re- 
markedly  healthy  all  her  life.  Except  for  two  or 
three  miscarriages,  an  operation  for  gallstones 
twelve  years  before  admission,  and  arthritis  of  the 
finger  joints  noted  seven  years  before  admission,  her 
past  history  was  negative.  Three  years  ago  she 
weighed  165  pounds,  her  maximum  weight.  At  pres- 
ent she  weighed  158  pounds. 

Clinical  examination  showed  slightly  obese  woman 
(weight  147%  pounds)  lying  in  a Gatch  bed  with 
slight  pallor,  cyanosis  of  the  lips  and  fingers  and 
considerable  orthopnea.  Teeth  poor;  upper  teeth 
false.  Chest  expansion  fair.  Lungs  clear  and  res- 
onant. Location  of  the  apex  impulse  of  the  heart 
not  recorded.  Percussion  measurements,  left  bor- 
der 13  centimeters,  mid-clavicular  line  8,  right 
border  4.5,  supracardiac  dullness  5.  Heaving  impulse. 
No  murmurs  or  thrills.  Loud  second  sound.  Fibril- 
lation. Electrocardiogram  showed  auricular  fibril- 
lation, rate  120,  low  T all  leads,  slight  left  axis  de- 
viation. Blood  pressure  180/105,  pulse  deficit  8 to 
43,  only  twice  less  than  20.  Abdomen  full.  Old 
median  gallbladder  scar.  Liver  three  finger- 
breadths  below  the  costal  margin,  slightly  tender. 
A questionable  very  small  amount  of  free  fluid. 
Slight  pitting  edema  of  the  feet,  lower  legs  and 
sacral  area.  Pupils,  fundi  and  reflexes  normal. 

Urine:  amount  not  recorded,  cloudy  at  three 
of  five  examinations,  dark  at  three,  the  slightest 
possible  trace  to  a large  trace  of  albumin  at  all, 
specific  gravity  1.020  to  1.032;  2 to  30  leukocytes  per 
high  power  field  at  all.  Renal  function  15+  per 
cent.  Blood:  leukocytes  20,500  to  10,600,  polynuclears 
87  to  800  per  cent.,  6,830,000  to  4,600,000  reds,  hem- 
oglobin 80  per  cent.,  moderate  achromia,  slight  va- 
luation in  size,  shape  and  staining,  a few  macro- 
cytes with  abundant  hemoglobin,  one  nucleated  red 


cell  found,  platelets  normal,  reticulated  cells  2 per 
cent.  Wassermann  negative.  Non-protein  nitrogen 
30.  Fasting  blood  sugar  108  milligrams. 

A portable  x-ray  plate  showed  the  heart  shadow 
considerably  enlarged  in  all  diameters.  Both  bases 
were  hazy,  obscuring  the  outline  of  the  diaphragm. 
The  entire  right  chest  was  less  radiant  than  the 
left. 

Temperature  98.8°  to  100°,  rectal.  Apex  pulse 
77  to  123.  Respirations  26  to  38. 

Under  rest  and  codein  the  patient  was  much  more 
comfortable  the  day  after  admission.  November  16 
she  was  put  on  digitaline  Nativelle,  a French  prep- 
aration of  digitalis.  After  taking  sixteen  tablets 
(approximately  12  grains  of  the  powdered  leaf 
used  in  this  hospital)  she  became  nauseated.  Except 
for  anorexia  she  was  feeling  much  better  than  at 
admission.  November  18  she  was  given  no  digitalis. 
She  felt  and  ate  better.  The  morning  of  November 
19  she  said  she  felt  very  weak  and  a little  more 
dyspneic  than  usual.  At  noon  she  suddenly  sat  up 
in  bed,  gasped,  became  very  cyanotic,  and  dropped 
back  dead. 


Discussion  by  Dr.  Orville  H.  Brown,  Phoenix 

The  salient  points  of  this  record  are:  A woman, 
well  up  to  the  age  of  60,  developed  dyspnea  and  un- 
due fatigability.  At  61,  following  a severe  cold 
she  became  asthmatic,  remaining  so  throughout  the 
winter.  The  asthma  improved  but  cough  remained 
and  the  dyspnea  was  severe.  Edema  of  legs  de- 
veloped, with  loss  of  appetite  and  mahogany-colored 
urine.  She  was  given  digatalis  and  evidently  she 
improved,  as  she  was  able  to  go  to  a clinic  for  ex- 
amination about  six  weeks  before  death.  At  that 
time  she  had  moderate  cyanosis,  dullness  and  rales 
at  bases  of  lungs,  gallop  rhythm  of  heart,  blood 
pressure  140/120,  moderate  arteriosclerosis,  and 
moderate  obesity. 

Five  days  before  death  she  was  pale,  cyanotic 
and  orthopneie.  Heart  'was  considerably  dilated, 
with  a heaving  impulse,  and  fibrillation.  Electro- 
cardiograph showed  auricular  fibrillation,  rate  120, 
low  T from  all  leads,  slight  left  axis  deviation. 
Blood  pressure  was  180/105.  Pulse  deficit  was  8 to 
43.  Liver  was  enlarged  and  tender.  There  seemed 
to  be  a small  amount  of  fluid  in  abdomen  and  she 
had  pitting  edema  of  feet,  legs  and  sacral  area.  The 
urine  was  cloudy  and  at  times  dark,  with  traces  of 
albumin  and  pus.  Renal  function  was  15  per  cent. 
Nonprotein  nitrogen  was  39.  The  leukocyte  count 
ranged  from  10,600  to  20,500  with  80  to  87  per  cent 
polys.  The  red  cells  had  moderate  achromia,  with 
variation  in  size,  shape  and  staining;  there  were  a 
few  macrocytes  with  abundant  hemoglobin;  one  nu- 
cleated red  cell  was  found;  three  per  cent  of  reticu- 
late cells.  An  x-ray  disclosed  a heart  enlarged  in  all 
diameters,  and  the  bases  of  the  lungs  hazy,  with 
entire  right  lung  less  radiant  than  left.  The  temper- 
ature was  98.8°  to  100°  rectally,  respirations  26  to 
38,  and  apex  pulse  77  to  123.  The  patient  improved 
under  digitalis.  Four  days  after  admission  she 
felt  wTeak  and  dyspneic,  and  at  noon  sat  up  in  bed, 
gasped,  became  deeply  cyanotic  and  died. 

There  are  a number  of  interesting  features  in  this 
record.  Perhaps  the  most  interesting  point  is  the 
sudden  death.  The  patient  was  apparently  improved 
over  her  condition  a few  weeks  previously,  and  yet 
something  happened  to  produce  instantaneous  death 
— evidently  from  the  heart.  Of  the  possible  causes 
of  such  a death,  I think  of  a rupture  of  an  aor- 
tic aneurysm,  and  ruptured  heart,  angina  pectoris, 
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a ball  thrombus  from  a dilated  auricle,  and  a cor- 
onary embolic  thrombus.  I rule  out  the  aortic  an- 
eurysm because  none  was  found  by  the  roentgeno- 
gram of  the  chest.  A ruptured  heart  is  not  so  easy 
to  eliminate.  It  is  my  opinion,  however,  that  deep 
cyanosis  would  not  likely  have  developed,  because 
the  blood  returning  to  the  heart  by  the  larger  veins 
would  be  emptied  freely  into  the  chest  and  prob- 
ably cardiac  contractions  would  continue  for  a 
time,  discharging  blood  into  the  aorta.  Ball  thrombi 
are  prone  to  form  in  dilated  cavities;  this  patient 
had  fibrillating  auricles,  which  means  uncontracted 
auricles.  The  heart  was  dilated  in  all  dimensions, 
both  by  physical  and  roentgen  examinations.  Con- 
ditions conducive  to  the  formation  of  intra-auricu- 
lar  thrombus  existed.  A ball  thrombus  from  the 
right  auricle  would  likely  lodge  in  the  tricuspid 
area  and,  if  not  there,  in  the  pulmonary  artery..  From 
the  left  auricle  one  would  probably  stick  in  the 
mitral  area  and,  if  not  there,  in  the  aorta.  In  either 
event,  the  flow  of  blood  would  be  dammed.  Cyanosis 
would  be  extreme  and  promnt.  Death  would  be  in- 
stantaneous. Digitalis  might  predispose  to  a con- 
traction of  the  auricles  and  a development  of  the 
thrombus.  It  seems  to  me  that  a ball  thrombus 
might  explain  the  chain  of  events  in  this  case. 

A coronary  embolism  from  a coronary  thrombus 
may  be  so  large  as  to  occlude  a large  part  of  one 
coronary  vessel,  and  produce  instant  paralysis  of  the 
heart  muscle  supplied  thereby.  This  patient  was  of 
an  age  to  have  arteriosclerosis.  The  heart  was  di- 
lated so  that  the  sclerosed  coronaries  must  have 
been  considerably  stretched,  especially  in  the  un- 
scjerosed  stretcfrable  areas.  All  of  this  would 
be  conducive  to  the  formation  of  thrombi.  Angina 
pectoris  attacks  produce  sudden  death  by  prompt 
stoppage  of  the  heart  muscle  contractions,  probably 
by  producing  muscle  cramps.  There  was  no  history 
that  this  patient  had  had  anginal  attacks.  She  had, 
however,  a badly  damaged  cardiac  musculature  and 
there  always  has  to  be  the  first  attack.  The  first 
attack  may  result  in  death.  Overworked  hearts 
sometimes  suddenly  cease  without  any  of  the  pre- 
ceding causes,  probably  analogous  to  angina. 

Death  from  angina  or  from  a coronary  embolism 
would  probably  produce  deep  cyanosis,  and  instant 
death.  I can  see  no  ev'dence  in  the  record  to  cause 
me  to  decide  between  the  last  three  possibilities; 
i.  e. : ball  thrombus,  coronary  embolism,  and  angina. 
My  conclusion,  because  of  its  relatively  greater 
frequency,  is  that  this  death  was  from  coronary 
embolism. 

Cardiac  failure  had  existed  for  two  years  or 
longer.  The  outstanding  finding  was  that  the  heart 
was  much  enlarged  in  all  dimensions.  An  enlarged 
heart,  if  discovered  by  physical  examination,  is  al- 
ways a dilated  heart.  It  may  also  be  hypertrophied. 
The  custom  of  speaking  of  an  enlarged  heart  as  a 
hypertrophied  heart,  simply  because  it  is  found 
large,  is  wrong.  A cardiac  muscle  may  be  thickened 
as  much  as  ten  or  even  fifteen  millimeters  and  even 
one  most  expert  on  physical  diagnosis  will  not  be 
able  to  say  with  assurance  that  such  a heart,  if  un- 
dilated, is  enlarged.  Hypertrophy,  however,  exists 
commonly  with  dilation.  A dilated  heart  is  usually 
an  overworked  heart  and  overwork  of  a heart  will 
usually  produce  hypertrophy  of  greater  or  less  de- 
gree. This  heart  will  probably  be  found  to  be 
both  dilated  and  hypertrophied  with  the  degree  of 
dilation  far  exceeding  the  hypertrophy  unless  the 
heart  stopped  in  extreme  systole,  in  which  event  the 
dilation  might  not  be  evident.  An  overworked  car- 


diac muscle  results  from  a variety  of  causes,  chief 
among  which  are  valvular  lesions,  and  hypertension; 
obesity,  myocarditis,  overwork  and  strain,  however, 
may  be  the  chief  or  important  contributing  factors. 
There  may  be  neither  valvular  lesions  nor  hyper- 
tension and  yet  extreme  dilation.  A heart  caused  to- 
do  work  far  in  excess  of  that  to  which  it  has  been 
trained,  will  dilate.  If  again  it  is  caused  to  do  ex- 
treme work  before  it  has  contracted  to  normal, 
it  may  further  dilate  or  at  least  it  will  be  prevent- 
ed from  returning  to  normal  size.  When  excessive 
work  continues  indefinitely,  with  inadequate  rest, 
the  heart  becomes  chronically  dilated.  At  the  same 
time,  hypertension  or  valvular  lesions,  or  both,  act 
as  contributing  factors  to  increase  the  dilations.  In 
the  case  under  discussion  hypertension  was  present 
and  probably  had  long  been  in  existence.  The  low 
pulse  pressure  indicated  the  failure  of  the  cardiac 
muscle  to  properly  do  its  work.  The  dyspnea,  the 
enlarged  tender  liver,  the  lung  edema,  the  cyanosis 
and  the  general  edema  are  further  evidence  of  a 
failing  myocardium.  Fibrillation,  it  is  now  held,  re- 
sults from  poor  conductivity  of  the  cardiac  tissues 
because  of  the  severe  dilation  and  stretching  of 
the  tissues.  A high  grade  of  pulse  deficit  is  a se- 
rious omen.  A mitral  stenosis  is  likely  to  cause 
dilation  of  the  left  auricle  and,  hence,  readily  lead 
to  fibrillation.  The  two  most  common  factors  lead- 
ing to  fibrillation  are  mitral  stenosis  and  senescent 
heart.  When  the  auricle  is  fibrallating  a mitral 
stenosis  mav  give  neither  a murmur  nor  a thrill. 
Therefore,  this  case  mav  well  have  had  a mitral 
stenosis.  The  strain  placed  upon  the  left  auricle 
and,  in  turn,  upon  the  lung  and  the  right  ventricle, 
produces  lung  edema  and  dilation  of  the  right  heart. 
Both  of  these  had  probably  existed  in  this  case  for  a 
considerable  period  as  evidenced  by  her  history. 
This  is  additional  support  to  the  theory  of  mitral 
stenosis.  The  low  pulse  pressure  is  evidence,  too, 
that  the  blood  came  through  the  mitral  orifice 
slowly,  as  well  as  proof  of  a weakened  left  ventri- 
cle. The  electrocardiogram  shows  nothing  more 
than  sl;ghtlv  abnormal  altered  currents  with  left- 
sided hypertrophy  in  excess  of  the  right. 

The  asthma  is  an  interesting  phase  of  the  symp- 
toms on  which  to  speculate.  Probably  this  asthma 
may  properly  be  termed  cardiac  because  of  the  pre- 
ponderating part  played  in  the  dyspnea  by  the  fail- 
ing heart.  Any  dyspnea  has  a tendency  to  develop 
into  asthmatic  dyspnea.  A severe  cardiac  dyspnea 
produces  edema  and  passive  congestion  of  both  the 
lungs  and  the  bronchi.  The  dyspnea  produces  force- 
ful expiration  and  this  contributes  to  a damming 
back  of  both  blood  and  lymph  into  the  bronchi  dur- 
ing expiration.  With  congestion  of  both  blood  and 
lymph  into  the  bronchial  mucosa  a good  bed  is 
prepared  theiein  for  infection  and  for  sensitization 
processes.  A person  who  has  been  seriously  ill 
for  a prolonged  period  is  predisposed  to  digestive 
disturbances  and  these  readily  lead  to  sensitization 
phenomena  from  food.  The  periodic  nature  of  the 
asthma  suggests  that  a sensitization  process  exist- 
ed. Probably  the  administration  of  digitalis  re- 
lieved the  dyspnea  sufficiently  so  that  the  decided 
asthmatic  character  disappeared  under  that  treat- 
ment. The  kidneys  in  this  case  were  undoubtedly 
damaged  by  the  poor  circulation  and  arteriosclero- 
sis, as  evidenced  by  the  trace  of  albumin,  the  low 
renal  function  and  the  increased  nonprotein  nitro- 
gen. The  pus  cells  in  the  urine  would  scarcely  pro- 
duce the  amount  of  albumin  which  existed.  It  is 
not  disclosed  whether  the  urine  was  obtained  by 
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catheterization,  so  we  can  not  speculate  as  to  the 
meaning  of  the  pus  cells  in  the  urine.  The  high  leu- 
kocyte count  and  the  roentgenograms  of  the  lung 
probably  indicate  a beginning  pneumonia  process. 
The  blood  smear  shows  rapidd  blood  regeneration  as 
evidenced  by  the  nucleated  red  cell,  the  macrocytes, 
and  the  cells  of  variable  size  and  shape,  and  the 
reticulate  cells.  The  nucleated  cell  and  the  reti- 
culate cells  show  the  urgent  demands  being  made 
upon  the  blood-forming  tissues.  The  reticulate  cell 
is  a link  between  the  nucleated  cell  and  the  ery- 
throcyte. In  the  cytoplasm  of  certain  cells  there  is 
a granular  material  strung  together  in  the  pat- 
tern of  skins.  These  make  the  reticulate  cells.  In 
normal  blood  they  never  constitute  more  than  0.8 
per  cent  of  the  erythroytes.  The  three  per  cent  in 
this  blood  is  further  proof  of  rapid  blood  regener- 
ation. The  moderate  achromia  proclaims  anemia. 
There  must  have  been  a severe  grade  of  anemia  ex- 
isting in  this  case  over  a considerable  period  of 
time.  An  erythrocyte  count  and  a hemoglobin  es- 
timation, would  have  been  helpful  in  this  connec- 
tion. 

As  to  the  type  of  anemia,  one  can  only  speculate. 
I think  especially  of  pernicious  anemia;  there  are 
however,  no  symptoms  recorded  pointing  to  mye- 
litis. Therefore,  I must  conclude  that  the  anemia 
was  of  the  secondary  type,  due  to  chronic  infection 
(the  mouth  condition  was  not  good),  hypothyroid- 
ism (she  was  obese),  or  to  her  long-existing  poor 
circulatory  condition,  or  to  an  idiopathic  condition. 
The  fluid  suspected  of  being  in  the  abdomen  and 
the  enlarged  tender  liver  propably  mean  nothing 
more  than  cardiac  failure.  Such  conditions,  however- 
result  of  cirrhosis,  abdominal  malignancies,  and 
so  forth.  I see,  however,  no  reason  to  give  these 
more  than  passing  notice.. 

Diagnosis: 

Immediate  cause  of  death:  Cardiac  failure,  prob- 
ably from  coronary  embolism. 

Secondary  causes:  Cardiac  dilation  and  hypertro- 
phy. Mitral  stenosis.  Bronchial  pneumonia.  Arter- 
iosclerotic kidney  (mild).  Secondary  anemia. 


Discussion  by  Dr.  Frank  J.  Milloy,  Phoenix 

I believe  we  can  be  reasonably  certain  that  this 
is  a cace  of  heart  disease.  Of  the  three  kinds  of 
heart  disease,  rheumatic,  syphilitic  and  hyperten- 
sive, I believe  it  is  more  likely  to  be  the  last.  There 
is  nothing  in  the  history  to  suggest  syphilis,  and 
nothing  to  suggest  rheumatic  heart  disease.  It  is 
also  rather  late  in  life  for  a rheumatic  heart  to 
show  up.  So  that  leaves  hypertensive  disease, 
which  is  by  far  the  most  common  cause  of  chronic 
heart  disease  today.  There  apparently  has  been  a 
gradual  onset  of  cardiac  decompensation  over  a pe- 
riod of  two  years.  The  asthma  was  very  probablv 
cardiac  in  origin,  aggravated  at  times  by  acute 
bronchitis.  The  heart  measurements  indicate  a large 
heart,  possibly  at  least  500  or  600  grams,  and  the 
svstolic  blood  pressure  now  varying  from  120  to 
180  means  that  the  patient  probably  had  a much 
higher  pressure  before  decompensation  developed. 
One  unusual  occurrence  is  tlje  absence  of  any  ev- 
idence of  arteriosclerotic  nephritis,  which  is  usually 
present  in  hypertensive  heart  disease.  The  wide 
range  in  specific  gravity,  from  1020  to  1036,  and 
complete  absence  of  anv  degree  of  anemia  and 
normal  NPN,  leave  nothing  to  indicate  much  renal 
damage.  The  low  phthalein  excreVon  is  the  result 
of  nas^ive  congestion  caused  by  decompensation. 

The  problem  in  this  case  is  to  describe  the 


mechanism  of  sudden  death.  We  have  here  a defi- 
nite case  of  cardiac  decompensation  in  a woman 
who  has  been  digitalized  and  who  was  apparently 
very  much  better,  and  then,  with  very  little  if  any- 
thing wrong,  sudden  death  occurs.  This  is  not  unusual. 
There  are  three  ways  in  which  sudden  death  may 
occur  in  such  cardiac  cases.  In  these  large  hearts, 
and  especially  when  fibrillation  has  been  present, 
the  left  heart  is  frequently  the  seat  of  a large 
thrombus;  when  the  heart  muscle  is  whipped  up  by 
digitalis  and  made  to  contract,  it  may  throw  off  an 
embolus  from  this  thrombus  and  produce  a cerebral 
embolus  with  sudden  death.  This  is  what  occurs  in 
sudden  death  fr'om  quinidine  sulfate.  TSiis  is  probably 
not  the  case  here,  however,  as  the  patient  felt  weak 
and  dyspneic  the  morning  of  the  day  she  died;  there 
would  be  no  such  symptoms  of  an  impending  cere- 
bral embolus.  The  second  cause  of  death  is  by 
coronary  occlusion;  the  absence  of  pain  is  against 
coronary  disease,  but  pain  is  not  always  present; 
the  electrocardiogram  usually  shows  more  evidence 
of  coronary  disease  than  is  shown  here.  I do  not 
see  how  a coronary  occlusion  can  be  either  proved 
or  ruled  out  in  this  case,  except  by  autopsy.  The 
third  mechanism  of  sudden  death  is  very  liable  to  oc- 
cur in  these  cases  where  auricular  fibrillation  has 
been  present  and  there  has  been  a disturbance  in  the 
conduction  mechanism.  The  disturbance  in  conduc- 
tion may  produce  a ventricular  fibrillation.  Death 
generally  occurs  very  soon.  It  is  diagnosed  only  if  an 
electrocardiogram  is  being  taken  just  before  such 
a sudden  death.  An  acute  dilatation  of  the  left 
ventricle  occurs,  producing  death;  there  may  be  a 
feeling  of  weakness  and  dyspnea  preceding  such  an 
occurrence.  I believe  this  was  probably  the  cause 
of  the  death  in  this  case. 

Diagnosis:  Hypertensive  heart  disease.  Hypertro- 
phy and  dilatation. 


Discussion  by  Dr.  Richard  Cabot 

(In  part,  from  above  journal) 

Of  course  people  are  very  melodramatic  in  their 
phrases  about  the  color  of  urine,  as  they  are  about 
other  matters  in  medicine.  If  it  really  were  the 
color  of  mahogany,  it  might  be  a very  serious  con- 
dition and  would  not  be  at  all  likely  to  come  from 
passive  congestion.  But  one  wonders  if  it  is  any 
more  than  ordinary  high  colored  urine.  Examina- 
tion of  the  lungs  shows  all  the  ordinary  signs  of 
passive  congestion,  probably  with  some  hydrothorax. 

What  is  a heaving  impulse  ? How  do  you  rec- 
ognize it? 

It  is  a question  of  the  slowness  with  which  the 
tissues  rise.  The  ordinary  impulse  comes  and  goes 
quickly.  The  heaving  impulse  comes  slowly  and 
stays  longer.  Of  course  the  word  heaving  is  not 
an  exact  scientific  word,  but  if  you  are  thinking 
of  the  kind  of  thing  that  goes  with  hypertrophied 
heart  it  is  a slow,  powerful  impulse  which  may  be 
over  a large  area  or  not,  but  which  is  ordinarily  not 
called  heaving  it  is  sudden.  Your  description  might 
correspond  to  the  same  thing,  but  you  speak  es- 
pecially about  the  end,  about  which  I have  not  any 
particular  impression.  Heaving  impulse  is  an  im- 
portant thing  if  you  are  in  doubt  about  cardiac 
hypertrophy.  It  often  helps  you  very  much.  Only 
you  ought  to  have  it  demonstrated  to  vou  a number 
of  times.  I do  not  know  just  whv  they  took  that 
blood  sugar.  Some  of  the  clinical  men  are  very 
much  interested  in  the  relation  between  gallbladder 
disease  and  diabetes,  and  it  is  presumably  the  fact 
that  she  has  previously  had  gallbladder  disease. 


APRIL,  1931 


171 


DIFFERENTIAL,  DIAGNOSIS 

The  record  reads  like  that  of  a straight  cardiac 
case.  Certainly  there  is  nothing  to  prove  damage 
to  the  kidneys.  Here  is  a woman  of  sixty-two 
with  cardiac  trouble,  presumably  of  the  arterioscler- 
otic or  hypertensive  type.  We  have  a big  heart 
proved  by  x-ray  and  suggested  otherwise.  We  have 
a moderate  amount  of  passive  congestion.  We  have 
nothing  in  the  earlier  history  to  make  us  think 
anything  is  wrong  with  the  heart,  and  that  is  what 
we  should  expect  in  the  type  of  heart  trouble  com- 
monest at  her  age.  I do  not  see  how  anybody  can 
reason  out  any  other  diagnosis  than  that  of  hyper- 
tension, presumably  with  arteriosclerosis.  I think 
there  will  be  a big  heart,  especially  the  left  ven- 
tricle, normal  valves,  kidneys  not  showing  nephritis, 
but  showing  probably  some  involvement  in  the 
general  arteriosclerotic  process  which  is  likely  to 
occur  in  a case  like  this. 

The  blood  is  a little  queer.  There  seems  to  be 
a little  secondary  anemia  judging  from  the  smear, 
and  yet  from  the  figures  given  you  could  hardly 
say  so.  I do  not  believe  it  has  any  special  bearing 
on  the  case. 

The  only  thing  we  can  discuss  is,  Why  did  she 
drop  dead  suddenly  ? And  if  you  notice  how  often 
we  do  not  explain  that  even  after  death  you  will  not 
feel  quite  so  enthusiastic  about  arguing  about  it 
as  I used  to  years  ago.  More  than  half  the  cases 
of  sudden  death  that  I have  discussed  here  have 
not  been  explained  at  necropsy.  We  say  the  com- 
monest causes  are  cerebral  hemorrhage,  cardiac  in- 
farction and  pulmonary  embolism;  but  more  often 
than  not  we  do  not  find  any  cause.  So  I should  say 
the  first  probability  is  that  we  shall  not  find  any 
cause  of  sudden  death.  Second,  it  is  perfectly  pos- 
sible she  had  a cardiac  infarction.  She  had  no 
pain,  but  perhaps  she  died  too  quickly  for  it. 
Third,  it  is  possible  that  she  had  a pulmonary  em- 
bolism. She  had  no  symptoms  of  it,  but  if  embo- 
lus was  in  one  of  the  larger  branches  there  is  no 
reason,  why  there  should  be  symptoms  of  it.  She 
was  cyanotic.  She  died  quickly,  with  no  indica- 
tion of  paralysis.  I do  not  see  how  we  can  say 
cerebral  hemorrhage.  I can  not  remember  a case 
of  cerebral  hemorrhage  that  died  as  quickly  as 
this.  My  impression  is  that  the  quick  deaths  are 
not  often  proved  to  be  due  to  cerebral  hemor- 
rhage. So  I should  say  the  chances  are  against 
cerebral  hemorrhage,  but  that  is  all  I can  say. 

I think  that  Dr.  Mallory  will  say  that  she  had 
arteriosclerotic  hypertrophied  heart,  general  pas- 
sive congestion,  some  arteriosclerosis  of  the  kid- 
neys, but  no  nephritis. 

As  to  the  possibility  of  an  acute  infection  as 
suggested  by  the  leukocytosis,  there  is  nothing  par- 
ticularly worth  while  to  say.  There  are  no  physical 
signs  to  tell  use  what  infection  if  any  is  present,  but 
we  know  it  may  be  one  of  two  or  three  without 
physical  signs.  As  to  the  cause  of  sudden  death,  I 
have  nothing  to  add. 

CLINICAL  DIAGNOSIS  (FROM  HOSPITAL 
RECORD). 

Arteriosclerotic  and  hypertensive  heart  disease. 

Conerestive  failure. 

Auricular  fibrillation. 

Coronary  occlusion  ? 

DR.  RICHARD  C.  CABOT’S  DIAGNOSIS 

Arteriosclerotic  hypertensive  heart. 

Chronic  passive  congestion,  general. 

Arteriosclerosis  of  the  kidneys. 


Pathologic  Discussion  by  Dr.  Tracy  Mallory 

(From  above  journal,  p.  1367). 

The  heart  weighed  500  grams, — considerably  hy- 
pertrophied. The  valves  were  entirely  negative  ex- 
cept for  slight  sclerotic  thickening  at  the  base  of 
each  of  the  aortic  cusps. 

The  coronary  arteries  were  entirely  negative. 
The  myocardium  showed  no  sign  of  infarction.  The 
aorta  showed  very  little  arteriosclerosis. 

The  lungs  showed  a slight  degree  of  emphysema 
and  considerable  chronic  passive  congestion. 

The  peritoneal  cavity  contained  considerable 
fluid,  and  there  was  evidence  of  the  old  operation 
in  the  form  of  marked  adhesions  in  the  gallbladder 
region. 

The  gallbladder  was  still  present  and  presumably 
the  stones  had  been  removed  without  amputation 
of  the  gallbladder. 

The  liver  showed  very  marked  longstanding  chron- 
ic passive  congestion,  as  did  the  spleen. 

The  kidneys  weighed  310  grams.  The  cortex 
measured  from  five  to  seven  millimeters.  The  cap- 
sules stripped  very  easily  and  left  only  a few 
small  irregular  scars  on  the  surface.  The  right 
kidney  showed  a firm  white  wedge-shaped  patch 
about  one  centimeter  across  the  base  and  extending 
down  half  a centimeter  into  the  parenchyma,— 
the  typical  appearance  of  a kidney  infarct  of  consid- 
erable standing,  since  it  was  not  surrounded  by  a 
zone  of  hemorrhage,  which  we  always  find  with 
fresh  infarctions.  So  except  for  the  infarcts  and 
the  slight  degree  of  chronic  passive  congestion  they 
were  entirely  normal  kidneys. 

Dr.  Cabot:  What  was  the  cause  of  sudden  death? 

Dr.  Mallory:  None  was  found. 

ANATOMICAL  DIAGNOSIS 

1.  Primary  fatal  lesion. 

(Primary  hypertension.) 

2.  Secondary  or  terminal  lesions. 

Hypertrophy  and  dilatation  of  the  heart. 

Chronic  passive  congestion  of  liver,  lungs  and 

spleen. 

Hydrothorax. 

Ascites. 

Infarct  of  the  right  kidney. 

3.  Historical  landmarks. 

Chronic  cholecystitis. 

Mucous  polyp  of  the  uterus. 


CARCINOMA  OF  THE  CERVIX  UTERI.  Cor- 
nelius Oliver  Bailey,  M.D.,  F.A.C.P.,  Dallas,  Texas, 
Tex.  State  Jour,  of  Med.,  Sept.,  1920,  p.  350. 

Thirty  per  cent  of  cancer  in  the  female  involves 
the  uterus  and  90  per  cent  of  uterine  cancer  orig- 
inates in  the  cervix,  consideration  of  this  lesion  is 
of  great  importance.  The  earliest  stages  of  the 
disease  appear  as  (1)  a hard  nodule  in  the  cervical 
lip,  (2)  papillary  outgrowths  from  lip  or  canal,  or 
(3)  excavation  or  cauliflower  growth.  Cervical  can- 
cer involves  the  pelvic  nodes  in  less  than  one-third 
of  the  cases.  Treatment  is  educational  and  tech- 
nical; from  the  technical  standpoint,  there  is  a two- 
fold problem;  eradication  of  the  local  lesion  and 
maintenance  of  body  resistance  at  the  highest 
point  of  efficiency.  The  treatment  and  prognosis 
is  largely  dependent  on  intelligent  study  of  the 
biopsy  specimen,  and  no  line  of  treatment  is  justi- 
fied until  a pathological  report  is  available.  Meth- 
od of  treatment  advocated  is  usually  by  four  to  six 
thousand  milligram  hours  of  heavily  filtered  ra- 
dium to  cervix  and  broad  ligaments;  this  is  supple- 
mented by  medium  wave  roentgen  ray  in  massive 
doses  over  the  pelvis  by  cross  fire  distribution.  Then 
a “follow  up”  system  is  essential  to  the  proper 
handling  of  the  cases. 
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PUBLIC  HEALTH  NOTES 
J.  ROSSLYN  EARP,  DR.  P.  H. 

Director,  New  Mexi?o  Burea'i  of  Public  Health 
ROCKY  MOUNTAIN  SPOTTED  FEVER 
VACCINE 

Through  the  courtesy  of  Dr.  R.  R.  Parker 
of  the  Ham’Ron  laboratory,  the  New  Mex- 
ico Bureau  of  Health  has  secured  a small 
quantity  of  Rockv  Mountain  snotted-fever 
vaccine.  This  will  be  kept  in  the  refriger- 
ator of  the  state  laboratory  at  Albuquerque 
and  wil1  be  available  to  nbvsicians  of  the 
sfate  fo1"  emergency  use  only  (see  paragraph 
5 b°lowL 

Vacc'ne  for  ordinary  p”ophvlaxis  mav  be 
obtained  by  direct  request  to  the  laboratory 
at  Hamilton.  Montana.  The  following  points 
regarding  the  use  of  this  vaccine  are  em- 
pbas:zed  bv  Dr.  Parker  in  a letter  to  the 
Director  of  Health : 

“1.  Requests  fo1*  vaccine  should  be  ad- 
dressed to  the  Officer  in  Charge,  United 
States  Publ'c  Health  Service,  Hamilton, 
Montana. 

“2.  Each  request  for  vaccine  should  spe- 
cify either  the  number  of  persons  to  be  vac- 
c'nated  or  the  number  of  cubic  centimeters 
needed  on  the  basis  of  4 c.c.  to  the  person. 

“3i.  Vaccine  is  furnished  to  physicians 
without  charge  and  the  charge  for  adminis- 
tration should  be  nominal. 

“4.  The  vaccine  is  very  expensive  to  man- 
ufacture and  amounts  requested  should  be 
h'mited  to  use  which  can  be  foreseen. 

“5.  Reports  received  at  the  Hamilton 
station  suggest  that  if  vaccine  is  administer- 
ed soon  after  a bite  by  an  infected  tick  a con- 
siderate amelioration  of  symptoms  and 
shortening  of  the  course  of  infection  may  re- 
sult. 

Physicians  will  therefore  be  justified  in 
recommending  the  taking  of  the  vaccine  by 
tick-bitten  persons  as  soon  as  possible  after 
the  bite  is  received. 

“6.  Therapeutic  use  of  the  vaccine  after 
onset  of  symptoms  is  not  recommended.  In 
sections  where  the  less  fatal  types  of  infec- 
tion occur,  some  physicians  have  so  used  it 
with  supposed  good  results,  but  the  diffi- 
culties which  prevent  certainty  on  this  point 
can  be  readily  understood.  Results  in  the 
highly  fatal  Bitter  Root  valley  cases  have 
suggested  that  in  the  more  severe  type  of 
the  disease,  its  use  may  even  be  harmful. 

“7.  It  is  especially  requested  that  the 
Officer  in  Charge  of  the  Hamilton  laboratory 
be  advised  of  any  cases  of  spotted  fever 
which  may  occur  in  vaccinated  persons  andd 
that  as  detailed  a clinical  record  as  possible 
be  kept  of  such  cases.” 


REPORT  OF  NEW  YORK  STATE  HEALTH 
COMMISSION 

The  preliminary  report  of  the  distinguish- 
ed public  hearth  commission  that  was  ap- 
pointed nearly  a year  ago  by  Governor 
Roosevelt  is  an  important  public  document. 

The  Commission,  in  addition  to  its  Chair- 
man. Dr.  Livingston  Farrand,  president  of 
Corned  LIniversity,  is  composed  of  the  fol- 
lowing members:  George  W.  Cottis,  M.D. ; 
Simon  Flexner,  M.D.;  Hon.  Homer  Folks; 
Edward  L.  Keyes,  M.D. ; Mr.  John  A.  Kings- 
bury ; Mrs.  Henry  Goddard  Leach ; Hon.  Hen- 
ry Morgenthau ; Matthias  Nicoll,  Jr.,  M.D.; 
Mr.  John  M.  O’Han’on;  Thomas  Parran,  Jr., 
M.D. ; Wi’liam  H.  Ross,  M.D. ; Miss  Kather- 
ine Tucker:  and  Linsly  R.  Williams,  M.D. 

The  findings  of  such  a committee  must  be 
attentively  studied  bv  physicians  and  social 
workers  in  every  state.  Although  it  is  true 
that  the  local  needs  of  New  York  State  have 
been  the  subject  of  the  commission’s  survey, 
nevertheless  their  estimate  of  the  needs  of 
their  sta+e  will  fit  very  closely  our  own  es- 
timate of  public  health  needs  in  the  South- 
west They  are  as  follows: 

“(1)  Effective  local  health  departments 
with  qualifiedd  personnel,  (2)  more  effective 
service  in  the  control  of  tuberculosis,  can- 
cer and  the  venereal  diseases,  (3)  more  com- 
prehensive measures  to  reduce  infant  deaths 
and  deaths  among  mothers  from  causes  in- 
cident to  childbirth,  (4)  further  coordina- 
tion of  school  hygiene  with  other  health  ser- 
vices, (5)  better  organization  for  the  discov- 
ery and  cure,  hehabilitation  and  care  of  crip- 
pled children,  (6)  the  extension  of  public 
health  nursing  throughout  the  state  to 
reach  the  standards  now  in  effect  in  a few 
areas,  (7)  protection  of  the  public  health 
through  additional  safeguards  in  the  purifi- 
cation of  water  supplies  and  the  prevention 
of  stream  pollution,  (8)  more  attention  to 
the  growing  problem  of  industrial  hygiene.” 

Whole-time  county  health  officers  are  rec- 
ommended for  all  counties  with  a popula- 
tion of  30,000  or  more  and  for  smaller  coun- 
ties there  should  be  available,  without  cost, 
the  services  of  a district  health  officer  or 
other  member  of  the  state  staff  who  will  act 
as  a county  health  commissioner  for  one  or 
more  of  these  counties. 

In  discussing  the  qualifications  needed  for 
the  position  of  county  health  officer,  the 
commission  believes  that  eventuallv  a full 
resident  year  of  study  in  public  health  should 
be  reqwred  as  well  as  public  health  experience 
on  a whole-  time  basis.  The  commission 
realizes  however  that  this  standard  cannot 
be  enforced  at  the  present  time.  Other  rec- 
ommendations are  that  the  law  be  amended 
to  provide  for  treatment  of  the  venereal  dis- 
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eases  as  a public  health  problem,  irrespective 
of  whether  or  not  the  individual  case  be  in- 
digent or  infectious.  A division  of  cancer 
control  is  to  be  established.  Increased  ac- 
commodat'on  is  to  be  provided  for  the  tu- 
berculous. In  detail  some  of  these  recom- 
mendations are  applicable  only  to  a wealthy 
state  but  in  general  outline  they  set  a model 
which  every  state  will  do  well  to  study. 


PUBLIC  HEALTH  NOTES 
J.  ROSSLYN  EARP,  Dr.  P.  H. 

Director,  New  Mexico  Bureau  of  Public  Health 
Health  Education 

The  fol’owing  newspapers  have  asked  for 
educational  material  on  public  health : 

Independent,  Mountainair,  N.  M.;  Tribune,  Lov- 
ington,  N.M. ; Journal,  Albuquerque,  N.  M.;  Por- 
tales  Valley  News,  Portales,  N.M.;  Independent, 
Silver  City,  N.  M.;  Morning  Dispatch,  Roswell,  N. 
M.;  Chronicle,  Carlsbad,  N.M.;  Advocate,  Artesia,  N. 
M.;  Advertiser,  Alamogordo,  N.  M. ; La  Bandera 
Americana,  Albuquerque,  N.  M.;  Gate  City  Sun, 
Raton,  N.  M.;  Review,  Grant,  N.M.;  Independiente, 
Las  Vegas,  N.  M. 

Physicians  will  oblige  the  Bureau  by  co- 
operating in  the  promotion  of  this  service. 
Send  us  clippings  of  articles  which  appear. 
Send  us  your  criticisms  of  the  articles  which 
appear  and  suggestions  for  future  articles. 
If  you  local  paper  is  not  included  in  the  above 
list,  see  the  editor  and  ask  him  if  he  would 
not  like  to  print  feature  stories  prepared  (in 
English  or  Spanish)  by  the  Bureau.  Ask  if 
he  could  not  use  mats,  purchased  (includ- 
ing the  copyright)  by  the  Bureau  from  the 
American  Public  Health  Association  for  the 
use  of  the  newspapers  of  New  Mexico. 

New  Mexico  PubMc  Health  Association 

The  seventh  annual  meeting  of  the  New 
Mexico  Public  Health  Association  will  be 
held  on  May  11  and  12  at  La  Fonda  Hotel  in 
Santa  Fe.  Registration  will  be  at  9 A.  M.  on 
May  11.  An  interesting  program,  leaving 
ample  time  for  free  discussion,  has  been  ar- 
ranged. Dr.  Walter  Clarke,  chief  of  the  di- 
vision of  medical  measures  of  the  American 
Social  Hygiene  Association,  is  coming  from 
New  York  to  discuss  the  control  of  venereal 
diseases  in  a rural  community.  Dr.  Clarke 
was  formerly  editor  of  the  section  on  vener- 
eal diseases  of  the  International  Journal  of 
Public  Health  and  was  connected  with  the 
Social  Hygiene  Association  for  some  years 
before  he  won  honors  in  the  medical  school 
of  Edinburgh  University.  He  is  certain  to 
have  valuable  suggestions  and  counsel  on  a 
very  difficult  problem. 

Menjbership  in  the  New  Mexico  Public 
Health  Association  is  not  restricted  to  health 
officers..  It  is  hoped  that  all  physicians  in- 
terested in  the  public  health — and  that 

should  include  all  who  subscribe  to  Article  2 


of  the  Constitution  of  the  American  Associa- 
tion— will  join  the  Public  Health  Association 
and  make  an  effort  to  attend  its  annual 
meetings.  A program  will  be  sent  to  any 
physician  upon  request. 

Immediately  following  the  meeting  of  the 
State  Public  Health  Association,  the  public 
health  nurses  of  the  state  will  hold  their 
meeting  at  La  Fonda  Hotel  on  May  13th. 
Registration  will  take  place  at  9 A.  M.  An 
excellent  program  has  been  arranged  and  the 
nurses  are  urged  to  take  this  opportunity  to 
get  together  for  free  discussion.  A round 
table  session  will  be  held  in  the  afternoon 
at  which  time  all  public  health  nurses  are 
invited  to  present  their  suggestions  and 
problems.  Printed  programs  will  be  mailed 
upon  request. 


NOTICE  TO  ARIZONA  PHYSICIANS 

A History  of  Arizona  Physicians  and  Ari- 
zona Medicine  is  in  the  course  of  preparation 
by  a member  of  the  editorial  staff  of  South- 
western Medicine  for  the  purpose  of  supply- 
ing data  of  Arizona  medicine  for  inclusion 
in  a History  of  Medicine  of  the  United  States 
now  being  prepared. 

The  task  will  be  greatly  lightened  if  each 
Arizona  physician  and  former  Arizona  phy- 
sician, will  supply  data  on  himself,  following 
the  outh'ne  given  below. 

The  data  on  deceased  physicians  will  be 
difficult  to  obtain  unless  those  who  have 
such  data  will  be  good  enough  to  supply  it. 

It  is  to  the  interest  of  all  that  each  phy- 
sician supply  full  data  upon  himself  and 
upon  the  deceased  members  he  may  have 
known. 

Outline  for  data: 

Name  in  full. 

Date  of  birth.  Father’s  occupation. 

Place  of  birth.  Father’s  nationality. 

Name  of  father.  Mother’s  nationality. 

Places  and  dates  of  your  residence. 

Educational  institutions  attended  and 
years ; degrees  obtained. 

Church  affiliation. 

Date  of  marriage. 

Wife’s  maiden  name. 

Names  and  ages  of  children. 

License  to  practice  in  what  states ; dates 
of  such  licenses. 

Places  and  dates  of  medical  practice. 

Medical  publications,  places  and  dates  of 
publication. 

Other  medical  activities. 

Other  activities  and  data  of  interest. 

Specialty  practiced. 

Present  address  of  residence ; office. 

Please  enclosq  recent  photograph,  with 
data  to  Southwestern  Medicine,  Box  1587, 
Phoenix,  Arizona. 
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DR.  WILLIAM  C.  TODT 

The  Arizona  State  Medical  Association  has 
lost  a member  unsurpassed  in  loyalty  and 
faithfulness^.  in  the  death  of  Dr.  William  C. 
Todt  of  Kingman.  For  many  years  he  served 
as  councilor  for  the  northern  district,  and 
left  his  impress  by  organizing  and  bringing 
to  successful  consummation  the  only  coun- 
cilor district  meetings  yet  held  in  the  state. 

At  the  meeting  in  Phoenix,  last  year,  he 
was  made  Vice  President,  and  was  in  direct 
line  for  the  highest  office  in  the  gift  of  the 
Association,  when  death  claimed  him  on 
April  13th,  at  the  home  of  his  sister,  in  Phoe- 
nix. 

While  in  poor  health  during  the  winter, 
most  of  which  he  spent  in  Phoenix,  this  out- 
come was  not  expected,  and  the  entire  med- 
ical profesion  of  the  state  mourns  this  pass- 
ing of  friend  and  confrere. 

Formal  resolutions  to  be  introduced  at  the 
forthcoming  meeting  of  the  Association  in 
Nogales  will  be  published  next  month. 


NOGALES,  THE  CONVENTION  CITY 

(By  Chamber  of  Commerce) 

Nogales,  uniquely  situated  astride  the 
borderline,  is  an  ideal  convention  city,  having 
8,500  peop’e  on  the  American  side  with 
modern  hotels,  meeting  halls  and  other  ac- 
commodations adequate  for  such  meetings, 
and  with  Nogales,  Sonora,  “just  across  the 
street,”  a modern  city  in  many  respects,  but 
still  a quaint  Spanish  town  with  many  en- 
joyable attractions. 


This  city,  the  third  largest  in  the  state, 
commercially,  is  also  the  largest  port  of  en- 
try on  the  entire  Mexican  border  and  for  that 
reason  we  are  indeed  glad  to  be  the  host  to 
the  many  conventions  which  visit  our  city\ 
We  are  glad  to  have  people  come  to  Nogales 
so  that  they  may  see  for  themselves  the  op- 
portunities which  we  have  to  offer  and  also 
so  that  they  may  know  of  the  trade  area 
which  our  city  serves. 

The  West  Coast  of  Mexico  comprises  the 
States  of  Sonora,  Sinaloa  and  Nayarit  and 
has  approximately  one-half  of  the  wealth  of 
the  entire  Republic  and  one-third  of  the  pop- 
ulation. Numerous  thriving  enterprises  in 
this  area  are  either  owned  or  financed  by 
American  capital  who  have  established  res- 
idences in  Nogales. 

Historically,  the  very  spot  where  Nogales 
is  now  situatedd  had  been  traveled  over 
and  explored  before  the  Revolutionary  war. 
Father  Kino  had  established  his  chain  of 
missions  throughout  northern  Sonora  and 
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one  of  the  remnants  of  his  wonderful  piece 
of  work  still  remains  just  nineteen  miles 
north  of  Nogales.  Tumacacori  Mission  is  now 
a National  Monument  presided  over  by  Mr. 
George  L.  Boundy,  a full-time  custodian,  who 
will  be  more  than  glad  to  give  the  visiting 
tourists  full  information  regarding  this  his- 
torical spot. 

Four  miles  further  north  is  the  little  town 
of  Tubac,  once  a famous  Spanish  presidio 
from  which  Captain  Juan  Bastante  de  Anza 
led  his  troops  and  settlers  to  the  Golden 
Gate,  founding  the  city  of  San  Francisco. 
Also,  in  this  same  little  town  was  established 
the  first  printing  press  west  of  the  Rockies 
and  the  first  mining  claim  west  of  the  Rock- 
ies was  filed  in  Tubac.  Over  this  very  same 


Tumacacori  Mission,  19  miles  North  of  Nogales  on 
Nogales-Tucson  Highway 

ground  Coronado  led  his  gallant  forces  seek- 
ing the  Seven  Cities  of  Cibola.  Arizona  High- 
way No.  82  has  been  named  in  honor  of  this 
valiant  explorer  as  the  “Coronado  Trail,”  and 
it  is  probably  the  most  scenic  route  in  south- 
ern Arizona.  Along  this  same  route  are 
found  Fort  Buchanan,  Fort  Mason  and  other 
forts  of  a later  period  but  established  by  In- 
dian fighters  and  have  long  since  been  aban- 
doned. 

We,  in  Nogales,  are  indeed  glad  to  have 
conventions  visit  our  city.  We  want  them  to 
enjoy  our  many  historical  and  scenic  at- 
tractions, and  if  time  permits,  it  would  be 
our  pleasure  to  make  all  necessary  arrange- 
ments so  that  a short  fishing  trip  down  the 


West  Coast  of  Mexico  to  Guaymas  might  be 
included.  This  would  take  in  the  capital  of 
the  state,  Hermosillo.  This  route  is  to  be 
known  as  the  International  Pacific  highway 
and  is  now  in  the  course  of  construction,  ap- 
proximately one  mile  a day  being  opened  for 
travel  and  by  September  first,  will  be  one 
of  the  best  highways  in  Mexico  and  on  a par 
with  any  gravel  roads  in  Arizona. 


NEWS  ITEMS 

DR.  CHARLES  W.  SULT,  of  Phoenix,  took  over 
the  office  of  State  Superintendent  of  Public  Health 
on  April  first,  succeeding  Dr.  R.  J.  Stroud,  of  Tem- 
pe.  Dr.  Suit,  following  his  appointment,  visited  some 
of  the  health  departments  in  eastern  states  in  order 
to  familiarize  himself  with  their  methods. 

DR.  R.  B.  RANEY,  of  Phoenix,  has  been  appoint- 
ed local  registrar  of  vital  statistics  for  the  district 
comprising  the  city  of  Phoenix. 

DR.  W.  K.  WYLDER,  of  Albuquerque,  attended 
the  American  College  of  Physicians  in  Baltimore  the 
last  week  in  March.  This  is  the  fifth  consecutive 
meeting  of  the  College  which  Dr.  Wylder  has  at- 
tended. 

DR.  FRED  G.  HOLMES,  of  Phoenix,  attended 
the  conference  and  convocation  of  the  American  Col- 
lege of  Physicians,  in  Baltimore,  in  March,  where 
he  was  received  into  Fellowship. 


ARIZONA  PHYSICIANS  IN  AMERICAN 
COLLEGE  OF  PHYSICIANS 

The  Fifteenth  Annual  Congress  of  the  American 
College  of  Physicians  was  held  in  Baltimore,  March 
23  to  28,  and  was  the  largest  and  best  meeting  yet 
held  by  the  organization.  Dr.  W.  Warner  Watkins 
of  Phoenix,  member  of  the  B'oard  of  Governors  of 
the  College,  and  Dr.  Fred  Holmes  of  Phoenix,  at- 
tended the  conference.  Fellowship  was  conferred  on 
the  following  clinicians  from  Arizona,  at  this  meet- 
ing: Dr.  E.  W.  Phillips,  of  St.  Luke's  Home,  Phoe- 
nix; Dr.  Frank  J.  Milloy,  of  the  Southwest  Clinic, 
Phoenix;  Dr.  Fred  Holmes  of  Phoenix;  Dr.  Orville 
H.  Brown  of  Phoenix;  Dr.  Fred  T.  Fahlen  of  Phoe- 
nix; Dr.  Harlan  P.,  Mills,  of  the  Pathological  Lab- 
oratory, Phoenix;  Dr.  S.  C.  Davis,  of  the  Thomas- 
Davis  Clinic,  Tucson. 

There  were  also  elected  as  Associates  in  the  Col- 
lege the  following  clinicians  of  Arizona:  Dr.  Virgil 
G.  Presson,  Tucson;  Dr.  Jesse  D.  Hamer,  of  Phoe- 
nix; Dr.  Robt.  S.  Flinn,  of  Phoenix;  Dr.  Howell 
Randolph,  Phoenix. 

The  1932  Conference  will  be  held  in  San  Francis- 
co, the  first  time  the  meeting  has  come  west  of  the 
Mississippi  River.  Dr.  Watkins  was  re-elected  mem- 
ber of  the  Board  of  Governors  for  another  three 
year  term.  A summarized  report  of  the  scientific 
papers  will  be  made  in  a forthcoming  issue  of  this 
journal  by  Dr.  M.  K.  Wylder,  of  Albuquerque. 


ERRATUM 

In  our  no'es  published  in  the  February 
issue  (page  89)  Vitamin  E was  erroneously 
given  as  the  synonym  for  the  P-P  factor  of 
Vitamin  B.  The  proper  synonym  for  the  P-P 
factor  is  Vitamin  G.  Vitamin  E is  the  fac- 
tor apparently  needed  for  full  fertility  in 
certain  animals. 
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40th  Annual  Meeting 
Arizona  State  Medical  Association 
Nogales,,  May  7?  8 and  9 

Registration  headquarters  will  be  at  the  Monte- 
zuma Hotel.  Every  member,  visitor  and  guest  is 
requested  to  register  promptly  on  arrival. 

Scientific  sessions  will  be  held  in  the  Armory. 
Morning  sessions  start  at  10  o’clock  and  afternoon 
sessions  at  2 o’clock. 

No  address  or  paper  before  the  Association,  except 
those  of  invited  guests,  shall  occupy  more  than 
twenty  minutes.  The  opening  discussions  are  limit- 
ed to  five  minutes  and  general  discussions  to  three 
minutes  each.  No  one  shall  speak  more  than  twice 
on  the  same  subject. 

Papers  read  before  the  scientific  sessions  shall 
become  the  property  of  the  Association  and  shall  be 
deposited  with  the  secretary  for  publication  in  the 
official  organ  of  the  Association  (Southwestern 
Medicine) . 

For  the  social  entertainments,  see  the  special 
announcements  elsewhere  in  this  program. 

Officers 


President: 

Joseph  Madison  Greer  - - - - Phoenix 
President-Elect : 

Harry  A.  Reese Yuma 

Vice-President : 

* William  C.  Todt  ------  Kingman 

Secretary : 

D.  F.  Harbridge  - - Phoenix 

Treasurer : 

C.  E.  Yount Prescott 

Councilors: 

G.  F.  Manning  (Northern  District)  - Flagstaff 
W.  Warner  Watkins  (Cen.  Dist.)  - Phoenix 

C.  A.  Thomas  (Southern  District)  - Tucson 

* Deceased. 

Committees 

Committee  on  Scientific  Work: 

Harry  A.  Reese,  Chairman  - - - - Yuma 
Local  Committee  on  Arrangements: 

A.  L.  Gustetter  ( Chairman ) - - - Nogales 
V.  A.  Smelker  - -- Nogales 

E.  C.  Houle  - --  --  --  - Nogales 

I.  S.  Gonzales  - --  --  --  - Nogales 

F.  T.  Hogeland  -------  Nogales 

Chas.  S.  Smith  - --  --  --  - Nogales 

Southwestern  Medicine: 

Orville  H.  Btiown,  Associate  Editor  - Phoenix 

D.  F.  Harbridge,  Board  of  Managers  - Phoenix 

J.  M.  Greer,  Board  of  Managers  - Phoenix 
National  Legislation: 

R.  J.  Stroud  - - - Tempe 

Public  Welfare  Committee  : 

Clarence  Gunter,  Chairman  - - - Globe 
Medical  Defense  Committee: 

John  E.  Bacon,  Chairman  - - - - Miami 

R.  D.  Kennedy  --------  Globe 

D.  F.  Harbridge,  Secretary  - - - Phoenix 

COUNCIL  MEETING 
Thursday,  May  7th,  9 A.  M. 

HOUSE  OF  DELEGATES 
Executive  Session,  Friday,  May  8th,  9 A.  M. 


Executive  Session,  Saturday,  May  9th,  9 A.  M. 
Open  Meeting,  Saturday,  May  9th,  3 P.  M. 

Members  of  Council 


President,  J.  Madison  Greer  - - - - Phoenix 
President-Elect,  H.  A.  Reese  -----  Yuma 

Past  President,  Samuel  H.  Watson  - - Tucson 

Treasurer,  C.  E.  Yount  ------  Prescott 

Secretary,  D.  F.  Harbridge  - - - - Phoenix 

G.  F.  Manning  --------  Flagstaff 

W.  W.  Watkins  - --  --  --  - Phoenix 
C.  A.  Thomas Tucson 


House  of  Delegates 


Cochise  County  - --  --  --  -3 
Coconino  County  -------  1 

Graham  County  - --  --  --  -0 

Greenlee  County  --------  1 

Gila  County  - --  --  --  --  2 

Maricopa  County  -------  11 

Navajo-Apache  County  - - - - - 1 

Pima  County  - --  --  --  --  6 

Santa  Cruz  County  -------  1 

Yavapai  County  --------  2 

Yuma  County -1 

Mohave  County  --------1 

Members  of  Council  ------  8 

Total --38  Members 

PROGRAM 

THURSDAY,  10  A.  M. 

Invocation : 

Rev.  J.  L.  Patton Nogales 

Addresses  of  Welcome: 

Mayor  Harry  J.  Karnes  -----  Nogales 
Presidente  A.  C.  Villasenor,  Nogales,  Son.  Mex. 
Responses: 

Robert  Ferguson Bisbee 

E.  E.  Priego  -----  Nogales,  Son.  Mex. 
Introduction  of  President-Elect: 

President’s  Address: 

Harry  A.  Reese  - --  --  --  --  Yuma 
Greetings: 

T.  J.  McCamant  -------  El  Paso,  Tex. 

Fraternal  Delegate  of  the  Texas  State 
Medical  Association. 

Wm.  L.  Bell  {Guest)  -------  Oakland 

“ What  Constitutes  a Modern  Bone  Surgeon ” 

John  H.  White Phoenix 

“The  Healing  of  Myocardial  Infarcts” 

Discussion  opened  by 

Chas.  S.  Kibler,  Tucson. 

R.  K.  Smith  Tucson 

“Prenatal  Care.” 

Floyd  B.  Sharp  - --  --  --  --  Phoenix 


“ Birth  Injuries  to  the  New  Bom.” 

Discussion  on  papers  of  Drs.  Smith  and  Sharp 

opened  by 

C.  E.  Yount,  Prescott. 

Chas.  W.  Brown  (Guest)  - - San  Diego,  Calif. 
“ Bronschoscopic  Diagnosis  and  Treatment,  Includ- 
ing Foreign  Bodies.”  (Lantern  Slides.) 

FRIDAY,  10  A.  M. 

John  Homer  Woolsey  (Guest)  - San  Francisco 
“ Surgical  Problems  of  Usual  and  Unusual  Gastric 
Lesions.” 

C.  A.  Thomas  - --  --  --  --  - Tucson 

“Head  Injuries.” 

Discussion  opened  by 
R.  B.  Raney,  Phoenix. 

John  W.  Flinn  (Invitation) 

“Special  Treatment  of  Pulmonary  Tuberculosis.” 
Discussion  opened  by 
Samuel  H.  Watson,  Tucson. 

Orville  H.  Brown  - --  --  --  - Phoenix 
“Successful  Treatment  of  Eczema,  Urticaria,  An- 
gioneurotic Edema,  Etc.,  by  Dietary  Regulation 


and  Digestants.” 

Discussion  opened  by 
R.  A.  Wilson,  Tucson. 

Oscar  S.  Brown  --------  Winslow 

“Trachoma”  (Lantern  slides.) 

Discussion  opened  by 
Harley  Yandell,  Phoenix. 

Thomas  Burger  (Guest)  -----  San  Diego 
“The  Newer  Anesthetics.” 

A.  P.  Kimball  - --  --  --  --  - Yuma 
“Spinal  Anesthesia.” 
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USED  ORALLY 
AND  RECTALLY 


The  preanesthetic  use  of  Pulvules 
Sodium  Amytal  in  surgical  cases 
reduces  preoperative  apprehension. 
The  patient  is  protected  against  un- 
desirable psychic  effects.  Less  anes- 


thetic is  needed.  Nausea  and  other 


May  we  send  you 
a booklet? 


troublesome  postoperative  effects  are 
diminished  or  overcome. 


Each  Pulvule  contains  three  grains 
Sodium  Iso-amyl-ethyl  Barbiturate. 
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E.  Payne  Palmer  and  Dudley  Fournier  - Phoenix 
“Sodium  Amytal  in  Surgery  and  Obstetrics 
Discussion  on  above  two  papers  opened  by: 

Harry  Carson,  Phoenix. 

D.  F.  Harbridge  ---------  Phoenix 

“ Retinal  Vascular  System.” 

Discussion  opened  by 
Charles  Smith,  Nogales. 

SATURDAY,  10  A.  M. 

James  Marr  Bisailllon  (Guest)  - Portland,  Ore. 
“End  Results  Following  Intrapleural  Pneumoly- 
sis.” 

E.  A.  Gatterdam  Phoenix 

“Atelectasis  ( Massive  Collapse)  in  Tuberculosis” 
Discussion  opened  by 

Howell  Randolph,  Phoenix. 

W.  Claude  Davis  --------  Tucson 

“A  Study  of  Intestinal  Tuberculosis.” 

Discussion  opened  by 
Frank  J.  Milloy,  Phoenix. 

Calvin  Eaton - - - Yuma 

“Agranulocytosis” 

Discussion  opened  by 
Harlan  P.  Mills,  Phoenix. 

E.  E.  Priego  ------  Nogales,  Son.  Mex. 

“ Tetanus  Following  Hemorrhoidectomy.” 
(Translated  by  V.  A.  Smelker,  Nogales.) 
Discussion  opened  by 
E.  C.  Houle,  Nogales. 

R.  D.  Kennedy  - --  --  --  --  - Globe 
“Clinical  Demonstration  Fractures.” 

Entertainments 


7:00  P.  M. 


7:00  P. M. 


12:00  Noon 


12:00  Noon 
7:00  P.  M. 


THURSDAY 

Ladies 

Buffet  Supper  followed  by  Bridge  at 
home  of  Mrs.  A.  L.  Gustetter,  Presi- 
dent Ladies  Auxiliary,  420  Crawford 
Street. 

Men 

Smoker. 

FRIDAY 

Ladies 

Luncheon,  Episcopal  Church,  Craw- 
ford Street. 

Men 

Barbecue  Luncheon. 

Dinner  Dance  for  Doctors  and  their 
Ladies. 


ARIZONA  PUBLIC  HEALTH 
ASSOCIATION 
PROGRAM 

Fourth  Annual  Meeting^Nogales 


Dana  E.  Kepner,  Sanitary  Engineer, 

“Camp  Sanitation  in  Colorado.” 

6:30  P.  M. 

Dinner  and  Annual  Meeting  of  the  Arizona  Public 

Health  Association. 

8:00  P.  M. 

Public  Meeting:  Public  Health  Motion  Pictures. 

1.  How  Biological  Products  are  Made,  Parke, 
Davis  & Co. 

2.  Mosquito  Film,  University  of  California. 

3.  “In  a Drop  of  Water”  and 

4.  “The  Fly,”  Sol  Lesser  Company. 

WEDNESDAY,  MAY  6. 

Health  Officers’  Section 

Chas.  W.  Suit,  M.  D. — “State  Board  of  Health  Pro- 
gram.” 

R.  J.  Stroud,  M.  D. — “Epidemiology  of  Epidemic 
Meningitis.” 

A.  C.  McKean,  M.  D. — “Outbreak  of  Meningitis  in 
Gila  County.” 

G.  Fasting,  M.  D. — ’“Identifying  Clinical  Suspects 
and  Carriers.” 

H.  Bocock,  R.  N.— “Nurses’  Part  in  Controlling 
Meningitis.” 

J.  C.  Hicks,  D.  V.  M. — “Antirabic  Vaccine  for 
Dogs.” 

C.  L.  Harrell — “County  Sanitary  Inspection.” 

E.  Braddock,  R.  N. — “Progress  in  Yavapai  County 
Rural  Health  Woi'k.” 

Olive  A.  Beagan,  R.  N. — “School  Nursing.” 

Ida  Klount,  R.  N. — “Acitvities  of  Maricopa  County 
Unit.” 

State  Superintendent  of  Public  Health, 

Round  Table  Discussion  of  Administrative 
Problems. 

Water  and  Sewage  Section. 

C.  C.  Kennedy — “Proposed  Sewage  Treatment  Plant 
for  Phoenix.” 

Dario  Travaini — “Operation  of  Miami  Imhoff 
Tanks.” 

R.  F.  Goudey — “Reclaiming  Water  for  Industrial 
and  Agricultural  Purposes.” 

Dr.  Carl  Wilson — “Los  Angeles  Plan  for  Reclaim- 
ing Water.” 

G.  Marx — “Three  Years  Operation  of  Tucson  Sep- 
arate Sludge  Digestion  Plant.” 

G.  T.  Luippold — “Sewage  Chlorination  for  Disinfec- 
tion and  Odor  Control. ” 

R.  Gilbert — “Improving  Miami’s  Water  Supply.” 

P.  Robinson  or  R.  Benzie — “Development  of  Water 
for  the  Southern  Pacific.” 

W.  J.  Jamieson — “Extension  of  Phoenix  Distribu- 
tion System.” 

R.  A.  Hill — ‘“Determining  Source  of  Municipal  Wa- 
ter Supply.” 

P.  Martin — “Well  Construction.” 

Motion  Picture  of  Manufacture  of  Cast  Iron  Pipe. 

Dairy  Inspectors’  Section. 


MAY  5 and  6,  1931 

TUESDAY,  MAY  5 

12:00  M.  to  2:00  P.  M. — Registration. 

General  Meeting,  2 P.  M. 

Addresses  of  Welcome: 

Mayor  H.  J.  Karnes. 

Presidente  A.  C.  Villasenor. 

Announcement  of  Arrangements  for  Meeting's. 
Introduction  to  Members. 

Anna  I.  Nettle,  M.  D. 

“ Indians  as  a Public  Health  Problem.” 

A.  L.  Dopmeyer,  P.  A.  Sanitary  Engr.,  U.  S.  P.  H.  S. 
“Water  Supply  and  Sewage  Disposal  Problems 
on  Indian  Reservations.” 

Benson  Bloom,  M.  D. 

“Clinical  Review  of  a Dysentery  Outbreak.” 

John  Mote, 

“Laboratory  and  Epidemiological  Study  of  a Bac- 
illary Dysentery  Outbreak.” 


R.  N.  Davis,  Univ.  of  Ariz.,  Dairy  Dept. — “Testing 
Dairy  Herds  for  Contagious  Abortion.” 

E.  L.  Stamm,  D.  V.  M. — “Relation  of  Undulant  Fe- 
ver to  Milk  Consumption.” 

J.  C.  Hicks,  D.  V.  M. — “Cooperation  in  Dairy  In- 
spection.” 

J.  Waldron — “New  Dairy  Code.” 

Paul  Cromer — “Milk  Inspection  in  El  Paso.” 

D.  W.  Fountain  (presiding) — “Question  Box”  (for 
all  dairy  inspectors  in  Arizona). 

Visit  to  Nogales  Dairies  and  milk  plants. 

6:30  P.  M. 

Dinner  for  Health  Officers’  Section;  C.  E.  Irvin,  M. 
D.,  presiding. 

Industrial  Health  Hazards  of  Copper  Mining  In- 
dustry, by  F.  V.  Meriweather,  Industrial  Hy- 
giene Division,  U.  S.  P.  H.  S. 

Discussion  by  Dr.  Robert  Flinn. 

Discussion  by  Dr.  F.  F.  Miller. 


APRIL,  1931 


171 


MAY  WE  HELP 
TO  CLEAR  UP  A 


CONFUSION 


REGARDING  THE 
PRESCRIBING  OF 
GELATINE? 


W 

hen  you  prescribe  gelatine  (for  the 
diabetic  diet,  as  an  example)  you  want 
your  patient  to  get  gelatine — real,  pure, 
plain  gelatine,  free  from  sugar,  coloring 
and  flavoring  content.  There  is  a funda- 
mental difference  in  gelatine  — a plain 
gelatine,  such  as  Knox,  is  a pure  protein — 
entirely  free  of  sugar.  The  ready-mixed 
gelatin  dessert  mixtures  contain  85% 
sugar,  coloring  and  flavoring,  and 
less  than  10%  gelatine.  Therefore, 


may  we  recall  to  your  attention  the  ad- 
vantages in  specifying  plain  gelatine!  May 
we  suggest  that  a sure  way  to  guarantee  to 
your  patients  that  they  will  get  this  plain, 
pure  gelatine  you  want  them  to  have  is  to 
prescribe  Knox  Gelatine — (on  which  ex- 
tensive medical  research  work  was  done 
exclusively)  — the  gelatine  that  for  over 
forty  years  has  been  the  highest  qual- 
ity for  health. 


KNOX  is  the  real  GELATINE 


P.  S.  Several  booklets,  helpful  in  prescribing 
liquid  and  soft  diets,  diabetic  diets,  diets  for  an- 
emia, reducing  diets  and  convalescence,  may  be 
had  by  mailing  to  us  the  coupon  herewith.  We 
should  appreciate  the  opportunity  of  sending 
them  to  you. 


KNOXj  GELATINE  LABORATORIES, 
438  Knox  Ave.,  Johnstown,  N.  Y. 


Name 

Address. 
City 


State. 
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PKOGKAM 

of 

New  Mexico  State  Medical  Society 
Albuquerque — 1931  Session 
Alvarado  Hotel 
May  20,  21,  22 

Announcements 

Registration  headquarters  will  be  in  the  Alvarado 
Hotel. 

Every  member,  visitor  and  guest  is  asked  to  reg- 
ister promptly  upon  arrival. 

Scientific  and  business  sessions  will  be  held  in  the 
assembly  room  at  the  Alvarado  Hotel  on  Wednes- 
day, Thursday  and  Friday  and  at  t-he  Country  Club, 
Thursday  evening. 

General  discussions  limited  to  three  minutes.  No 
one  shall  speak  more  than  once  on  the  same  subject. 

Papers  read  before  the  scientific  sessions  shall  be- 
come the  property  of  the  Society  and  shall  be  depos- 
ited with  the  secretary  for  publication  in  the  offi- 
cial organ  of  the  society  (Southwestern  Medicine). 

Bring  your  wives.  The  Ladies  Auxiliary  of  the 
Bernalillo  County  Medical  Society  are  prepared  to 
entertain  the  wives  of  visiting  physicians. 

Dinner  Dance  at  the  Alvarado  Hotel,  Wednesday 
evening. 

Smoker  at  the  Country  Club,  Thursday  evening. 
Noon  day  Luncheons  at  the  Alvarado  Hotel.  Wed- 
nesday, Thursday  and  Friday. 

Officers 

President: 

H.  C.  Brown Santa  Fe 

President-Elect : 

M.  K.  Wylder  ------  Albuquerque 

Vice-President : 

F.  D.  Vickers  - --  --  --  - Deming 

Secretary-Treasurer : 

L.  B.  Cohenour  -----  Albuquerque 
Councilors : 

C.  B\  Elliott  - --  --  --  --  Raton 

Harry  Mera - - - Santa  Fe 

Carl  Mulky  -------  Albuquerque 

Chas.  W.  Gerber Las  Cruces 

W.  T.  Joyner  - --  --  --  - Roswell 

P.  G.  Cornish,  Jr.  - - - - - Albuquerque 

Delegates  to  A.  M.  A.: 

R.  A.  Miller  - --  --  --  --  Clovis 

W.  J.  Latta  ------  -Wagon  Mound 

Program 

WEDNESDAY,  MAY  20. 

Opening  Session — 

8:00  A.  M.  Meeting  of  Council — Assembly  room 
Alvarado  Hotel. 

8:30  A.  M.  Meeting  House  of  Delegates — Assem- 
bly room  Alvarado  Hotel. 

Scientific  Session,  10:00  A.  M. 

Invocation — Rev.  Geo.  J.  Weber. 

1.  Address  of  Welcome  - Dr.  James  F.  Zimmerman 

President  of  University  of  New  Mexico 

2.  Reply  to  Address  of  Welcome  . .Dr.  E.  W.  Fiske 

Santa  Fe 

3.  President/s  Address  - Dr.  Meldrum  K.  Wylder 

Albuquerque,  New  Mexico. 

4.  Dr.  R.  J.  Groom  - - - - Santa  Rita,  N.  M. 

“Some  Comments  on  Surgery  by  an  Internist'’ 


NOON — Luncheon  Alvarado  Hotel 

Address — Attorney  H.  Clarke,  of  Gillett  & Clarke 
Denver,  on  “Physician’s  Liability.’’ 
Afternoon  Session — 1:30  P.  M. 

1.  Dr.  Hugh  Jones  - - - Los  Angeles,  Calif. 

“ Plastic  Reconstructive  Surgery  of  the  Ex- 
tremities.” 

2.  Dr.  T.  E.  Carmody Denver,  Colo. 

“Some  Points  in  Bronchoscopy.” 

3.  Dr.  William  C.  Finnoff  - - Denver,  Colo. 

“The  Relation  of  Ophthalmology  to  General 
Diseases.” 

4.  Dr.  S.  D.  Swope  -----  El  Paso,  Tex. 

“Brain  Injuries.” 

5.  Skin  Clinic — 

Dr.  Geo.  P.  Lingenfelter  - Denver,  Colorado 
Prof.  Dermatology  & Syphilis, 

University  of  Colorado 

WEDNESDAY  EVENING 

DINNER  DANCE — Alvarado  Hotel,  7:00  P.  M. 

THURSDAY,  MAY  21. 

Morning  Session — 9 O’clock 

1.  Dr.  John  W.  Amesse,  President  of  the  Medical 

Society  of  the  City  and  County  of  Denver. 
“Sources  of  Infant  and  Maternal  Mortality  in 
Westeim  States.” 

2.  Dr.  James  Vance  - - - - El  Paso,  Texas 

“Personal  Observations  of  Cholecystitis.” 

3.  Dr.  Dan  G.  Stine,  Prof.  Internal  Medicine, 

University  of  Missouri,  Columbia,  Mo. 

“Hypertensive  Disease.” 

4.  Dr.  Frank  Ridge  - - - - Kansas  City,  Mo. 

“Modern  Diagnostic  Methods.” 

NOON — Luncheon  Alvarado  Hotel 

Afternoon  Session — 1:30  P.  M. 

Meeting  of  House  of  Delegates. 

Election  of  Officers. 

Scientific  Session — 1:30  P.  M. 

1.  Curtice  Rosser,  M.D.,  F.A.C.S.  - Dallas,  Texas 

Prof.  Proctology,  Baylor  University  College 
of  Medicine. 

“The  Diagnosis  and  Management  of  Rectal 
Cancer.” 

2.  Dr.  Nathaniel  H.  Brush  - Santa  Barbara,  Cal. 

“ The  Treatment  of  Delirium  Tremens.” 

3.  Dr.  M.  J.  Geyman  - - Santa  Barbara,  Calif.. 

“Roentgen  Diagnosis  of  Gastro-intestinal  Le- 
sions.” 

4.  Dr.  Verne  C.  Hunt  - - Los  Angeles,  Calif. 

“Surgical  Treatment  of  Peptic  Ulcer.” 

5.  Prof.  Fred  W.  Allen  Jr.  - - - - , 

University  of  New  Mexico. 

“Intestinal  Parasites.” 

THURSDAY  EVENING  SESSION 
COUNTRY  CLUB— 8:00  O’Clock 

1.  Dr.  John  W.  Amesse,  President  of  the  Medical 
Society  of  the  City  and  County  of  Denver. 
“Wm.  Beaumont,  America’s  First  Contribu- 
tion to  World  Medicine.” 

SMOKER 

FRIDAY,  MAY  22 
Morning  Session — 9 O’clock 

1.  Curtice  Rosser,  Prof.  Proctology  Baylor  Uni- 

versity College  of  Medicine,  Dallas. 

“Odds  and  Ends  in  Proctologic  Practice.” 
With  Lantern  Slide  Illustrations. 

2.  Dr.  R.  E.  McBride  - - - Las  Cruces,  N.  M. 

“The  Serum  Treatment  fo  Pneumonia.” 

3.  Dr.  P.  L.  Travers  -----  Gallup,  N.  M. 

“ T ribromethyl  Alcohol  Anesthesia.” 

4.  Dr.  C.  G.  Gellenthein  - - Valmora,  N.  M. 

“A  Resume  of  Diet  Therapy.” 
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ANT  NR;  A BNC  VAC  CINE 


S Manufactured  ~ 

by 

Medical  Arts  Laboratory 
Inc. 

Oklahoma  City,  Oklahoma 
U.  S.  Government  License  No.  98 
Product  approved  by  the 
American  Council  on 
c Pharmacy  and  ^ 

Chemistry 


On  Your  Cabinet  Within  10  Hours 
County  Health  Officers  allowed 
Special  discount  for  indigent  cases  through 
your  State  Health  Department 
Medical  Profession  supplied  by  local  druggist 

or  by 

Dorsey-Burke  Drug  Co. 


Killed  Virus 
(Semple  method) 
Ready  for  immediate 
Injection 


RETAIL  PRICE 

Ampoule  Pack  $14.00 

Individual  Syrine  Pack  21.00 


DISTRIBUTED  BY 

NEW  MEXICO  BUREAU  OF  PUBLIC  HEALTH 

State  Health  Laboratory 
Albuquerque  New  Mexico 

ARIZONA  STATE  BOARD  OF  HEALTH 

and 

DORSEY-BURKE  DRUG  COMPANY 

Phoenix,  Arizona 
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Afternoon  Session — 1:30  P.  M. 

1.  Dr.  W.  R.  Washburn  - - Fort  Bayard,  N.  M. 

“ Etioloav  Graves’  Diseases." 

2.  Dr.  R.  A.  Duncan  - - - Amarillo,  Texas 

“ Chronic  Frontal  Sinusitis 

3.  Dr.  M.  E.  Culpepper  - - - Carlsbad,  N.  M. 

“Septic  Sore  Throat." 

General  Session,  3:00  P.  M. 

Report'  of  House  of  Delegates. 

Resolutions. 

Good  of  the|  Profession. 

Adjournment. 


SECTIONAL  MEETING  OF  AMERICAN 
vuuLEGE  OF  SURGEON & 

The  most  pretentious  sectional  meeting  of  the 
American!  College  of  Surgeons  yet  held  will  be  the 
meeting  in  Oakland,  Calif.,  April  23  to  26.  This 
sectional  conference  includes  the  states  of  Califor- 
nia, Arizona,  Nevada,  Utah,  Idaho,  Washington, 
Oregon  and  British  Columbia.  The  headquarters 
will  be  at  the  Oakland  Hotel.  Detailed  programs 
have  already  been  distributed  to  all  the  Fellows  of 
the  College  in  the  states  named  and  many  from 
Arizona  are  planning  to  attend.  There  will  be  surgi- 
cal clinics  at  the  local  hospitals,  round  table  confer- 
ences, clinical  addresses  by  visiting  surgeons  and 
community  health  meetings.  Among  the  eminent' 
surgeons  who  will  take  pai't  in  the  conference  may 
be  mentioned  the)  following:  C.  Jeff  Miller  of  New 
Orleans,  President  of  the  College;  Franklin  H.  Mar- 
tin of  Chicago,  Director  General  of  the  College; 
Charles  H.  Mayo  of  the  Mayo  Clinic;  George  W. 
Crile  of  Cleveland;  Allen  B.  Kanavel  of  Chicago, 
President-Elect  of  the  College;  Vilray  P.  Blair  of 
St.  Louis;  Burton  J.  Lee  of  New  York;  Louis  H. 
Clerf  of  Philadelphia;  Harry  M.  Richter  of  Chi- 
cago; Harvey*  J.  Howard  of  St.  Louis,  and  others. 

Request  for  reservations  should  be  sent  directly 
to  Dr.  Charles  A.  Dukes,  426  17th  St.,  Oakland, 
Calif. 


EUROPEAN  CLINICS 

SUMMER— 1931 

A co-operative  tour  of  European  clinics  is 
being  offered  this  year  under  the  auspices 
of  seventeen  State  Medical  Journals. 

The  arrangements  are  unusually  thorough 
and  the  prices  are  amazingly  low  for  the  type 
of  accommodations  provided. 

It  is  an  expedition  that  sets  a new  stand- 
ard in  the  field  of  clinic  tours. 

Fill  in  this  Form  and  send  it  to  the  Editor 
of  your  Journal: 

The  list  of  men  in  Europe  who  are  making  all 
local  arrangements  in  each  place  for  the  members 
of  our  party  is  as  follows: 

LONDON 

A.  McBeth  Elliott,  M.  D.,  Master  of  Surgery. 

HOLLAND 

Dr.  Jan  Shoemaker,  Head  of  the  Shoemaker  Clin- 
ic in  The  Hague,  asisted  by  Dr.  W.  H.  Teupken. 

BERLIN 

Dr.  Max  Boehm,  Medical  Advisor  of  the  German 
Government. 

LEIPZIG 

Dr.  Wilhelm  Lange,  Director  of  the  Nose  and  Ear 
Clinic  of  the  University  and  of  the  new  Pathologic 
Anatomical  Institute. 

DRESDEN 

Dr.  Otto  Rostoski  and  Dr.  Hans  R.  Bahrdt,  Pro- 
fessors in  the  University  and  Chief  Surgeons  of  the 
Municipal  Hospital. 


PRAGUE 

Professor  Arnold  Jirasek,  Professor  of  Surgery 
in  Karlova  University. 

VIENNA 

Hofrat  Dr.  Anton  Eiselsberg  and  Hofrat  Dr. 
Julius  Wagner-Jauregg,  Professors  in  the  Uni- 
versity of  Vienna. 

MUNICH 

Professor  Dr.  Erich  Lexer,  Director  of  the  Insti- 
tute of  Clinical  Surgery  and  Professor  Dr.  Fried- 
rich Mueller  of  the  Medical  Faculty. 

ZURICH 

Professor  Dr.  Otto  Veraguth,  Dean  of  the  Uni- 
versity. 

BERNE 

Dr.  Karl  Wegelin,  Dean  of  the  Medical  Faculty. 
A cordial  welcome  from  Dr.  De  Quervain. 


Aai>e  pa/alable 

Starch-free  Bread 


iv/ien  you  prescribe 


Self-rising  — contains  no  starch,  no  gluten 
Ask  for  nearest  Depot  or  order  direct 
LISTER  BROS.  Inc.  41  East  42nd  Street  NEW  YORK,  N.  Y. 


Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 
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PARIS 

Dr.  Henri  Hartmann,  Professor  of  Surgery  in  the 
University  of  Paris  and  President  of  the  National 
Committee  on  the  Development  of  Medical  Connec- 
tions. 

This  list  could  not  easily  be  improved  upon. 

RADIOLOGICAL  CONGRESS 

The  week  in  Paris!  coincides  with  the  meeting  of 
the  International  Radiological  Congress.  President 
Dr.  Beeler  has  expressed  a genuine  interest  in 
having  our  members  visit  the  Congress.  The  Con- 
gress will  be  comprised  of  six  different  sections,  as 
follows : 

1.  Radio  physics. 

2.  Radio  biology. 

3.  Radio  diagnostics. 

4.  Radio  therapy. 

5.  Medical  electrology. 

6.  Natural  and  Artificial  Heliotherapy. 

The  following  questions  will  be  analyzed  ■ 

1.  Radiological  examination  of  the  Alimentary 
Canal. 

2.  Radiologic  examination  of  the  Urinary  Tract, 
with  concrete  illustration. 

3.  Treatment  of  Cancer. 

4.  Radiotherapy  of  Inflammatory  Diseases. 

5.  Electrotherapy  Diathermic  of  Inflammatory 
diseases. 

There  will  be  an  elaborate  exhibit  organized  in 
connection  with  the  Congress.  Members  who  desire 
to  take  part  in  the  festivities  and  receptions  in 
connection  with  the  Congress  should  send  their  sub- 
scription in  advance  to  the  Secretary  of  the  Con- 
gress, Dr.  Ledoux-Lebard,  122  Rue  de  la  Boetie, 
Paris  (VIII).  The  subscription  is  300  francs  ($12) 
for  official  members  attending  the  Congress  and  50 
francs  ($2)  per  person  for  those  accompanying 
members. 

In  each  case  a conference  of  thirty  minutes’  du- 
ration will  be  held  in  the  presence  of  the  whole  as- 
sembly and  members  of  the  Congress  are  cordially 
invited  to  bring  forth  the  results  of  their  personal 
experience  on  the  different  subjects  involved. 
Please  send  me  details  of  the  above  tour. 

Name  

Address  

Specially  interested  in  

Number  in  party  


(ocomalt  for... 


CONVALESCENTS— The  high 

caloric  value  and  quick  as- 
similability  of  Cocomalt 
makes  it  an  especially  valu- 
able food  for  convalescents. 
GENERAL  DEBILITY— The  ne- 
cessity for  a concentrated 
food  of  high  digestibility  in 
asthenic  conditions  is  met  by 
Cocomalt. 

MALNUTRITION  —Under- 
nourished children  and  ad- 
ults respond  splendidly  to 
the  balanced  ration  of  Coco- 
malt mixed  with  milk.  Fur- 
thermore, it  increases  the 
appetite. 

TUBERCULOSIS  — Cocomalt  is 
very  useful  in  increasing  the 
caloric  value  of  tubercular 
diets  without  throwing  an 
additional  strain  upon  the 
digestive  system.  Its  mineral 
content  is  likewise  useful  in 
producing  calcification  of  tu- 
bercular lesions. 


POST  OPERATIVE — Following 
an  operation.  Cocomalt  meets 
the  demand  for  a highly  nu- 
tritious food  that  does  not 
produce  intestinal  fermenta- 
tion or  stasis. 

FEVER  CASES  — The  high  car- 
bohydrate contentand  caloric 
value  of  Cocomalt  make  it 
extremely  valuable  in  treat- 
ing fever  cases.  It  saves  body 
proteins. 

EXPECTANT  MOTHERS— Dur- 
ing pregnancy.  Cocomalt  an- 
swers thegreatneed  forVita- 
mins  B and  D.  Provides  the 
additional  food  needed  by  the 
developing  foetus. 

NURSING  MOTHERS  — Coco- 
malt provides  necessary  food 
elements  for  the  production 
of  milk,  without  inducing 
constipation. 

Cocomalt — the  delicious 
food  drink — adds  70%  to  the 
caloric  value  of  milk. 


SITUATIONS  WANTED 
WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections  en- 
able us  to  give  superior  service.  Aznoes  National 
Physicians’  Exchange,  30  North  Michigan,  Chicago. 
Established  1896.  Member  The  Chicago  Association 
of  Commerce. 


Dear  Reader  : 

Southwestern  Medicine  and  the  Cooperative  Medical  Adver- 
tising Bureau  of  Chicago  maintain  a Service  Department  to 
answer  inquiries  from  you  about  pharmaceuticals,  surgical  in- 
: truments  and  other  manufactured  products,  such  as  soaps, 
clothing,  automobiles,  etc.,  which  you  may  need  in  your 
home,  pffice,  sanitarium  or  hospital. 

We  invite  and  urge  you  to  use  this  Service.  It  is  free  to 
you. 

The  Cooperative  Bureau  is  equipped  with  catalogs  and  price 
lists  of  manufacturers,  and  can  supply  you  information  by  re- 
turn mail. 

Perhaps  you  want  a certain  kin  1 of  instrument  which  is 
not  advertised  in  Southwestern  Medicine,  and  do  not  know 
where  to  secure  it ; or  do  not  know  where  to  obtain  some  au- 
tomobile supplies  you  need.  This  Service  Bureau  will  give 
you  the  information. 

Whenever  possible,  the  goods  will  be  advertised  in  our  pages  ; 
but  if  they  are  not,  we  urge  you  to  ask  Southwestern  Medi- 
cine about  them,  or  write  direct  to  the  Cooperative  Medical 
Advertising  Bureau,  535  N.  Dearborn  St.,  Chicago,  Illinois. 

We  want  Southwestern  MeOicine  to  serve  you. 


FREE 

to  Physicians 

We  would  like  to 
send  you  a trial  can 
for  testing.  Coupon 
brings  it  to  you — free. 


MOFIE 

NOURISHMENT 
TO  MILK. 


R.  B.  DAVIS  CO.,  Dept.  Ax4  Hoboken,  N.  J. 
Please  send  me,  without  charge,  a trial  can  of 

Cocomalt. 

Name 

Address - - 

City - State 


184 


SOUTHWESTERN  MEDICINE 


PAN  AMERICAN  MEDICAL  ASSOCIATION 
City  of  Mexico,  July  26  to  31. 

The  Third  Congress  of  the  Pan  American  Medi- 
cal Association  will  be  held  in  the  city  of  Mexico 
from  the  26th  to  the  31st  of  July. 

On  Sunday,  July  26,  the  inaugural  session  will  be 
opened  at  the  Bolivar  Hall  of  the  National  Prepar- 
atory School  by  the  Honorable  President  of  the  Re- 
public. 

On  Monday,  July  27,  there  will  be  clinical  dem- 
nostrations  at  the  hospitals  and  laboratories,  with 
sectional  meetings  in  the  afternoon,  and  reception 
in  the  evening  at  Chapultepec  Castle  under  the  aus- 
pices of  the  Honorable  President  of  the  Republic. 

On  Tuesday,  July  28,  there  will  be  forenoon  clin- 
ical demonstrations,  afternoon  sectional  meetings, 
with  a concert  in  the  evening. 

On  Wednesday,  July  29,  visits  to  the  Department 
of  Public  Health  in  the  forenoon,  sectional  meetings 
in  the  afternoon,  and  a general  session  at  the  Acad- 
emy of  Medicine,  in  the  evening,  in  honor  of  the 
foreign  delegates. 

On  Thursday,  July  30,  sectional  meetings  all  day, 
with  ball  by  the  Department  of  Public  Health  in 
the  evening. 

On  Friday,  July  31,  final  business  and  clinical 
sessions. 

Special  excursion  rates  are  being  offered  by  rail- 
road and  steamship  lines.  Further  information  can 
be  obtained  from  Dr.  Francisco  de  P.  Miranda, 
Exec.  Secy,  of  the  Congress,  Department  de  Sal- 
ubridad,  Mexico  City,  or  from  Dr.  Conrad  B'erens, 
Treas.  of  the  Pan  American  Medical  Association,  35 
East  70th  St.,  New  York  City. 


THE  DOCTORS  AS  THEY  PASS  BY 
Impressions 

It  will  be  interesting  to  our  readers  familiar  with 
the  medical  profession  of  Phoenix,  as  it  was  to  the 
editor,  to  identify  the  various  members  of  the  hos- 
pital staff,  from  these  lyrically  expressed  charac- 
terizations). 

Sandy  hair,  blue  eyes,  athletic  and  tall; 

You’ll  find  him  in  his  office  if  pleasure  does  not 
call; 

He’d  rather  have  you  rave  about  his  prowess  on  the 
green 

Than  the  skill  it  takes  to  excise  an  appendix  or  a 
spleen. 

With  children  he’s  sympathetic  and  kind, 

With  charming  persuasion  he  gets  them  to  mind; 
But  with  others,  he’s  quite  often  reverse, 

Offers  criticism  unasked,  and  answers  perverse. 

To  read  his  progress  notes  is  a treat, 

With  wit  and  sarcasm  they  are  replete, 

Brilliant,  individualistic  and  wise, 

Yet  when  he  operates,  everybody  sighs. 

A brown-eyed  tease,  with  black  wavy  hair, 

For  whom  most  of  the  nurses  have  a decided  flair; 
He  likes  to  play  poker  the  whole  night  thru; 

As  an  urologist,  he’s  equalled  by  few. 

A clever  surgeon  who  believes  in  specializing, 

A new  clinic  he’s  in  the  midst  of  organizing; 

But  alas  and  alack,  he  fumes  and  he  bellows 
About  the  shortcoming  of  the  other  fellows. 

A public  health  worker  who  fights  to  the  limit 
For  any  project  he  thinks  should  go  thru; 

For  his  private  practice  he  ne’er  has  a minute, 

Yet  the  fair  sex  he'll  always  find  time  to  pursue. 


Postgraduate  Course 

A Series  of  Clinical  Conferences 

An  opportunity  for  the  general  practition- 
er to  observe  clinically  the  latest  develop- 
ments of  diagnostic  and  therapeutic  methods 
being  used  in  special  fields  of  medicine  and 
surgery  will  be  offered  by  the  Clinical  Con- 
ferences to  be  held  in  St.  Louis,  June  15  to 
26,  1931,  under  the  direction  of  the  St.  Louis 
Clinics. 

Prominent  Teachers,  Leading  Hospitals 

will  cooperate  to  make  these  Conferences  of 
great  value.  Round  Table  Luncheon  Discus- 
sions are  planned  to  offer  solutions  to  prob- 
lems and  to  afford  exchange  of  opinions. 

Membership  limited  to  one  hundred. 

Know  more  about  the  Clinical  Conferences. 
Write  your  name  and  address  on  this  an- 
nouncement and  mail  it  today  to 

St.  Louis  Clinics 

3839  Lindell  Blvd. 

St.  Louis,  Mo. 
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As  a radiologist  he’s  gained  international  fame, 

But  as  an  editor,  he’s  now  making  a name. 

His  writings  are  sarcastic  yet  replete  with  dry  wit; 
His  large  solemn  eyes  often  merriment  emit. 

Though  you  go  to  have  your  laryngeal  troubles  ban- 
ished, 

You’re  more  apt  to  have  your  inferiority  complexes 
vanished 

For  he’ll  caress  you  and  whisper  flattering  lies 
While  he’s  treating  your  nose,  your  throat  and  your 
eyes. 

He  dances  entrancingly, 

Flirts  most  convincingly, 

Puts  you  “to  sleep”  skilfully, 

Goes  on  his  way  blissfully. 

As  a surgeon  he’s  efficient  and  speedy, 

Treats  alike  the  rich  and  the  needy; 

If  a bearing-down  pain  to  him  you  mention, 

He’s  sure  to  do  an  immediate  suspension. 

In  his  gayer  moments,  he  drives  a Pierce  Arrow, 

In  his  humbler  moments  a Ford. 

His  pat  ents  adore  him  today  and  tomorrow; 

But  at  home,  he’s  not  always  master  and  lord. 

Conscientious,  painstaking  and  wise, 

To  the  top  he  is  certain  to  rise. 

By  faculty  and  nurses,  he’s  still  called  a dear 
After  acting  as  house  doctor  for  one  whole  year. 

From  a foreign  country  he’s  just  returned. 

Where  new  drinks  he’s  sipped  and  new  customs 
learned. 

But  now  he’s  compelled  to  get  down  to  facts. 

Buch  as  examining  kidneys  and  exploring  urinary 
tracts. 


Still  water  runs  deep  is  a well  known  fact, 

And  this  tall  quiet  man  is  precisely  like  that; 

The  profound  thoughts  he’s  thinking  would  be  hard 
to  surmise, 

While  he’s  taking  out  tonsils  and  examining  eyes. 

He’s  very  precise — yet  gentle  and  tender; 

Untiring,  skillful  service  he’ll  render. 

Stature  small,  eyes  blue,  hair  white; 

Unquestionably  a surgeon  of  might. 

With  the  stork  he  is  in  close  alliance; 

Carries  out  his  technic  despite  others’  defiance. 

He’s  so  much  in  demand  that  he’s  always  in  a hurry; 
When  he  gets  that  airplane,  he  won’t  have  so  much 
worry. 

This  doctor  is  strictly  in  it, 

Enjoys  life  to  the  very  limit; 

He  drinks  good  liquor  and  rides  wild  horses, 
Intrigues  pretty  women,  need  not  worry  about  his 
losses. 

The  most  business-like  doctor  in  this  whole  town, 
Alert,  skillful,  with  dazzling  eyes  of  brown; 

He’s  very  particular  about  his  charts; 

Specializes  in  lungs  and  hearts. 

Dapper,  cheerful,  debonair, 

Always  wears  a boutonniere; 

For  diet  and  allergy,  he  has  a flair; 

With  the  fair  sex,  he  is  “there.” 

Not  only  a good  surgeon  but  a general  as  well, 

Who  does  not  hesitate  to  say  damn  and  hell; 

His  patients  rave  about  him  until  it’s  alarming, 

So,  at  times,  he  must  be  gentle  and  charming. 


A GUARANTEE  THAT  MEANS  SOMETHING 


n 


In  connection  with  matters  so  important  as  surgical 
supplies  or  any  professional  equipment ...  it  is  danger- 
ous to  take  chances.  You  want  the  assurance  that  the 
firm  you  are  dealing  with  is  an  authorized  factory 
distributor  for  lines  internationally  recognized  as  the 
finest.  You  want  a comprehensive  selection  of  the 
most  modern  equipment  . . . the  integrity  of  reputa- 
tion that  assures  satisfaction  ...  a service  department 
that  keeps  your  equipment  at  maximum  efficiency,  in 
short,  for  X-Ray  apparatus,  surgical  instruments  and 
all  professional  needs,  we  believe  you’ll  want 
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He  hasn’t  much  hair;  his  eyes  are  blue; 

His  manner  is  brusque;  his  technic  new. 

For  further  information  we  suggest  that  you  see 
A nurse  who,  morn  and  night,  keeps  track  of  his 
itinerary. 

A melodious  voice  with  an  accent  charming; 

Who  procrastinates  in  a manner  disarming; 

As  a diagnostician  he’s  really  a shark; 

The  Water  Users  keep  him  busy  till  dark. 

Brilliant,  handsome,  young  and  single, 

With  the  fair  sex  he  does  not  mingle. 

In  surgery  he  will  make  his  name; 

On  the  green,  he’s  gaining  fame. 

Deeply  interested  in  our  medical  society, 

He’s  helped  solve  problems  of  variety. 

Sedate,  philosophical,  punctilious  to  a degree; 

But  his  chief  aim  in  life  is  to  get  the  blind  to  see. 

Tall  and  thin,  with  a smile  so  enchanting, 

That  instantly  flouts  all  criticism  and  ranting; 
Has  his  own  ideas,  and  will  carry  them  through 
Despite  the  fact  that  he  appears  to  be  agreeing 
with  you. 

He  did  things  to  the  County  Jail, 

Compelled  them  to  use  the  mop  and  the  pail. 
Erratic,  conceited,  dynamic  in  action; 

Women  and  wine  for  him  have  a desperate  at- 
traction. 

His  name  he  refuses  to  write  in  the  book, 

He  wears  a rather  preoccupied  look; 

While  others  procrastinated,  he’s  gone  and  operated; 
The  patient  gets  well,  and  of  course  he’s  congratu- 
lated. 

Though  he  had  the  chance  to  specialize  in  urology, 
A country  town  he  chose  in  which  to  practice  philo- 
sophically; 

An  all  round  good  fellow,  who  dotes  on  the  fair  sex; 
He  comes  from  Kentucky — what  else  could  one 
expect  ? 

A man’s  man  through  and  through; 

Hunts,  flies  and  fishes  too. 

Yet  women  consult  him  the  whole  day  through 
About  marital  difficulties  and  pregnancies,  too. 

Tall,  sedate,  a manner  austere, 

But  after  you  know  him,  you’ve  nothing  to  fear. 

In  the  “lab”  he  spends  most  of  his  days, 

Cutting  up  tissues  and  taking  x-rays. 

A diffident  benedict,  charming  and  young, 

By  his  associates  his  praises  are  sung. 

He  comes  from  Chicago  where  he  led  the  single  life, 
But  under  Arizona  skies,  he  plans  to  take  a wife. 

Our  youngest  otolaryngologist, 

Growing  famous  in  the  West 
In  extracting  froeign  bodies 
From  children's  throats  and  chests. 

Saunters  in,  makes  his  rounds  lackadaisically; 
Refuses  to  sign  charts,  procrastinating  graciously; 
About  the  most  popular  surgeon  in  this  location, 
Expecting  and  receiving  service  and  admiration. 

A graduate  of  Harvard  is  he; 

A deep  thinker,  interested  in  psychology. 

Yet  his  manner  is  frivolous  and  gay, 

Keeps  a whole  party  amused  in  a remarkable  way. 

A rare  individual,  doing  good  for  his  fellowmen, 
Without  desiring  glory  or  recompense; 

His  disposition  is  gracious  and  fine, 

Delivering  babies  is  his  special  line. 


ROENTGEN  DIAGNOSIS  AND  TREATMENT 
OF  ENLARGEMENT  OF  THE  THYMUS.  Eugene 
P.  Pendergrass,  Philadelphia,  Pa.  The  Penn.  Med. 
Jour.,  Sept.,  1930,  p.  860. 

There  are  certain  definite  and  well  founded  facts 
concerning  the  thymus  which  are  not  sufficiently 
well  known  and  which  deserve  consideration.  The 
author  concurs  in  the  views  of  Jackson  that  thymic 
menace  is  largely  one  of  tracheal  compression.  Any 
roentgenologic  technic  undertaken  in  the  study  of 
the  thymus  must  include  the  upper  respiratory 
tract,  and  must  include  a preliminary  fluoroscopic 
study  in  essentially  the  same  positions  as  the  roent- 
genographic  views.  Sagittal  views  are  made  on  a 
low  table  with  infant  prone  upon  the  cassette.  Tube 
distance  is  38  inches  and  directly  over  the  supra- 
sternal notch.  One  attendant  holds  the  lower  extrem- 
ities and  hips;  another  holds  the  upper  extremities 
above  the  head  which  must  be  exactly  straight, 
without  slightest  rotation  to  either  side  and  mid- 
way between  flexion  and  extension.  Exposures  , 
can  be  made  in  1/20  sec.  and  100  ma.  or  faster  if 
desired.  One  exposure  is  made  during  expiration 
and  one  during  inspiration,  the  child  being  made  to 
cry  for  sake  of  deeper  inspiratory  effort.  An  ex-  , 
act  lateral  view  is  also  required,  the  arms  being 
held  downward  and  back,  shoulders  thrown  as  far 
forward  as  possible;  use  twice  the  exposure  above 
mentioned,  also  during  expiration  and  during  in- 
spiration. As  result  of  some  experimental  work, 
he  concludes  that  exposures  should  also  be  made 
in  the  erect  position,  and  an  adaptable  chair  has 
teen  devised  for  this  purpose. 

In  considering  radiation  therapy  of  the  thymus, 
it  is  recalled  that  the  gland  is  extremely  susceptible  i 
to  radiation,  symptoms  .of  enlarged  thymus  some-  j 
times  disappearing  after  an  ordinary  x-ray  exam-  ; 
ination.  Another  important  observation,  not  al- 
ways remembered,  is  that  the  gland  can  regener- 
ate  in  from  five  to  ten  days.  Conservative  treat- 
ment is  advanced,  giving  from  1/3  to  1/4  of  an  ery- 
thema dose  over  the  thymic  region,  and  not  repeat- 
ing unless  the  symptoms  either  do  not  disappear  or 
return.  An  interval  of  ten  days  is  allowed  between 
treatments  and  rarely  is  more  than  four  treatments  n 
recuired.  The  factors  employed  are  130  kv.  5 
ma.,  10  n.  distance,  4 by  4 in.  portal,  5 mm.  A1  fil- 
ter, 3 to  4 m:‘ns.  time.  Roentgen  therapy  is  almost  a 
specific  for  enlarged  thymus,  and  if  symptoms  do  1 
not  di  appear  after  several  treatments,  search 
should  be  made  for  some  other  cause. 


DIVERTICULITIS  OF  THE  COLON,  WITH 
SPECIAL  REFERENCE  TO  ACUTE  PEFORA- 
TIONS  OF  THE  SIGMOID.  R.  W.  Whitman,  M.D., 
Roanoke,  Va.,  The  W.  Va.  Med.  Jour.,  Sept.,  1930, 
p.  544. 

Diverticula  are  found  in  any  part  of  the  alimen- 
tary tract,  but  most  frequently  in  the  large  intes- 
tine; this  discussion  is  concerned  with  diverticuli- 
t;s  of  the  colon  and  especially  of  the  sigmoid.  Di- 
verticula may  be  true  or  acquired;  in  the  former  all 
layers  of  the  intestinal  wall  are  included;  in  the 
latter  there  is  herniation  of  the  mucosa  through  the 
weakened  muscular  layer,  leaving  only  mucosa, 
submucosa  and  peritoneum  forming  the  sac.  So 
long  as  diverticula  remain  free  from  infection,  their 
presence  is  of  little  consequence;  but,  like  the  ap- 
pendix, if  they  become  infected,  there  is  a different 
picture  to  deal  with.  Diffential  diagnosis  between 
divertirulit's  and  carcinoma  of  the  colon  is  always 
difficult.  Careful  study  of  symptoms  with  compe- 
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tent  x-ray  study  are  the  main  dependencies  in  the 
diagnosis.  Spriggs  in  1000  consecutive  cases  of 
x-ray  study  of  the  colon  in  patients  with  abdominal 
complaints,  found  about  ten  per  cent  of  them  with 
some  phase  of  diverticulosis.  It  is  important 
to  discover  the  presence  of  diverticulosis.  It  is  im- 
portant to  discover  the  presence  of  diverticulosis 
before  it  develops  into  surgical  diverticulitis. 


UTEROSALPINGOGRAPHY  IN  GENERAL 
PRACTICE;  CASE  REPORTS.  J.  Martin  Johnson, 
M.D.,  Ripon,  Wis.  The  Wis.  Med.  Jour.,  Sept.,  1930, 
p.  497. 

The  author’s  procedure  is  preliminary  and  op- 
erative. In  the  preliminary  stage,  a careful  his- 
tory is  taken  and  complete  physical  examination 
made;  this  latter  includes  determination  of  the 
patency  of  the  cervix,  and  dilatation  of  the  canal 
made.  Following  this,  patient  may  be  taken  or  sent 
to  the  x-ray  laboratory,  the  cooperation  of  an  ex- 
perienced roentgenologist  being  deemed  essential. 
With  the  patient  on  the  table  equipped  with  Bucky 
diaphragm,  by  means  of  the  Pressometer  lipiodol  is 
injected;  the  fluoroscope  may  be  used  to  follow  the 
injection,  if  desired.  After  four  or  five  c.c.  have 
teen  injected  the  first  film  is  made,  and  the  pa- 
tient allowed  to  flex  or  extend  her  legs,  though 
without  disturbing  the  nozzle  in  the  uterus.  After 
developing  the  first  film  and  noting  the  amount  of 
oil  iiv'ected,  a second  injection  is  made,  and  a total 
of  10  c.c.  should  be  sufficient  in  the  majority  of 
cases.  This  procedure  definitely  outlines  the  uterus, 
tubes  and  localizes  the  point  of  obstruction  if  tubes 
are  not  patent.  The  procedure  is  harmless  and  may 
be  readily  accomplished  by  the  physician  who  ad- 
heres to  fundamental  principles. 


CONFIGURATION  OF  THE  HEART  IN  CAR- 
DIAC DISEASE.  Arthur  L.  Smith,  M.D.,  F.A.C. 
P.,  Lincoln,  Nebr.  The  Neb.  State  Med.  Jour.,  Sept., 
1930,  p.  337. 

No  one  can  make  a diagnosis  of  heart  disease  by 
the  use  of  x-ray  alone,  though  the  x-ray  examina- 
tions have  supplied  us  with  many  invaluable  facts. 
The  principal  advantage  of  radiography  is  the 
making  of  permanent  records  of  size,  shape  and 
position  of  the  heart  and  its  large  vessels,  while 
fluoroscopy  is  valuable  in  watching  the  movements 
of  those  organs.  Combined  fluoroscopy  and  ortho- 
diagraphy are  the  most  valuable.  The  size,  shape 
and  position  of  the  heart  varies,  as  does  the  body 
of  the  patient;  the  size  of  the  heart  ordinarily  va- 
ries directly  with  the  size  of  the  body,  but  not 
always.  Many  elaborate  measurements  have  been 
devised,  but  in  the  usual  case,  the  more  simplified 
method  is  all  that  is  necessary.  In  left  ventricular 
hypertrophy  the  increase  in  size  is  to  the  left  and 
apex  is  rounded,  best  seen  in  the  left  anterior 
oblique  position;  typical  example  is  seen  in  arter- 
ial hypertension.  In  mitral  configuration,  the  left 
border  bulges  in  region  of  left  auricle  and  right 
auricle  is  pushed  to  right.  The  aortic  configura- 
tion is  an  enlargement  of  left  ventricle  and  widen- 
ing of  aortic  shadow.  The  article  is  illustrated  by 
a number  of  very  excellent  drawings,  showing 
heart  outlines  in  all  types  of  heart  disease. 


Eye,  Ear,  Nose  and  Throat  man  in  active  prac- 
tice and  good  standing,  experienced  and  accom- 
plished, desires  location  or  association  in  New 
Mexico  or  Texas  for  the  benefit  of  a warmer  cli- 
mate. Add.  Box  W,  Southwestern  Medicine. 


Hormone  and  Cancer.— The  effort  to  influence  the 
growth  of  cancer  by  various  organ  extracts  is  being 
widely  made  at  present.  Logically  it  might  be 
profitable  to  inquire  why  such  trials  are  being 
made  since  every  pathologist  sees  cancer  growing 
freely  in  those  organs  whose  hormonic  acitvity  is 
high.  The  work  of  Bischoff  and  his  colleagues 
should  be  repeated  with  a tumor  that  does  not 
spontaneously  recede  and,  if  the  results  are  the 
same,  should  close  the  discussion  on  the  possible 
therapeutic  action  of  extracts  from  the  group  of  or- 
gans tested.  (Jour.  A.  M.  A.,  November  1,  1930,  p. 
1350.) 

Intoxicating  Effect  of  Acetylsalicylic  Acid  and 
Coca  Cola. — A physician  reports  that  young  people 
in  his  community  are  using  from  15  to  20  grains  of 
acetylsalicylic  acid  (aspirin)  dissolved  in  the  soft 
drink  Coca  Cola,  as  an  intoxicating  beverage.  The 
effects  are  due  chiefly  to  central  depression  caused 
by  the  acetylsalicylic  acid  fortified  possibly  by  a di- 
rect central  stimulant  action  of  caffeine  and  othei 
constituents  present  in  Coca  Cola.  The  actions  of 
acetylsalicllic  acid  are  similar  to  those  of  small 
doses  of  alcohol,  or  of  a weak  alcoholic  beverage  or 
of  the  barbitals  or  bromides.  When  acetylsalicylic 
acid  is  taken  with  a beverage  like  Coca  Cola,  ad- 
vertised for  its  exhilarating  effects,  which  may 
be  caused  by  a direct  central  stimulation  by  caf- 
feine or  other  constituents  of  the  latter,  it  is 
easy  to  see  how  the  effects  of  one  can  be  forti- 
fied by  the  other.  The  continued  use  of  such  a medi- 
cated beverage  may  result  in  undesirable  effects 
of  the  same  general  nature  as  those  of  narcotic 
habituation.  Here  is  a most  insidious  evil,  the  re- 
enforcement of  a popular  and  highly  advertised  bev- 
erage by  a well  advertised  drug,  both  long  suspect- 
ed of  dangerous  tendencies.  (Jour.  A.M.A.,  Novem- 
ber 1,  1930,  p.  1366.) 
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SOUTHWESTERN  MEDICINE 


AN  ANTI  SYPH I LITIC  AGENT  THAT  WILL 
NOT  PRECIPITATE  IN  THE  TISSUES 


THIOBISMOL 


Careful  studies  have  been  carried  out  in  our 
Research  Laboratories  with  reference  to 
the  local  in  j uries  produced  by  the  inj  ection 
into  the  tissues  of  various  bismuth  prepar- 
ations. The  photographs  reproduced  below 
reflect  the  results  of  experiments  with 
three  types  of  bismuth  preparations  used 
for  the  treatment  of  syphilis: 


Bismuth  tartrate  (0.09  Gm.)  injected  in  1 cc.  of  water  solution. 
Tissues  excised  at  end  of  48  hours.  The  bismuth  has  been  precipi- 
tated in  connective  tissue  trabeculae  by  tissue  fluids.  All  tissue 
structures  entirely  necrotic. 


Bismuth  salicylate  (0.13  Gm.)  was  administered  deep  in  muscle 
in  1 cc.  of  oil  with  chloretone.  Tissues  excised  at  end  of  seven 
days.  Injected  site  shows  leucocyte  infiltration,  some  muscle  fibre 
destruction,  oil  lakes  and  some  unabsorbed  bismuth.  Injury  is 
comparatively  mild. 


Water-soluble,  non-precipitating  Thio-Bismol  (0.20  Gm.)  was 
administered  in  1 cc.  of  water  solution.  Tissues  excised  at  end  of 
7 days.  Site  of  injection  presents  a young  connective  tissue  scar. 
Unusually  rapid  healing  of  injured  tissues. 


Accepted 

FOR  N.  N.  R.  BY  COUNCIL  ON  PHARMACY 
AND  CHEMISTRY  OF  THE  A.  M.  A. 

B 1SMUTH,  in  suitable  chemical  form, 
ranks  next  to  arsphenamines  as  an  anti- 
syphilitic agent.  In  the  form  of  Thio-Bismol 
(sodium  bismuth  thioglycollate)  it  is  taken 
up  promptly  and  completely  from  the  site 
of  inj  ection  (the  muscle  tissues),  reaching 
every  part  of  the  body  within  a short  time 
with  rapid  therapeutic  effect. 

The  injections  cause  a minimum  of  tissue 
damage,  for  Thio-Bismol  is  not  only  water- 
soluble  but  it  will  not  precipitate  in  the 
tissues  at  the  site  of  inj  ection.  The  injec- 
tions are  usually  so  well  borne  and  their 
effects  so  manifest  that  the  patient  is  more 
than  willing  to  continue  the  treatment  for 
the  necessary  length  of  time. 

PACKAGES 

Boxes  of  12  and  100  ampoules  (No.  156),  each 
ampoule  containing  one  average  adult  dose  (0.2 
Gm.  — 3 grs.)  of  Thio-Bismol,  to  be  dissolved, 
as  needed,  in  sterile  distilled  water,  a sufficient 
amount  of  which  is  supplied  with  each  package. 

IV rite  for  Booklet  on  Thio-Bismol 
It  Will  Be  Sent  You  Promptly 
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Reprint  now  available  on 
request.  Mead  Johnson 
and  Company,  Evansville, 

Indiana,  U.S.A. 


CEREAL 


MEAD’S 


Specially  indicated  for  infants,  children  and  adolescents. 


is  the  great  privilege  and  responsibil- 
ity of  the  Mead  Johnson  Research  Labo- 
ratory to  be  chosen  to  produce  this  new 
cereal  which  is  different  from  all  other  ce- 
reals in  that  it  furnishes  in  addition  to 
protein,  fat,  carbohydrate  and  calories — four 
necessary  vitamins  and  nine  important 
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minerals.  At  this  time,  when  deficiency 
diseases,  vitamin  starvation  and  mineral 
imbalance  are  commanding  increasing  at- 
tentionfrom  physicians, the  scientific  foun- 
dation and  background  of  Mead’s  Cereal 
make  it  the  physician’s  choice  in  supple- 
menting the  diet  of  infants  and  children. 


MEAD  JOHNSON  & COMPANY,  Evansville,  Ind.,  U.S.A. 

Pioneers  in  Vitamin  Research  and  Specialists  in  Infant  Diet  Materials 
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We  Have  Been  Serving  the 
Medical  Profession  of  Arizona 
With  Laboratory  and  X-Ray 
Consultation  Service 
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X-RAY  and  RADIUM  THERAPY 


Pathological  Laboratory 

Suite  320  Goodrich  Building 
Mail  Address  P.  0.  Box  1587 

Phoenix,  Arizona 


W.  Warner  Watkins,  M.  D. 
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ENZYMOL 


For  Topical  Application 

Observations  of  the  action  of  gastric  juice  outside  the  body  show  a 
usefulness  for  a properly  prepared  product  of  this  nature.  An  example 
of  one  of  its  indications  is  solution  of  necrotic  and  carious  bone  tissue. 

ENZYMOL  is  an  extract  of  the  fresh  stomach  tissue  juice,  specially 
designed  for  topical  application. 

ENZYMOL  is  put  up  in  convenient  vials.  It  requires  ordinarily  for  use 
dilution  with  an  equal  volume  of  water;  also  with  hydrochloric  acid  es- 
pecially for  cases  in  which  this  may  be  desirable — refractory  tissue,  large 
cavities,  etc. 

Originated  and  Made  by 

Fairchild  Bros.  & Foster 

NEW  YORK 


the  Squibb  Laboratories  Announce 

Schick  Test  Solution 


Physicians  will  be  interested  in  the 
announcement  that  Diphtheria  Toxin 
For  Schick  Test  is  now  available  in  a 
new  form  — ready  to  use — without 
troublesome  dilution  and  without 
waste. 

The  original  Squibb  Schick  Test  for  50 
and  100  tests  contained  two  vials — 
one  of  the  concentrated  Diphtheria 
Toxin,  the  other  of  the  sterile  salt  solu- 
tion for  dilution.  The  contents  of  these 
two  vials  had  to  be  mixed  just  before 
using. 

The  new  Squibb  Schick  Test  Solution 
is  ready  for  use  when  opened. 

It  is  supplied  in  a 10-test  pack- 
age, which  is  economical  when 
only  a few  patients  are  to  be 
tested.  A one  hundred  test 
package  is  also  available. 


Diluted  . . o 
Ready  for  Use 


For  further  information 
write  Professional  Ser- 
vice Department,  745 
Fifth  Avenue,  New 
York  City 


OTHER  SQUIBB 
DIPHTHERIA 
PRODUCTS 


Diphtheria  Toxin-Antitoxin 
Mixture  Squibb  (prepared 
with  diphtheria  antitoxin 
from  sheep).  For  active  immuniza- 
tion against  diphtheria.  Eliminates 
any  possibility  of  sensitizing  a pa- 
tient to  horse  serum. 

Diphtheria  Toxoid  Squibb  (Ana- 
toxin Ramon)  a modified  toxin  for 
active  immunization. 

Diphtheria  Antitoxin  Squibb  — 

Highly  purified  and  concentrated. 
Remarkably  free  from  reaction-pro- 
ducing proteins. 
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A privately  owned,  thoroughly  and  modernly  equipped,  ethical  institution  of  110  rooms. 
Heliotherapy,  pneumothorax,  phrenic  nerve  and  chest  surgery,  and  all  other  modern  meth- 
ods of  treatment. 


Write  for  booklet  tjivinff  rates  and  other  information. 
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HAY  FEVER 

An  Advertising  Statement 

HAY  FEVER,  as  it  occurs  throughout  the  United  States,  is  actually 
perennial  rather  than  seasonal,  in  character. 

Because  in  the  Southwest — Bermuda  grass,  for  instance,  continues  to 
flower  untd  December  when  the  mountain  cedar,  of  many  victims,  starts 
to  shed  its  pollen  in  Northern  Texas  and  so  continues  into  February.  At 
that  time,  elsewhere  in  the  South,  the  oak,  birch,  pecan,  hickory  and 
other  trees  begin  to  contribute  their  respective  quotas  of  atmospheric 
pollen. 

But,  nevertheless,  hay  fever  in  the  Northern  States  at  least,  is  in  fact 
seasonal  in  character  and  of  three  types,  viz.: 

TREE  HAY  FEVER — March , April  and  Mag 
GRASS  HAY  FEVER — Mag,  June  and  Julg 
WEED  HAY  FEVER  — August  to  Frost 

And  this  last,  the  late  summer  type,  is  usually  the  most  serious  and 
difficult  to  treat  as  partly  due  to  the  greater  diversity  of  late  summer 
pollens  as  regionally  dispersed. 

With  the  above  before  us,  as  to  the  several  types  of  regional  and  sea- 
sonal hay  fever,  it  is  important  to  emphasize  that  Arlco-Pollen  Extracts 
for  diagnosis  and  treatment  cover  adequately  and  accurately  all  sections 
and  all  seasons — North,  East,  South  and  West. 

FOR  DIAGNOSIS  each  pollen  is  supplied  in  individual  extract 
on/g. 

FOR  TREATMENT  each  pollen  is  supplied  in  individual 
treatment  set. 

ALSO  FOR  TREATMENT  we  have  a few  logically  conceived  and 
scientifically  justified  mixtures  of  biologically  related  and  simultaneously 
pollinating  plants.  Hence,  in  these  mixtures  the  several  pollens  are  mu- 
tually helpful  in  building  the  desired  group  tolerance. 

IF  UNAVAILABLE  LOCALLY  THESE  EXTRACTS 
WILL  BE  DELIVERED  DIRECT  POST  PAID 
SPECIAL  DELIVERY 

List  and  prices  oj  food,  epidermal,  incidental  and  pollen 
proteins  sent  on  request 

The  A rlington  Chemical  Company 

YONKERS,  N.  Y. 
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Ulcer 

(No-residue  diet) 

Mellin’s  Food  4 tablespoonfuls 

Water  1 cupful 


Dissolve  the  Melhn’s  Food  in  the  water  by  stirring  briskly 
(no  cooking  required).  To  be  given  cold  or  warm,  not  hot. 


In  serious  disturbances  of  the  stomach  or  intestine  and  particularly 
where  gastric  or  duodenal  ulcer  is  present  or  suspected,  nourishment 
prepared  as  above  is  of  special  value  on  account  of  its  being  capable 
of  rapid  and  complete  assimilation.  Distress  from  hyperacidity  is 
promptly  relieved  by  giving  the  above  mixture. 

Mellin’s  Food  Company,  Boston,  Mass. 


Founded  1896  by  Dr.  Hubert  Work 


WOODCROFT  HOSPITAL,  PUEBLO,  COLORADO 


New  Building 

New  Equipment 

NEURO-PSYCHIATRIC 

CLINIC 

NERVOUS  AND  MENTAL 
DISEASES 
DRUG  ADDITIONS 


H.  A.  LaMoure,  M.  D. 

Superintendent 


POSTGRADUATE  SCHOOL  OF  SURGICAL  TECHNIQUE,  Inc. 

2512  Prairie  Avenue  (opposite  Mercy  Hospital)  Chicago,  Illinois 

1.  General  Surgery:  100  hours  (2  weeks)  course  of  intensive  instruction  and  practice  in  surgical 
technique  combined  with  clinical  demonstrations  (for  practicing  surgeons) 

2.  General  Surgery  and  Specialties:  Three  months’  course  comprising:  (a)  review  in  anatomy  and 
pathology;  (b)  demonstration  and  practice  in  surgical  technique;  (c)  clinical  instruction  by  fac- 
ulty members  in  various  hospitals,  stressing  diagnosis,  operative  technique  and  surgical  pathology. 

3.  Special  Courses:  Orthopedica  and  Traumatic  surgery;  gynecology  and  radiation  therapy;  eye, 
ear,  nose  and  throat,  thoracic,  genito-urinary  and  goiter  surgery;  bronchoscopy,  etc. 

All  courses  continuous  throughout  the  year.  Detailed  information  furnished  on  request. 


LIVER  EXTRACT 


NO.  3 4 5 


A SPECIFIC 

IN  PERNICIOUS  ANEMIA 


POTENT  • UNIFORM 
TESTED 


CORRESPONDENCE 

INVITED 
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PRODUCTS 

LILLY 

Noteworthy  In  a wide  range  of  Lilly 
Ephedrine  Products  are 

INHALANT  No.  20 
EPHEDRINE  COMPOUND 


for  those  physicians  who  prefer 
ephedrine  in  combination  with 
cooling,  aromatic  principles 


INHALANT  No.  2 1 
EPHEDRINE,  PLAIN 

and  the  convenient  bland,  water-soluble 


EPHEDRINE  JELLY 


Both  inhalants  contain  I percent 
ephedrine.  Ephedrine  Jelly  con- 
tains ephedrine  sulphate,  I percent. 


May  we  send  you  additional  information  and  a 
complete  list  of  Lilly  Ephedrine  Preparations? 
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Your  careful  observations... 


Only  fresh  milk  from  tuberculin  tested  cows,  from 
dairy  farms  that  have  fulfilled  the  sanitary  require- 
ments of  the  City  of  Cleveland  Board  of  Health, 
is  used  as  a basis  for  the  production  of  S.  M.  A. 
Our  dairymen  receive  from  30  to  50%  above 
market  prices  for  their  milk  as  a premium  fc. 
its  high  quality. 


. . . wi  th  S.  M.  A.  will  revea  I that 
while  it  is  possible  to  prescribe  less 
expensive  formulae,  none  other  have 
such  outstanding  features  as  depend- 
ability of  results,  completeness  of 
composition  and  extreme  simplicity  of 
preparation.  There  is  only  one  S.M.A. 
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Cleveland 


San  Francisco 


T oronto 


London 
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The  New  Menninger  Sanitarium 


qA  Complete  CSleuropsychiatnc  Service 


Psychiatry  Neurology 

at  Christ’s  Hospital 


Diagnostic  and  Therapeutic 
Procedures  for  Strictly 
Neurological  Cases. 


Diagnosis 

at  the  Menninger  Clinic 


Complete  Study  of  Neurological, 
Endocrine,  and  Psychiatric  Cases, 
and  Behavior  Problems 


Karl  A.  Menninger,  M.  D.  C.  F.  Menninger,  M.  D.  William  C.  Menninger,  M.  D. 

3617  West  Sixth  Avenue, 

Topeka,  Kansas 


at  the  Menninger  Sanitarium 


Modern  Psychiatric  Treatment  of 
Mental  Disease.  Psychotherapy 
Physiotherapy,  Hydrotherapy 


Nervous  Children 

at  the  Southard  School 


A Home  School  for  Feebleminded  and 
Nervous  Children,  including 
Endocrine  Cases. 
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OFFICIAL  Oil  CAN  OF 

ARIZONA  STATE  MEDICAL  ASSOCIATION 
NEW  MEXICO  MEDICAL  SOCIETY 
EL  PASO  COUNTY  (TEXAS)  MEDICAL  SOCIETY 
THE  MEDICAL  AND  SURGICAL  ASSOCIATION 
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ANNUAL  SUBSCRIPTION 

$2 

SINGLE 

COPIES  25 

CENTS 

'Acceptance 

for  mailing: 

Entered  at 
at  special 

the  Postoffice  at  Phoenix,  Arizona,  as  second  class  matter, 
rate  of  postage  provided  for  in  section  1103,  Act  of 
authorized  March  1,  1921.” 
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WHAT  ARE  YOU  WORTH? 

HARRY  A.  REESE,  M.D., 

Yuma,  Arizona 

(Address  of  the  President  before  the  Arizona 
State  Medical  Association,  at  its  Fortieth  Annual 
Meeting,  held  in  Nogales,  Ariz.,  May  7-9,  1931.) 

“Let  him  who  would  be  greatest  among 
you,  be  servant  of  all.”  Love  and  service 
will  win,  or  I will  fail. 

I cannot  fully  express  my  thanks  for  the 
honor  which  you  have  bestowed  upon  me. 
The  honor  of  being  president  of  a state  med- 
ical association  is  one  that  should  spur  the 
ambition  of  every  member  in  our  profession 
to  put  forth  his  best  effort  to  advance  med- 
ical science.  Every  man  owes  something  to 
the  profession  to  which  he  belongs.  The 
physician,  above  all  men,  has  a rich  heri- 
tage. Remember  the  illustrious  names  of 
the  great  heroes  of  medicine.  Not  one  of 
them  had  the  skill  of  the  average  physician 
of  this  day ; and  yet  each  one  added  some- 
thing of  value  to  the  sum  total  of  human 
knowledge  in  the  great  art  and  science  of 
medicine.  By  concentrated  thought  and  un- 
tiring effort,  we  can  leave  the  world  of  med- 
icine a little  richer  than  when  we  stepped 
upon  the  stage.  It  may  be  that  the  curtain 
will  lift  but  a brief  time,  but  if  we  play  the 
part  well,  we  may  leave  the  stage  with  a 
smile,  “and  lie  down  to  pleasant  dreams.” 

The  unsolved  problems  now  before  the 
medical  profession  are  so  numerous,  and  of 
such  magnitude,  as  to  challenge  the  best 
brains  of  the  world.  In  no  field  of  human 
endeavor  has  greater  progress  been  made, 
and  yet  we  stand  on  the  shore  of  the  un- 
bounded ocean  of  truth,  and  try  to  grasp 
the  meaning  of  the  Great  Physician’s  words : 


“Ye  shall  know  the  truth,  and  the  truth 
shall  make  you  free.”  (John,  8-22.)  How 
much  the  human  race  wishes  to  be  free  from 
the  handicaps  of  disease,  from  sickness,  pain 
and  death  ! How  much  ? No  human  tongue 
can  tell.  When  the  Master  said:  “Greater 
works  than  these  shall  ye  do,”  He  meant 
exactly  what  He  said.  He  had  healed  a few 
sick  folk,  but  every  great  hospital  in  the 
world  has  been  erected  by  Christian  hands 
and  money,  and  millions  of  sick  children 
have  been  relieved  and  lifted  up,  since  He 
walked  the  shores  Pf  Galilee.  “Ye  shall 
know  the  truth,  and  the  truth  shall  make 
you  free.”  “And  Pilate  saith  unto  Him : 
‘What  is  truth  ?’  And  when  he  said  this,  he 
went  out  again  unto  the  Jews”  (John,  18- 
33).  We  have  no  record  that  this  question 
was  ever  answered.  The  Master  Mind  of  all 
centuries  might  have  said:  “Pilate,  the  an- 
swer to  your  question  will  evolve  like  the 
unfolding  of  a great  and  beautiful  flower, 
with  the  passing  of  all  time;  but  will  never 
be  fully  answered  until  time  unveils 
eternity.” 

At  the  very  beginning  of  the  reign  of 
reason,  man  began  to  ask  questions:  “What 
am  I?  Where  am  I?  Where  am  I going?” 
Another  generation  came,  and  another,  and 
another,  and  man  said : “Why  does  the  apple 
fall  to  the  ground?  Why  does  the  sun  rise 
in  the  east  and  set  in  the  west?”  Ques- 
tioning, thinking,  reasoning,  investigating, 
discovering,  exploring;  thus,  came  the  light 
of  civilization,  and  the  unfolding  of  truth. 
Little  by  little,  man  became  free.  He  was  a 
slave  to  darkness;  he  pressed  a button,  and 
his  home  was  flooded  with  light.  He  was 
earthbound,  a worm  of  the  dust;  he  said  to 
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the  birds:  “How  do  you  fly?”  He  discov- 
ered how.  The  truth  has  made  him  free. 
He  wings  his  way  across  the  seas.  He  flies 
above  the  clouds. 

Men  were  dying  from  contagious  diseases 
so  rapidly  a few  centuries  ago  that  their 
bodies  were  buried  in  trenches  or  pits.  The 
driver  of  the  dead  wagon  drove  through  the 
streets  crying:  “Bring  out  your  dead.  Bring 
out  your  dead.”  Truth  unfolded  and  men 
were  free.  But,  as  soon  as  they  were  free 
from  one  epidemic,  they  turned  to  fight  an- 
other. Truth  is  not  all  discovered  at  once. 
Man’s  progress  is  slow.  Only  a few  years 
ago  occurred  one  of  the  most  fatal  epidemics 
of  influenza  that  the  world  has  ever  known. 
About  ten  millions  died  throughout  the 
world  in  one  winter.  Its  prevention  is  not 
yet  discovered. 

Smallpox  is  preventable,  yet  epidemic  fol- 
lows epidemic,  year  after  year.  Why  should 
a health  officer  isolate  and  quarantine 
smallpox?  Vaccination  prevents,  and  if  not 
quarantined,  many  more  accept  vaccination. 
Why  should  we  try  to  protect  men  who  make 
no  effort  to  protect  themselves? 

Typhoid  is  preventable,  and  yet  every  com- 
munity cares  for  typhoid  cases  when  they  are 
unable  to  care  for  themselves.  One  family 
of  six  was  given  hospital  care  in  Yuma 
County  for  several  weeks  at  an  expense  of 
eighteen  dollars  per  day.  They  drank  ditch 
water.  Many  were  fed  while  quarantined 
for  smallpox.  They  refused  vaccination. 
Are  these  people  good  American  citizens?  A 
good  citizen  will  make  some  effort  to  pro- 
tect himself  that  he  may  not  be  a public 
nuisance.  Epidemic  meningitis  is  another 
challenge.  Dr.  Roscoe  R.  Spencer  won  his 
gold  medal  on  his  work  with  “Rocky  Moun- 
tain Spotted  Fever.”  Are  you  winning  your 
medal?  You  may  do  less,  and  yet  do  an 
important  work. 

Specific  therapy  is  one  of  the  most  bril- 
liant and  effective  results  of  scientific  in- 
vestigation, and  is  one  of  the  most  valuable 
means  the  physician  has  for  combating  in- 
fections. Bacterial  vaccines  are  antigens 
used  to  stimulate  the  body  cells  to  the  for- 
mation of  an  antitoxin.  Good  seed  in  good 
soil  brings  forth  an  abundant  crop  of  toxin- 
producing  bacteria ; but  good  seed  in  poor 
soil  may  grow  very  weakly,  if  at  all.  Im- 
munization makes  the  soil  unfavorable.  At 
the  present  time  we  are  able  to  immunize 
against  smallpox,  rabies,  typhoid,  diph- 
theria and  tetanus. 

Immunology  is  in  its  infancy,  and  the 
field  is  open  for  further  research.  Who  will 


be  the  next  to  inscribe  his  name  in  the  Hall 
of  Fame?  The  horse  is  not  the  only  animal 
that  is  able  to  evolve  antitoxin ; and  the 
blood  serum  may  not  be  the  only  body  fluid 
forming  antibodies.  Who  has  tested  the 
lymph,  the  spinal  fluid,  and  the  secretions 
from  the  endocrine  glands  for  their  protec- 
tive powers? 

If  I were  the  manager  of  a research  labor- 
atory, with  money  to  spend,  I would  have  a 
whole  zoo  of  animals  for  experimental  pur- 
poses. There  is  an  animal  somewhere  that 
is  able  to  elaborate  an  antitoxin  for  tubercu- 
losis, in  response  to  repeated  injections  of 
tuberculin,  but  the  horse  is  not  the  animal. 
The  noble  horse  has  done  his  share,  and  I 
would  gladly  unveil  a monument  erected  to 
his  memory  for  what  he  has  done  for  the 
babies  of  the  world.  Should  the  horse 
claim  all  the  glory?  What  is  wrong  with 
the  Missouri  mule,  or  the  Arizona  burro? 
Have  they  no  “biochemical  laboratories”  un- 
derneath their  mangy  hides? 

I wish  that  each  of  you  might  take  in- 
ventory of  your  medical  knowledge  today, 
at  the  very  beginning  of  this  three-day 
session,  and  another  inventory  at  the  end 
of  the  session,  and  see  how  much  you  gain 
in  the  knowledge  of  your  chosen  profession. 
You  owe  it  to  yourselves  and  to  those  you 
serve,  to  attend  every  session  and  to  be  a 
good  listener.  Take  the  convention  serious- 
ly, for  your  job  is  a man’s  job  and  your 
business  is  a serious  business. 

The  Committee  on  Scientific  Work  be- 
gan to  function  shortly  after  last  year’s  con- 
vention, and  every  man  whose  name  appears 
on  this  year’s  program  has  been  selected 
with  great  care.  Remember  that  these  men 
are  giving  to  you  the  best  thoughts  of  their 
brains,  the  accumulated  knowledge  of  ex- 
perience and  research.  Many  of  them  have 
spent  months  in  the  preparation  of  their  dis- 
courses and  have  traveled  from  afar  to  lay 
before  this  body  of  scientific  men  the  re- 
sults of  their  investigations.  We  owe  it  to 
them  and  to  ourselves  to  be  present  at  every 
scientific  meeting,  to  listen  attentively,  and 
to  speak  respectfully. 

Will  you  go  back  to  your  home  a better 
man?  Will  you  delve  deeper  into  the  mys- 
teries of  the  degenerative  diseases  of  old 
age?  Will  you  tell  us  how  to  stop  an  epi- 
demic of  measles? 

The  great  question  is  not:  “How  much 
is  your  bank  account  in  dollars  and  cents?” 
But,  the  greater  question  is : “What  are  you 
worth  to  your  community?” 

What  are  you  worth? 
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PYELECTASIS  (HYDRONEPHROSIS) 
AND  URETERECTASIS:  CAUSES 
AND  TREATMENT 
WILLIAM  M.  SPITZER,  M.D.,  F.A.C.S. 

Denver,  Colorado. 

(Read  before  the  Sixteenth  Annual  Meeting  of 
the  Medical  and  Surgical  Association  of  the  South- 
west, held  at  El  Paso,  Texas,  Nov.  6-8,  1930.) 

Reading  of  the  causes  of  hydronephrosis, 
one  is  impressed  with  the  emphasis  placed 
on  the  obstruction  to  the  outflow  of  urine. 
In  fact,  the  general  consensus  of  opinion 
seems  to  be  that  such  obstruction  is  the 
prime  and  practically  the  only  cause;  and 
malpositions  of  the  kidney,  apparent  and 
real  narrowings  of  the  ureter,  and  the  pres- 
ence of  aberrant  vessels — all  presumed  to 
cause  obstruction — occupy  the  entire  field 
devoted  to  the  etiologv.  furthering  the 
thought  that  mechanical  obstruction  to  the 
outflow  of  urine  and  nvelectasis  are  synony- 
mous. Yet  the  practical  working  urologist 
sees  many  cases  in  which  none  of  these 
lesions  is  demonstrable  but  in  which  marked 
dictation  of  the  ureter  and  nelvis  exist. 

The  principal  means  of  correction  advo- 
cated for  the  east  four  decades  have  been 
nephropexy,  and  the  proof  of  the  permanent 
lack  of  success  has  been  the  various  methods 
of  the  various  surgeons,  each  claiming  that 
+he  lack  of  permanent  success  was  due  to  a 
faulty  technic,  and  each  inventing  a newer 
operation  to  fix  the  kidney.  Because  of  the 
’ack  of  lastin'?  success  bv  any  method,  new 
means  of  attack  gradually  came  into  vogue. 
Here,  the  writer  takes  occasion  to  say  that, 
while  he  bebeves  nephropexy  to  have  its  in- 
dications for  certain  conditions  which  may 
or  may  not  co-exist  with  hydronephrosis, 
vet  it  must  not  be  considered  a remedy  for 
the  hydronephrosis. 

Hunner’s1  idea  that  stricture  of  the  ureter 
was  a very  freouent  cause  of  this  condition, 
came  close  to  hitting  the  mark,  and  many  of 
these  ureters  have  been  dilated  with  large 
sized  bougies,  with  a goodly  percentage  of 
relief  where  the  stricture  could  be  demon- 
strated, and  with  a small"  percentage  of  suc- 
cess even  in  those  cases  where  a stricture 
could  not  be  shown  to  exist.  However,  he 
failed  to  take  into  earnest  consideration  the 
concomitant  lesions  which  were  the  cause  of 
Ihe  stricture  as  well  as  the  hydronephrosis, 
even  though  his  writing  shows  that  he  was 
probably  aware  of  such  conditions. 

Tying  off  and  cutting  of  aberrant  vessels 
over  which  a ureter  pouched  itself,  dropped 
into  disrepute  when  it  became  evident  that 
this  procedure  was  virtually  a partial  neph- 
rectomy, and  it  was  supplanted  by  cutting 
the  ureter  and  re-uniting  it  on  the  other  side 


of  such  vessel.  Resection  of  the  enlarged 
pelvis  enjoyed  but  a very  short  popularity 
because  such  pelvis  again  became  dilated. 

And  so,  the  entire  subject  remains  in  an 
unsettled  state,  with  a total  permanent  suc- 
cess by  any  form  of  treatment  so  small  that 
many  urologists  of  experience  are  beginning 
to  feel  that  this  condition  should  not  be 
treated  surgically  unless  it  can  be  demon- 
strated that  the  kidney  function  of  the  hy- 
dronephrotic  kidney,  in  those  cases  where 
only  one  kidney  is  affected,  is  so  reduced, 
and  the  symptoms  and  sufferings  so  marked, 
that  nephrectomy  becomes  justifiable. 

That  we  may  arrive  at  a better  under- 
standing of  the  pathology,  let  us  consider 
what  precedes  it.  To  begin  with,  almost  all 
processes  of  inflammation  anywhere  in  the 
body  are  frequently  accompanied  by  attacks 
of  pyelitis.  It  is  agreed,  now,  that  pyelitis, 
per  se,  is  not  an  entity ; that  the  condition  is 
pyelonephritis,  the  nephritis  being  the  pri- 
mary lesion  in  the  uropoietic  system. 

Such  pyelitis  and  ureteritis  mean,  of 
course,  an  invasion  of  the  wall  of  the  pelvis 
and  ureter  by  bacteria.  Damage  to  the  mus- 
culature of  this  canal  (for  the  pelvis  is  but 
a dilated  end  of  the  ureteral  canal),  damage 
to  the  ganglion  cells  and  sympathetic  nerve 
supply  which  innervate  the  ureter,  and  dam- 
age to  the  submucous  connective  tissue,  fol- 
low. Nature  attempts  to  wall  off  this  in- 
vasion of  bacteria  in  the  various  coats  of  the 
ureter  and  pelvis  with  the  production  of 
fibrous  tissue,  and  thus  still  further  dam- 
ages this  muscular  tube  and  its  innervation. 
Once  the  kidney  has  been  infected,  this  path- 
way remains  open,  and  each  new  infection  of 
any  portion  of  the  body  may  produce  a new 
nephritis  and  pyelitis,  further  damage  en- 
suing. All  this  is  peculiar  to,  although  not 
entirely  confined  to,  the  period  of  infancy, 
youth,  and  early  adult  life.  Late  adult  life 
and  old  age  have  their  own  troubles  through 
ascending  infections  from  the  lower  urinary 
and  genital  tracts,  the  same  damage  being 
done  to  the  ureter,  pelvis  and  kidney. 

We  come  now  to  the  definition  or,  rather, 
description,  of  what  occurs  with  an  inflam- 
mation of  the  kidney.  The  kidney  is  a high- 
ly complex  organ,  consisting  of  a few  million 
entirely  separate  excretory  systems,  each 
such  component  system  containing  a glom- 
erulus, proximal  convoluted  tubule,  loop  of 
Henle,  and  distal  convoluted  tubule.  The 
collecting  tubule,  judging  from  its  embry- 
ology, is  probably  not  a working  portion  of 
this  system,  but  merely  the  extension  of  the 
calyces.  These  various  systems,  each  hav- 
ing its  own  blood  supply,  are  bound  together 
by  fibrous  tissue.  When  infection  occurs 
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through  the  blood  stream,  damage  is  done 
to  the  vessels  of  the  kidney,  the  vasa  af- 
ferentia  being  the  heaviest  sufferers,  the 
tunica  intima  and  tunica  media  sustaining 
the  greatest  damage.  The  epithelium  of 
Bowman’s  capsule,  as  well  as  that  of  the 
tubules,  the  epithelium  of  the  blood  vessels 
within  the  glomeruli,  as  well  as  those  coming 
to  and  leaving  this  structure,  all  suffer.  And 
this  Process  is  ended,  in  the  event  of  recov- 
ery, by  a rep’acement  fibrosis.  To  be  sure, 
the  damage  varies  with  the  amount  of  viru- 
lence and  the  location  of  the  infection,  and 
tt'e  end  result  and  total  amount  of  harm 
done  denend  upon  such  virulence  and  the 
amount  of  tissue  involved.  Not  infrequent- 
ly, the  virulence  is  so  great  that  miliary  ab- 
scesses form  within  the  kidney,  these  hav- 
ing been  most  commonlv  noted  subeorticabv. 
Most  enlightening  is  the  work  of  Dorothy 
Russell2  on  this  subject,  as  well  as  that  by 
J.  P.  Simondsb 

Perinephritis,  peripyelitis  and  periureter- 
itis are  next  in  order,  the  fat  surrounding 
these  structures  becoming  infected  bv  exten- 
sion. He  who  has  had  occasion  to  remove 
tuberculous  kidneys  can  vouch  for  this  con- 
dition, this  lesion  sometimes  being  so  well 
developed  that  an  intracapsular  extirpation 
is  the  onlv  possible  way  of  removing  such 
kidnev.  The  natural  result  of  this  process 
is  a firm  fixation  of  the  kidnev.  its  pelvis 
and  ureter,  because  of  the  replacement  fi- 
brosis, nature’s  attempt  at  arrest. 

The  normal  kidney,  in  its  loose  bed  of  peri- 
nephritic  fat,  has  a free  movement  with 
respiration  of  from  three  to  five  centi- 
meters’. Such  movement  of  the  kidney,  its 
pelvis  and  loosely  attached  upper  ureter,  also 
occurs  with  the  assumption  of  the  upright 
position.  With  the  advent  of  perinephritis, 
these  structures  become  fixed  in  a bed  of 
fibrous  tissue  which  no  longer  permits  such 
free  movement,  thus  preventing  the  proper 
expansion  of  the  kidney  within  its  capsule, 
and  interfering  with  free  peristalsis.  The 
musculature  of  the  pelvis  and  upper  ureter 
is  badly  impaired,  as  stated  above,  and  the 
autonomic  nerve  supply  is  damaged.  It  is 
no  wonder,  then,  that  the  pelvis  and  the 
ureter  dilate.  With  this  dilatation,  this  tube 
elongates  itself,  because  the  muscular  coat 
has  a longitudinal  as  well  as  a circular  layer. 
Thus,  such  dilatation  not  only  broadens  the 
relvis  and  ureter,  but  elongates  these  struc- 
tures. The  length  of  the  ureter  is  always 
greater  than  the  distance  from  the  kidney 
to  the  bladder,  and  when  its  length  is  in- 
creased, it  is  compelled  to  kink  itself.  As 
may  be  seen,  the  kink  is  not  the  cause  of  the 
trouble,  but  the  result,  and  the  correction  of 


such  kinking  as  a method  of  cure  of  the  con- 
dition would  be  illogical.  The  pelvis,  when 
dilated,  would  naturally  fold  itself  over  an 
aberrant  vessel,  and,  therefore,  neither  the 
tving  of  the  aberrant  vessel  nor  the  section 
and  reunion  of  the  ureter  on  the  other  side 
of  such  aberrant  vessel  would,  in  any  way, 
help  the  pathology  wh’ch  is  going  on.  The 
aberrant  vessel  was  not  the  cause  of  the  con- 
dition, but  the  dictation  of  the  pelvis  was 
its  cause.  It  must  not  bp  forgotten  that  this 
aberrant  vessel  existed  from  the  beginning, 
and  did  no+  cause  trouble  until  the  dilatation 
of  the  pelvis  as  a result  of  the  inflammatory 
process  mentioned  above5. 

Agam,  if  there  be  no  perinephritis  to  fix 
the  kidnev.  but  if  a marked  hvdronenhrosis 
occur,  this,  together  with  the  additional 
weight  of  the  kidney,  both  as  a result  of  in- 
creased tissue  as  well  as  the  weight  of  the 
fluid  contained  in  the  enlarged  pelvis,  would 
cause  a dropping  of  the  kidney,  particularly 
if  the  enlargement  were  so  marked  that  the 
entire  organ  became  too  big  to  fit  into  the 
kidney  notch.  It  must  not  be  forgotten  that 
nothing  holds  the  kidney  in  place  except 
intra-abdominal  pressure,  and  the  shape  of 
the  kidnev  and  its  notch;  and  that  as  above 
stated,  the  kidney  moves  up  and  down  nor- 
mally. In  such  event,  logically,  the  nephrop- 
tosis would  not  have  been  the  cause  of  the 
hydronephrosis,  but.  conversely,  the  hydro- 
rerhresis  would  have  been  the  cause  of  the 
nephroptosis.  Therefore,  restoring  the  kid- 
ney to  its  original  posi+ion  would  in  no  wav 
help  such  pvelectasis,  inflammatory  changes 
being  the  cause  of  the  condition  and  its  en- 
suing symptoms.  We  very  often  see  stll 
degrees  of  movable  kidnev  unaccompanied 
by  any  sort  of  symptom,  its  possessor  un- 
aware of  the  fact  that  the  kidney  is  movable. 

Considering  again  the  changes  which  oc- 
cur as  the  result  of  infection,  it  may  be  seen 
from  the  pathology  that  a damaged  kidney 
function  is  one  of  the  results.  Such  damage 
may  be  so  minimal  that  no  symptoms  ap- 
pear, and  this  is  probably  the  case  most 
often  with  these  attacks  of  nephritis.  It  is 
also  true  that  the  damage  done  to  one  kid- 
ney may  be  much  greater  than  such  damage 
on  the  other  side,  and  this  explains  why,  at 
times,  hydronephrosis  is  unilateral.  Never- 
theless, both  kidneys  are  probably  always  in- 
fected by  such  blood-borne  infection,  and  it 
is  not  infrequent  to  see  pyelectasis  on  one 
side  and  atresia  due  to  fibrosis  in  the  pelvis 
of  the  other  side. 

What  may  we  hope  to  do  for  these  suf- 
ferers? We  can  not  completely  restore  the 
integrity  of  the  kidney,  nor  is  this  demanded 
of  us,  because  the  kidney  is  capable  of  much 
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more  work  than  ever  is  required  of  it,  even 
under  stress.  Occasionally,  however,  the 
damage  to  the  kidnev  is  so  great  that  the 
patient  suffers  not  only  from  the  anatomic 
changes  at  and  about  the  kidney  capsule, 
pelvis  and  ureter,  but  also  from  the  impaired 
k’dney  function,  and  it  is  the  belief  of  the 
writer  that  in  these  cases  something  mav  be 
done  to  nartially  restore  the  function  of  the 
kidney.  With  the  accomplishment  of  this, 
fhe  f^sk  of  relieving  the  symptoms  caused 
by  the  anatomic  changes  in  and  about  the 
kidney,  pelvis  and  ureter,  and  the  kidnev  it- 
self, comes  into  consideration.  Accomplish- 
ing this,  a virtual  restoration  to  normal,  as 
far  as  the  patient  knows,  is  secured. 

Such  result  is  not  to  be  gained  bv  fixing 
an  already  fixed  kidnev,  pelvis  and  ureter, 
but  rather  bv  freeing  the  kidney,  its  pelvis 
and  ureter,  from  the  adhesions  which  bind 
it,  and  thus  restoring  the  normal  motion  of 
+hese  structures,  ami  nermitting  the  free 
muscular  action  of  the  latter  two.  When  a 
nephropexy  has  given  temporary  relief  for 
hvd’~oneohrosis,  such  re’ief  was  not  accom- 
p’ished  bv  the  fixation  of  the  kidney  in  a 
certain  position,  but  rather  as  the  result  of 
the  nenhrolvsis,  pvelolvsis  and  ureterolysis 
incident  to  the  rrecednre.  In  plain  language, 
by  freeing  of  the  kidnev,  its  pelvis  and 
ureter,  from  tb-3  surrounding  fibrosis".  The 
fixing  of  the  kidney  urobablv  encourages  the 
earlv  return  of  He  fibrosis  and  accounts  for 
the  lack  of  duration  of  the  relief.  The  neph- 
rolysri,  pvelolvsis  and  ureterolysis  being  ac- 
comphsbed,  there  remains  but  the  improve- 
ment of  the  function.  Decapsulation  of  the 
kidney  permits  of  freer  circulation  within 
this  o^'gan,  and  thus  the  function  is  in- 
creased. Decansu’ation  of  one  normal  kid- 
nev, in  dogs,  increases  the  function  of  this 
kidnev,  naturally  with  the  decrease  of  the 
function  of  the  other  normal  kidney,  as 
proved  by  some  yet  unpublished  work  by  the 
writer.  The  well-known  work  of  Edebohls 
has  quite  conclusively  demonstrated  such  in- 
creased function,  in  the  human,  in  nephritis. 
This  is  so  well  accepted  that  the  decapsula- 
tion of  the  kidney  is  a sort  of  last  resort  in 
severe  uremia,  the  results  being  startling, 
especially  when  the  patient  is  in  extremis. 

Concisely  put,  for  hvdronephrosis,  where 
operative  interference  is  indicated,  free  the 
kidnev  by  decapsulation,  thus  increasing  its 
function,  free  the  pelvis  and  the  ureter. 

The  localized  pain  will  be  found  to  have 
disappeared,  the  patient’s  weight  will  in- 
crease, digestive  disturbances  and  head- 
aches, general  malaise  and  loss  of  weight 
will,  in  the  carefully  selected  cases,  have 


been  found  to  have  disappeared,  and  the  re- 
sult is  usually  gratifying. 

Where  the  function  of  the  hvdronephrotic 
kidney  has  been  assumed  to  a great  extent 
by  its  fellow,  so  that,  to  put  it  arbitrarily, 
the  diseased  organ  is  accomplishing,  as  far 
as  we  may  judge  by  functional  tests,  less 
than  one-quarter  of  the  entire  work,  neph- 
rectomy is  indicated.  It  would  be  too  much 
to  hope  that  decapsulation  would  do  much 
toward  restoration  of  function  in  so  badly 
damaged  an  organ. 

There  is  a class  of  cases,  both  kidnevs  be- 
ing hydronephrotic,  in  which  no  treatment 
of  anv  kind,  whether  surgical  or  otherwise, 
is  indicated.  These  are  the  cases  in  which 
the  hydronephrosis  is  of  neurogenic  origin. 
Whether  the  lesion  be  in  the  central  nervous 
svstem  or  be  peripheral  fttle  is  to  be  boned 
for,  in  the  present  state  of  our  knowledge, 
by  any  form  of  treatment.  Whether  the 
lesion  be  central  or  peripheral,  very  general- 
lv  the  condition  is  bilateral,  and  the  motor 
function  of  the  bladder  is  likewise  damaged. 

This  residual  urine  in  the  bladder,  to- 
gether with  the  symmetrical  pyelectasis  and 
ureterectasis,  gives  us  our  cue  to  the  diag- 
nosis. However,  it  is  conceivable  that  this 
may  be  unilateral,  and  that  the  bladder  in- 
volvement may  either  be  slight  or  absent, 
in  which  event  considerable  difficulty  might 
be  found  in  making  such  a diagnosis.  As 
above  stated,  once  such  diagnosis  is  made,  all 
forms  of  local  treatment,  whether  operative 
or  otherwise,  are  contra-indicated.  Treat- 
ment directed  against  the  lesion  of  the  nerv- 
ous svstem,  especially  when  the  cause  is  lues, 
is  indicated. 

Of  hydronephrosis  caused  by  the  acciden- 
tal ligation  of  the  ureter  incident  to  abdom- 
inal operation,  the  writer  cannot  speak  of  his 
own  experience,  never  having  come  in  con- 
tact with  such  a case.  Judging  by  the 
paucity  of  case  reports,  such  accidents  must 
be  rare. 

The  treatment  depends,  then,  on  the 
amount  of  suffering  the  possessor  of  this 
condition  is  called  upon  to  endure,  and  on  a 
careful  study  as  to  the  cause  of  the  condi- 
tion, as  well  as  whether  the  results  of  such 
treatment  justify  the  means  adopted  to  re- 
lieve the  patient.  Since  hydronephrosis  ex- 
ists, at  times,  without  any  morbidity  worth 
mentioning,  such  cases  are  best  left  alone 
if  the  treatment  in  any  way  endanger  life. 
If  stricture  of  the  ureter  can  be  demon- 
strated. as  is  frequently  the  case,  it  will  be 
found  that  dilatation  of  such  stricture  will, 
in  a large  percentage  of  cases,  give  results 
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that  are  brilliant.  If  violent  or  long  endur- 
ing pain,  with  loss  of  weight,  and  gastro- 
intestinal symptoms  rule  the  picture,  opera- 
tive interference  is  indicated.  Great  care 
must  be  exhibited  in  attributing  abdominal 
pain  and  gastro-intestinal  symptoms  to  kid- 
ney lesions,  even  when  such  kidney  lesions 
exist,  or  failure  will  result.  Such  operative 
interference  should  consist  of  decapsulation 
of  the  kidney,  with  pyelolysis  and  ureteroly- 
s's,  or.  in  the  event  of  a non-functioning  or 
low-functioning  kidney,  nephrectomy,  pro- 
viding the  other  kidney  is  capable. 

SUMMARY 

1.  There  are  three  causes  given  for  hy- 
dronenhrosis.  the  overwhelming  one  being 
infection.  Lesions  of  the  central  or  peri- 
pheral nervous  system  are  comparatively 
rare,  and  the  accidental  ligation  of  a ureter 
is  extremely  rare. 

2.  Such  infection  involves,  where  hvdro- 
nenhrosis  is  the  result,  not  only  the  kidney, 
but  the  walls  of  the  pelvis  and  ureter  as 
well,  and  is  accompanied  by  a paranephritis 
or  perinephidtis. 

3.  Nephropexy  has  its  indications,  but  is 
not  a therapeutic  measure  to  be  used  against 
hydronephrosis. 

4 Treatment  should  consist  of  dilatations 
of  the  ureters : if  results  are  obtained,  noth- 
ing further  is  necessary.  Failure  bv  this 
means  involves  a reconsideration  of  the  case 
to  determine  whether  operative  interference 
is  justifiable. 

5.  Operative  interference  should  consist 
of  either  a decapsulation  of  the  kidnev,  with 
a freeing  of  th°  pelvis  and  ureter,  or  neph- 
rectomy. 

6.  Hydronephrosis  of  neurogenic  origin 
should  have  no  form  of  treatment  directed 
against  the  kidney  condition,  but,  rather, 
treatment  for  the  neurologic  lesion,  and  care- 
ful study  should  be  made  of  each  case  in 
onler  to  exclude  such  cases. 
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TREATMENT  OF  BURNS 

J.  LEIGHTON  GREEN,  Jr.,  M.D. 

El  Paso,  Texas. 

The  importance  of  a satisfactory  treat- 
ment for  burns  is  apparent  upon  recognition 
of  the  high  mortality,  the  prolonged  morbid- 
ity, and  the  permanent  deformities  that  ac- 
company this  type  of  injuries. 

Child  mortality  is  yearly  augmented  by 
burns.  Statistics  compiled  by  the  Metro- 
politan Life  Insurance  Company1  reveal  that 
45  per  cent  of  the  lethal  burns  occurring 
annually  in  the  United  States  are  in  children 
under  six  years  of  age.  In  adults,  the  mor- 
tality is  lower.  Every  industrial  surgeon, 
however,  has  observed  scores  of  men  inca- 
pacitated for  weeks  by  burns — a tremendous 
economic  loss.  Deformities  and  disfiguring 
scars  resulting  from  burns  not  infrequently 
undermine  a patient’s  psychic  equilibrium, 
transforming  a productive  citizen  into  an  in- 
valid. Treves  and  Pack1  reported  thirty-four 
cases  of  carcinoma  developing  in  bum  scars, 
and  Strauss2 3 4  has  reported  similar  cases — 
tragic  sequelae  of  inadequate  treatment. 

ETIOLOGY  AND  INCIDENCE 

In  the  Children’s  Hospital  of  Michigan,  it 
was  found'  that  62  per  cent  of  bums  were 
due  to  somoene’s  leaving  a pail  of  hot  water 
unprotected,  filling  a tub  with  hot  water  and 
allowing  the  child  to  fall  into  it,  or  permit- 
ting a child  to  pull  a kettle  of  hot  water, 
soup,  or  coffee,  from  a stove,  spilling  the  con- 
tents over  itself. 

The  second  important  etiological  agent  in 
causing  burns  in  children  is  playing  with 
matches  or  around  a bonfire.  This  suggests 
that  more  than  60  per  cent  of  the  mortality 
and  morbidity  of  burns  in  children  is  def- 
initely avoidable,  and  is  due  to  carelessness 
in  adults.  In  Great  Britain  there  is  a law 
mkaing  it  a punishable  offense  to  leave  a 
child  under  seven  years  of  age  in  the  room 
with  an  unprotected  fire1. 

In  adults,  statistics  as  to  etiology  are  not 
available.  Industrial  burns,  frequently 
caused  by  chemicals,  concern  us  in  El  Paso, 
an  industrial  center.  Apparently,  the  inci- 
dence of  burns  is  on  the  decrease,  due,  no 
doubt,  to  improved  methods  of  prevention. 
In  one  large  London  hospital,  in  the  period 
from  1899  to  1903,  there  were  990  cases  ad- 
mitted, with  251  deaths  as  contrasted  with 
the  period  1924  to  1928,  when  286  cases  were 
admitted,  and  only  19  died. 

On  the  basis  of  mortality  statistics5 6,  fe- 
males seem  to  be  affected  more  than  males, 
in  the  ratio  of  3 to  2.  More  boys  than  girls 
die  of  burns  during  the  first  three  years  of 
life.  From  the  fourth  year  upward,  how- 
ever, a relatively  higher  death  rate  is  found 
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in  girls,  increasing  until,  at  the  age  of  nine, 
twice  as  many  girls  as  boys  die  from  this 
cause.  Up  to  the  age  of  35,  females  pre- 
dominate, then  males  and  females  are  about 
equally  affected  for  a number  of  years. 
Later,  in  old  age,  more  females  than  males 
are  again  found  burned.  Doubtless  the  pre- 
ponderance of  fatalities  among  women  may 
be  explained  by  the  character  of  clothing 
worn  and  by  the  difference  in  occupation. 
More  burns  occur  in  the  winter  than  in  the 
summer  months. 

PROGNOSIS 

The  prognoses  in  case  of  a burn  must  be 
dependent  uoon  surface  involved  and  depth 
of  tissue  affected.  Depth  of  burn  is  deter- 
mined by  the  agent  and  Ue  duration  of  its 
contact  with  the  skin.  Underhill"  has  shown 
that  severe  burns  penetrate  skin  and  super- 
ficial tissues,  ini  urine  underlying  viscera. 
He  submits  the  resulting  pathology  as  one 
cause  for  shock. 

It  has  been  said  that  a child  will  tolerate 
a burn  of  only  one-seventh  of  its  body,  while 
an  adult  may  recover  from  one  involving  one- 
third  of  the  total  cutaneous  surface.  Thick 
skin,  as  on  the  palms  and  soles,  offers  a 
greater  resistance  to  heat  than  do  more  deli- 
cate parts  of  the  body.  The  skin  of  a child, 
thinner,  of  softer  texture  and  more  delicate 
than  on  corresponding  parts  of  the  adult 
body,  is  more  severely  burned  than  the  adult 
by  the  same  thermal  stimulus.  From  com- 
paratively slight  thermal  trauma,  there  may 
occur  in  the  child  large,  deep  burns,  produc- 
ing exhaustion,  and  necessitating  skin  graft- 
ing. In  children,  therefore,  prognosis  should 
be  more  guarded  than  in  adults. 

Acid  and  alkali  burns  produce  necrosis 
deeper  into  the  tissues  than  do  scalds  or 
thermal  burns.  Electricity  devitalizes  tissue 
and  more  prolonged  morbidity  results.  The 
etiological  factor  must  be  considered  in  form- 
ing a prognosis  for  a burned  patient. 

PATHOLOGY 

In  treating  an  extensive  superficial  burn, 
three  generally  accepted  conditions  may  de- 
mand attention:  first,  shock;  second,  tox- 
emia; and,  third,  the  wound  itself.  In  ad- 
dition, Underhill  has  demonstrated  that  an- 
hydremia  occurs,  resulting  in  marked  con- 
centration of  the  blood.  Loss  of  fluids  over 
burned  areas  is  profuse,  due  to  an  increased 
permeability  of  the  injured  capillaries,  bin- 
der the  conditions  attending  a burn,  sub- 
stances that  normally  do  not  pass  through 
the  capillary  wall  are  found  in  the  edema 
fluid.  Reabsorption  of  the  fluid,  on  the  other 
hand,  is  abnormally  slow.  Fluids  injected  by 
hypodermoclysis  into  burned  areas,  are  very 
slowly  absorbed.  Apparently,  capillary  per- 


meability in  one  direction  may  exist  with 
decreased  permeability  in  the  opposite  di- 
rection. 

Animal  experiments  involving  superficial 
burns  over  approximately  one-sixth  of  the 
body,  demonstrated  that  water  loss  from  the 
blood  may  reach  as  high  as  70  per  cent  of  the 
total  blood  volume.  Blood  thus  concentrated 
is  an  inefficient  oxygen  carrier.  Allowed  to 
persist,  it  produces  failing  circulation,  oxy- 
gen starvation  of  the  tissues,  a fall  in  tem- 
perature, and  finally  a suspension  of  vital 
activities.  Estimation  of  hemoglobin  is  a 
simple  but  reliable  test  for  blood  concentra- 
tion. It  should  not  be  neglected  in  examin- 
ing the  severely  burned  patient.  Hemoglobin 
of  125  per  cent  has  reached  a dangerous 
limit;  with  140  per  cent  concentration,  the 
patient  cannot  long  survive. 

Underhill  pursues  this  theory  so  far  as  to 
attribute  to  blood  concentration  the  symp- 
toms usually  ascribed  to  toxemia.  He  con- 
tends that  the  so-called  toxemia  is  not  a tox- 
emia at  all;  that  is,  it  is  not  produced  by 
any  demonstrable  toxin.  Toxic  symptoms 
are  produced  by  marked  concentration  of  the 
blood,  and  subsequently  an  inefficient  circu- 
lation. causing  changes  in  temperature, 
renal  involvement,  lowered  blood  pressure, 
and  other  disturbances.  Even  anatomic 

changes,  such  as  hemorrhages  and  ulcers, 
may  be  attributed  to  a single  fundamental 
cause ; namely,  a change  in  circulation  in- 
duced by  penetration  of  heat  to  the  organs 
or  tissues. 

At  variance  with  this  theory  is  the  here- 
tofore accepted  one  that  burns  produce  pro- 
tein decomposition,  these  products  of  protein 
autolysis  circulating  in  the  blood  stream  and 
causing  toxic  symptoms.  Vogt  and  Vac- 

carezza  observed  that  when  parabiosis  was 
established  between  two  animals  and  one 
was  burned,  the  other  showed  evidence  of 
toxemia.  Thev  demonstrated  further  that 
toxic  symptoms  did  not  develop  in  the  un- 
burned animal  within  twelve  hours,  but  that 
both  animals  finally  died  of  “toxemia”  when 
left  united.  Toxic  cleavage  products  of  pro- 
tein decomposition  were  isolated  by  Pfeiffer 
from  burned  skin.  Robertson  and  Boyd 
proved  the  toxicity  of  products  of  protein 
autolysis  from  burned  tissue. 

TREATMENT 

First  degree  burns,  producing  only  ery- 
thema without  vesiculation,  require  com- 
paratively little  treatment.  Butesin  pierate 
is  an  an  analgesic  ointment  which  contrib- 
utes to  the  patient’s  comfort.  It  may  be  ap- 
plied with  or  without  gauze  dressings. 

Second  and  third  degree  burns  concern 
us  more,  for  in  these  cases  not  the  wound 
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alone,  but  the  patient  as  well,  demands  at- 
tention. 

Clinical  and  experimental  facts  suggest 
that  the  toxemia  which  accompanies  severe- 
burns  might  be  rationally  combated  by  some 
form  of  local  treatment  which  would  prevent 
absorption  from  the  burned  area.  Various 
attempts  have  been  made  to  accomplish 
this.  Debridement  enjoyed  a period  of  pop- 
ularity7 but  has  been  largely  discarded,  due 
to  the  severity  of  the  procedure.  Douglas 
used  adrenalin  and  procaine  in  an  attempt  to 
prevent  absorption. 

An  ideal  treatment  for  burns  must,  obvi- 
ously, (1)  stop  pain.  (2)  prevent  toxemia, 

(3)  insure  asepsis,  (4)  prevent  the  loss  of 
tissue  fluids,  and  (5)  prevent  contractures 
and  scar  formation.  Application  of  tannic 
acid  is  the  treatment  which  more  nearly  ap- 
proaches this  ideal. 

Tannic  acid  is  an  amorphous  powder,  read- 
ily soluble  in  water.  The  solution  must  be 
freshly  prepared,  for  on  standing  it  deterio- 
rates into  gallic  acid,  which  is  less  astrin- 
gent. Use  of  tannic  acid  as  primary  treat- 
ment for  burns  was  first  reported  by  David- 
son5 in  1925.  His  method  consisted  in  the 
use  of  2.5  per  cent  freshly  prepared  solution 
of  tannic  acid,  applied  on  sterile  gauze  over 
the  wound.  Dressings  were  moistened  every 
hour  with  this  solution,  and  then  carefully 
removed  as  soon  as  the  surface  was  well 
tanned.  A dry,  tanned,  tough  coagulum 
was  formed  from  the  precipitation  of  protein 
in  the  wound  by  tannic  acid.  This  brown 
crust  was  left  exposed  to  air,  and  no  further 
dressings  were  applied. 

Recent  improvement  in  technic  has  intro- 
duced the  spray  to  replace  gauze  dressings, 
as  a means  of  application.  We  use  a motor- 
driven  spray  for  applying  tannic  acid  to 
burns,  but  a simple  atomizer  will  serve. 

The  severely  burned  patient  should  first 
receive  morphine  for  relief  of  pain.  Fluids 
should  be  forced  by  every  available  route — 
saline,  glucose  and  water.  From  four  to 
eight  liters  should  be  administered  to  an 
adult  within  the  first  24  hours — the  period 
of  greatest  loss  of  fluids.  External  heat  is 
indicated  if  symptoms  of  shock  are  ob- 
served. The  importance  of  forcing  fluids,  by 
infusion,  proctoclysis,  hypodermoclysis,  and 
by  mouth,  cannot  be  over-estimated. 

Devitalized  epithelium  and  vesicles  are 
stripped  away  with  forceps.  If  any  oily 
substance  has  been  previously  applied,  it 
must  be  washed  off  with  benzene.  Three 
per  cent  aqueous  solution  of  tannic  acid 
(some  authorities  advocate  5 per  cent)  is 
sprayed  on  the  burned  areas  every  thirty 
minutes  until  a mahogany-brown  color  is  ob- 


tained. The  color  of  the  coagulum  gradually 
deepens  into  black.  In  spraying  about  the 
face,  the  eyes  must  be  protected. 

No  further  dressings  are  applied.  The 
patient  is  placed  under  a tent,  where  he  is 
kept  warm  by  electric  lights  under  the  tent. 
The  heat  thus  formed  aids  in  drying  the  co- 
agulum. Tannic  acid’s  analgesic  effect  is 
soon  apparent,  and  the  patient  usually  rests 
comfortably  without  more  opiates.  The  dry 
coagulum  becomes  insensitive  to  touch.  As 
epithelium  forms  beneath  it,  the  crust  curls 
at  the  edges  and  can  be  trimmed  with  scis- 
sors. Healing  is  usually  complete  in  two  or 
three  weeks. 

Herzfeld9,  who  has  by  this  method  reduced 
the  mortality  at  the  Royal  Edinburgh  Hos- 
pital for  Sick  Children  from  38  per  cent  to 
9 per  cent,  summarizes  thus  the  advantages 
of  tannic  acid: 

(1)  It  forms  a coagulum  with  the  raw 
surface  and  thereby  decreases  absorption  of 
autolyzed  proteins. 

(2)  By  forming  a potentially  waterproof 
and  rigid  covering  over  the  denuded  surface, 
it  minimizes  sepsis.  No  large,  weeping 
wounds  are  left  open  to  invite  infection. 

(3)  Pain  is  relieved  immediately  on  ap- 
plicat:on  of  the  tannic  acid.  Montgomery10, 
in  reporting  a series  of  burn  cases  in  chil- 
dren, treated  with  tannic  acid,  noted  how 
these  little  patients  suffered  a minimum  of 
pain,  as  compared  with  those  treated  by 
other  methods.  The  pain  of  changing  ad- 
herent dressings  is  also  eliminated. 

(4)  The  coagulum  decreases  diffusion  of 
body  fluids,  thereby  preventing  toxic  symp- 
toms. 

(5)  Beneath  the  coagulum,  healing  pro- 
gresses rapidly.  The  coagulum  serves  as  a 
splint.  The  resulting  scar  is  superior  to  that 
formed  by  other  methods,  and  contractures 
are  rare. 

BURNS  DUE  TO  ACID  AND  ALKALI 

The  literature  relating  to  caustic  burns  is 
meager.  Gradle11  in  1922  reported  cases  of 
severe  burns  from  sulphuric  acid  used  in  bat- 
teries. He  advised  neutralization  of  the  acid 
with  a mild  alkali,  and  copious  lavage  with 
water.  Hinkel12  later  described  a similar 
treatment  for  burns  caused  by  acid  or  alkali. 
First  aid  is  extremely  important  in  these 
cases.  The  burned  patient  should  be  imme- 
diately thrust  under  a shower,  drenching 
him  with  water  until  all  excess  acid  is 
washed  away.  Industrial  plants  using  chem- 
icals should  have  showers  installed  at  con- 
venient places  so  as  to  be  readily  available. 
The  water  should  be  warm,  for  under  cold 
water  some  patients  may  go  into  shock.  Eyes 
should  be  washed  with  warm  water. 
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Immediately  following  his  bath,  the  pa- 
tient should  be  taken  into  a warm  room  and 
stripped  of  all  clothing.  Acid  burns  are  best 
neutralized  with  solution  of  sodium  bicar- 
bonate. For  alkali  burns,  vinegar  serves  as 
a suitable  weak  acid.  Having  neutralized 
the  chemical  responsible  for  the  burn,  one 
may  now  treat  the  wounds  just  as  those  pro- 
duced by  dry  heat,  hot  water  or  molten 
metals. 

Acid  and  alkali  burns  not  only  require 
longer  to  heal  than  other  burns,  but  are  more 
susceptible  to  infection.  Balsam  of  Peru  in 
castor  oil  has  been  found  an  excellent  healing 
agent  for  small,  scattered  burns.  Where 
large  areas  are  involved,  tannic  acid  is  better. 

COMPLICATIONS 

In  any  large  series  of  burns,  some  infec- 
tions will  occur.  Tannic  acid,  used  early  in 
treatment,  permits  a lower  incidence  of  in- 
fection than  any  other  type  of  dressing. 
Should  infection  occur  beneath  the  eoagulum 
— and  this  as  a rule  happens  only  in  deep 
burns” — the  crust  should  be  cut  away.  Resin 
cerate  with  10  per  cent  balsam  of  Peru,  ad- 
vocated by  Babcock",  prevents  excessive 
formation  of  crusts  on  these  infected  sur- 
faces, and  promotes  healing.  Even  in  the 
presence  of  infection,  granulating  tissue  will 
be  found  beneath  the  eoagulum,  and  will  re- 
spond to  application  of  this  ointment.  Wet 
boric  acid  packs  have  been  used,  but  inevit- 
ablv  produced  toxic  symptoms15. 

Where  infection  has  gained  a foothold  be- 
fore treatment  is  begun,  tannic  acid  has  a 
minimal  value.  Necrotic  tissue  should  be 
removed  with  forceps,  resin  cerate  ointment 
applied  daily  with  the  gloved  hand,  and  no 
other  dressings  applied.  In  late  cases  of  this 
kind,  splinting  of  parts  may  be  necessary  to 
prevent  contractures. 

In  third  degree  burns,  grafts  may  be  in- 
dicated to  prevent  excessive  scarring  and 
contractions.  If  the  tannic  acid  eoagulum 
remains  adherent  at  the  end  of  three  weeks, 
one  may  be  certain  the  burn  is  of  third  de- 
gree. Autogenous  grafts  should  be  early 
applied.  Graftg  composed  of  epidermis  alone 
are  not  satisfactory.  The  skin  developing 
from  them  is  thin,  abrades  easily,  is  firmly 
attached  to  underlying  scar  tissue  which 
contracts,  frequently  breaks  down,  and  does 
not  stretch  to  facilitate  movement  of  the 
part.  Beekman1P'  and  others  advocate  full 
thickness  or  deep  “pinch  grafts”,  placed  close 
together.  Immobilization  by  splinting  is  im- 
portant following  application  of  the  graft. 
Where  flexor  surfaces  are  involved,  the  part 
must  be  kept  in  extension  during  the  healing 
process. 

Full  thickness  grafts  are  applicable17  to 


surfaces  on  which  there  is  little  subcutane- 
ous fat,  such  as  the  hands  and  feet.  The 
pedicle  flap  may  be  used  on  face,  arms,  legs, 
and  where  scars  are  adherent  to  bony  sur- 
faces. 

Curling  in  1842  first  described  duodenal 
ulcers  resulting  from  burns.  Autopsy  has 
occasionally  revealed  similar  peptic  ulcers, 
no  doubt  produced  by  circulatory  changes 
caused  by  direct  penetration  of  heat  to  the 
duodenum.  Harris  described  a fatal  case  in 
a child  of  three  and  one-half  years,  due  to 
hemorrhage  into  the  adrenal,  with  ulcera- 
tion of  the  duodenum. 

Evidence  suggests  that  the  kidneys  have 
difficulty  in  secreting  normal  urine  from  a 
concentrated  blood . Impaired  functional 
capacity  of  the  kidneys  is  therefore  found  in 
severely  burned  patients,  with  albuminuria 
and  other  evidence  of  damage.  Such  path- 
ology supports  the  contention  that  fluids 
should  be  forced. 

Bronchopneumonia  is  the  terminal  infec- 
tion in  many  burned  children,  occasionally 
in  adults.  Otitis  media,  mastoiditis,  sup- 
purative arthritis,  and  osteomyelitis  may  oc- 
cur; even  septicemia  has  been  observed. 
Complications  must  be  anticipated,  and 
treated  as  they  arise.  Tannic  acid  technic 
has  reduced  the  incidence  of  severe  compli- 
cations, thereby  reducing  mortality. 

SUMMARY 

1.  In  severely  burned  patients,  blood  con- 
centration from  loss  of  body  fluids  is  largely 
responsible  for  shock. 

2.  Treatment  for  shock,  with  copious  ad- 
ministration of  fluids,  is  the  first  indication. 

3.  Burns  caused  by  acid  or  alkali  should 
be  immediately  and  thoroughly  washed  with 
water,  then  neutralized. 

4.  Tannic  acid,  applied  by  spray,  and  left 
exposed  to  the  air,  offers  the  most  satisfac- 
tory treatment  for  superficial  burns. 
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FOCAL  INFECTIONS  AND  SYSTEMIC 
DISEASES 

ROBERT  F.  THOMPSON,  M.D. 

El  Paso,  Texas. 

A focus  of  infection  is  a circumscribed  re- 
gion in  which  pathogenic  micro-organisms 
multiply  in  the  tissues.  And  since  it  was 
first  recognized  that  this  has  an  important 
bearing  in  medicine  much  interest  has  been 
displayed  and  a great  deal  of  work  has  been 
done  on  the  subject.  More  conditions  are  all 
the  while  being  proved  due  to  this  cause  and 
other  ailments  whose  etiology  are  not  thor- 
oughly understood  just  now  are  suspected  of 
having  this  for  a cause,  too,  in  some  man- 
ner, though  the  proof  may  be  lacking  at  the 
present  time. 

It  is  interesting  to  note  that  Benjamin 


Rush  in  1818  called  attention  to  the  connec- 
tion between  diseases  of  the  teeth  and  cer- 
tain bodily  ailments  which  he  described  in 
the  terminology  of  his  time  as  rheumatism, 
dyspepsia,  consumption,  vertigo,  epilepsy, 
and  menstrual  and  nervous  disorders.  And 
Judson  Daland  was  probably  the  first  to  rec- 
ognize the  role  of  the  tonsils  in  this  same 
capacity.  Of  course,  it  was  the  epoch-mak- 
ing work  of  Rosenow  which  firmly  and  sci- 
entifically proved  that  the  foci,  as  we  know 
them  today,  are  the  cause  of  certain  infec- 
tious processes  in  other  parts  of  the  body. 
He  demonstrated  conclusively  how  infecting 
agents  spread ; the  specific  electivity  of  cer- 
tain organisms  for  certain  tissues;  and  he 
further  has  produced  experimentally  prac- 
tically all  of  the  diseases  that  we  now  con- 
sider as  being  caused  by  the  different  foci. 

It  is  a well-recognized  fact  that  people 
harboring  chronic  foci  of  infection  have  a 
very  low  resistance  to  acute  infectious  dis- 
eases. Evans  noted,  in  a study  of  23,000 
morbidity  instances  over  a period  of  eight 
years,  that  the  incidence  of  the  epidemic 
form  of  pyogenic  infections  of  the  upper 
respiratory  and  upper  digestive  tract  was 
greater  in  those  individuals  who  exhibited 
evidence  of  a persistent  low-grade  infection 
of  the  sinuses  or  the  tonsils  than  was  the 
incidence  of  similar  infection  in  those  indi- 
viduals who  were  free  from  such  persistent 
nasal  and  throat  infections.  He  also  noted 
that  when  the  persistent  foci  were  corrected, 
the  resistance  to  subsequent  acute  infectious 
diseases  was  markedly  strengthened.  Keyes’ 
work,  too,  in  this  regard  concerning  the 
teeth,  brings  similar  findings.  He  showed 
that  the  establishment  of  dental  prophylaxis 
among  the  children  in  an  orphan  asylum  re- 
duced the  incidence  of  acute  infectious  dis- 
eases 59  per  cent  in  the  first  six  months  and 
to  2 per  cent  during  the  following  year. 

Another  report  that  bears  out  the  conten- 
tion that  chronic  foci  predispose  to  acute  in- 
fectious diseases  is  given  by  Darling.  In 
autopsying  a large  series  of  pneumonia 
cases  he  found  that  more  than  90  per  cent 
showed  inflammatory  changes  in  the  sin- 
uses. 

The  three  principal  offenders  in  the  role 
of  primary  foci  are  the  teeth,  tonsils  and 
the  nasal  accessory  sinuses.  The  teeth  ap- 
pear to  cause  more  direct  manifestations  of 
systemic  disease  than  the  others,  especially 
in  middle-aged  and  elderly  individuals.  Den- 
tal foci  may  exist  as  periapical  abscesses, 
pericementitis,  pulpitis,  and  pyorrhea  alveo- 
laris.  The  infecting  agent  is  usually  a low 
virulence  group  of  the  streptococcus  viri- 
dans. 
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My  experience  has  convinced  me  that  all 
devitalized  teeth,  all  oM  crowned  teeth  and 
all  large  two-surfaced  alloy-filled  teeth,  are 
potential  menaces  in  the  mouth  and  should 
be  under  constant  suspicion.  They  should 
be  considered  guilty  until  definitely  proved 
to  be  otherwise.  And  they  should  be  x-rayed 
at  regular  intervals,  too,  for  in  the  majority 
of  instances  they  will  become  focal  points  at 
some  tmie  subsequently,  even  if  innocent  at 
the  first  examination.  And  I do  not  approve 
of  temporizing  with  pyorrhea  teeth. 

The  tonsils  come  into  prominence  as  foci 
early  in  childhood.  Bacterial  invasion  of 
these  structures,  and  the  lvmphoid  tissue  of 
the  nasopharynx  is  almost  universal  during 
the  early  years  of  life,  as  they  plav  an  im- 
portant part  in  the  resistance  against  gen- 
eral bacterial  invasion  in  the  nose  and  throat. 
And  once  infected,  the  tonsils,  with  adenoid 
extension,  can  cause  a great  deal  of  sickness 
in  childhood.  They  probably  send  more  chil- 
dren to  the  doctor  than  any  other  cause,  with 
the  common  secondary  manifestations  of 
periodic  sore  throat:  repeated  “colds”;  otitis 
media;  mouth-breathing  with  the  resulting 
deformity  of  the  dental  arch;  anemia:  ano- 
rexia, and  so  forth.  How  often  tonsillec- 
tomies are  seen  to  effect  magic-like  results 
in  children.  With  adults  a deceiving  thing  is 
that  many  innocent  appearing  tonsils  are 
diseased.  One  or  more  abscesses  may  be 
deeply  located  in  the  gland.  Then,  too, 
atrophied  tonsillar  stumps  and  scarred  ton- 
sils are  particularly  apt  to  be  the  seats  of 
chronic  infection.  The  micro-organisms  oc- 
curring in  tonsillar  foci  are  mainly  from  the 
streptococcus-pneumococcus  group. 

Originally  most  of  the  interest  concerning 
foci  was  directed  toward  the  teeth  and  ton- 
sils but  in  the  last  few  years  an  exhaustive 
amount  of  work  has  been  done  on  the  other 
centers,  especially  the  nasal  accessory  sin- 
uses. Chest  diseases  seem  narticularly  to 
be  caused  by  sinus  foci  and  those  which 
stand  out  are  chronic  bronchitis,  asthma  and 
bronchiectasis.  Mullin  and  Ryder  in  experi- 
mental work  have  shown  the  sinus  lymph 
absorption  was  by  way  of  the  submaxillary 
and  internal  jugular  nodes,  the  lymph  ducts, 
the  great  veins,  the  right  side  of  the  heart 
and  the  lungs.  By  protracted  flooding  of 
these  lymph  channels  with  infectious  mate- 
rial from  hyperplastic  sinuses,  especially  the 
antra,  they  have  shown  how  chronic  bron- 
chitis may  be  caused.  Frequent  chest  colds 
may  be  the  first  clinical  evidence  of  this  ex- 
tension, but  a definite  chronic  bronchitis  is 
eventually  established  and  in  a neglected 
case  the  final  result  is  a bilateral  bronchi- 
ectasis. And  it  has  been  shown  that  this 


secondary  peribronchial  infection  may  be  the 
causation  of  bronchial  asthma  as  well  as  bac- 
terial or  pollen  protein  sensitization.  Tn  this 
connection  Freund  is  of  the  opinion  that  even 
though  most  cases  of  asthma  are  due  specifi- 
cally to  the  sensitivity  to  animal  danders, 
foods,  bacteria  or  pollens,  this  sensitivity  is 
acquired  on  account  of  a devitalized  bron- 
chial mucosa  secondary  to  an  extension 
downward  of  a prior  similar  infection  of  the 
para-nasal  sinuses. 

The  chronic  bronchitis  and  earlv  bronchi- 
ectasis secondary  to  chronic  sinusitis  may 
closely  simulate  tuberculous  findings  in  the 
chest.  Colonel  Rist,  of  the  French  Army, 
reported  a series  of  cases  primarily  diag- 
nosed as  pulmonary  tuberculosis  that  subse- 
quentlv  were  proved  due  to  chronic  sinusitis 
and  which  were  definitely  non-tubereulous. 

The  chest  is  not  alone  in  being  especially 
attacked  bv  the  organisms  of  chronic  sin- 
usitis. Patients  with  active  sinus  drainage 
swallow  a great  deal  of  this  secretion  as  it 
drips  down  the  posterior  nasal  pharnvx  and 
thus  the  stomach  is  being  constantlv  bom- 
barded with  the  germ-laden  material.  Of- 
ten thick  muco’d  or  gelatinous  masses  will 
be  seen  hanging  down  the  naso-pharyngeal 
wall,  causing  marked  voice  changes,  and 
ready  to  be  expectorated  nr  swallowed.  The 
gastric  juices  kill  most,  if  not  all,  of  these 
invading  infection  agents  but  it  has  been 
pointed  out  by  T awson  that  in  the  face  of 
such  mass  infection  potent  toxins  possibly 
render  the  gastric  mucosa  more  easily  at- 
tacked bv  bacteria  from  the  blood  stream. 
He  has  shown  that  statisticallv,  people  with 
chronic  sinusitis  are  more  liable  to  the  com- 
mon infectious  processes  of  the  abdomen, 
such  as  gastric  nr  duodenal  ulcers,  appen- 
dicitis, cholecystitis,  and  so  forth,  and  as 
Rosenow  has  experimentallv  produced  all  of 
these  conditions  the  importance  of  the  sin- 
uses as  causative  agents  of  infectious  pro- 
cesses in  the  abdomen  is  readily  seen.  Focal 
infection  with  its  characteristic  bacterial 
electivity  for  certain  tissue  plus  trauma  or 
a low  localized  resistance  from  a deficient 
blood  supply  appear,  in  the  light  of  present 
knowledge,  to  constitute  the  etiology  of  these 
abdominal  diseases.  The  organisms  usually 
isolated  from  nasal  foci  are  members  of  the 
streptococcus-pneumococcus  group;  diphthe- 
roid organisms,  B.  influenza;  micrococcus 
catarrhalis  and  the  staphylococcus. 

The  problem  of  focal  infections  is  not  one 
by  which  an  individual  focus  alone  is  looked 
upon  as  causing  a disease.  Often  more  than 
one  are  involved.  A primary  focus  causes 
focalized  areas  elsewhere  and  any  of  these 
secondary  foci  may  spread  the  infection  to 
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other  foci  as  the  pernicious  process  spreads, 
or  one  or  more  may  immediately  cause  a sys- 
temic disease,  becoming  primary  in  this  re- 
gard. A vicious  cycle  of  foci  may  be  estab- 
lished. any  one  of  which  may  cause  the 
'rouble  which  sends  the  patient  to  his 
physician. 


From  the  clinical  and  laboratory  evidence 
at  hand  at  the  present  time  the  following 
acute  localized  infectious  processes  are  con- 
sidered as  being  due  to  hematogenous  metas- 
tasis from  a primary  focalized  infection : 


Acute  endocarditis 
Acute  pericarditis 
Acute  pleuritis 
Acute  peritonitis 
Acute  infectious  arthritis 
Acute  bursitis 
Erythema  nodosum 
Purpura  hemorrhagica 
Acute  bronchopneumonia 
Acute  cholecystitis 
Acute  appendicitis 
Acute  enteritis 
Acute  pancreatitis 
Acute  nephritis 
Acute  pyelitis 
Acute  neuritis 
Acute  myelitis 
Acute  poliomyelitis 


Acute  colitis 
Acute  gastric  and 
duodenal  ulcer 
Acute  conjunctivitis 
Acute  -keratitis 
Acute  iritis 
Acute  iridocyclitis 
Acute  oveitis 
Acute  episcleritis 
Acute  retinitis 
Acute  optic  neuritis 
Acute  thyroiditis 
Acute  meningitis 
Herpes  zoster 
Acute  chorea 
Acute  myositis 
Acute  myocarditis 
Acute  osteomyelitis 


Insidious  and  persistent  bacterial  focal  in- 
fections have  been  found  to  play  a part  in 
the  etiology  of  the  following  chronic  inflam- 
matory processes: 


Chronic  infectious  arthritis 

Chronic  bursitis 

Chronic  endocarditis 

Chronic  myositis 

Chi'onic  neuritis 

Chronic  cholecystitis 

Chronic  appendicitis 

Chronic  gastric  and  duodenal  ulcer 

Chronic  nephritis 

Renal  calculi 

Hypertension 

Anemia 

Impotence — in  the  male 


And  a condition  of  malaise,  lassitude  and  weak- 
ness, possibly  with  vertigo  and  insomnia,  hypoten- 
sion and  vasomotor  irritability,  often  grouped  un- 
der the  heading  of  neurasthenia. 

Nowr,  regarding  the  foci  w'hich  cause  all 
of  these  infectious  processes,  grouped  in  the 
o’  der  with  which  they  are  most  often  met 
with  clinically,  they  are  as  follows: 

Teeth 

Tonsils 

Nasal  accessory  sinuses 

Prostate 

Appendix 

Gallbladder 

Rectum 

Sigmoid 

Uterine  tubes 

Uterus 

Pelvis  of  kidney 

Ureter 

Bladder 

Lymph  nodes,  especially  peribronchial 
Middle  ear 


Of  course,  it  must  be  remembered  that 
any  organ  or  tissue  when  harboring  focal- 
ized bacteria  mav  serve  as  an  offending 
focus  and  produce  an  extension  of  the  in- 
fectious process  elsew'here.  Tw'O  unusual  in- 
stances in  this  regard  are  reported  by  Bil- 
lings in  which  twro  cases  of  arthritis  were 
due  to  persistent  infection  being  present 
about  the  finger  nads.  And  Fischer  men- 
tions a case  of  his  in  which  a perinephritic 
abscess  resulted  metastatically  from  an  in- 
fected wound  on  the  finger. 

The  diagnosis  of  focal  infections  is  some- 
times easy  and  sometimes  very  difficult.  An 
elderly  person  with  arthritis  and  a mouth 
full  of  snags  presents  no  problem  at  all.  Nor 
does  the  vouth  with  endocarditis  and  pus- 
exuding  tonsils.  But  the  majority  of  in- 
stances are  fairly  difficult  to  reach  a decision 
upon.  Once  convinced  that  a condition  is 
secondary  to  a focus,  a diligent  search  should 
be  made,  by  the  process  of  elimination,  until 
the  guilty  offender  is  found.  Thorough 
physical  examination,  roentgenography,  and 
the  laboratory  examination  of  smears,  secre- 
tions and  discharges,  are  the  watchwords. 
Regarding  the  diagnosis  of  sinusitis,  the 
x-ray  wdth  stereoscopic  view's  is  most  essen- 
tial and  prostatic  secretion  should  be  rou- 
tinely examined  in  making  all  physical  ex- 
aminations of  this  kind.  The  importance  of 
stool  cultures,  also,  should  be  emphasized. 

The  treatment  of  determined  foci  of  infec- 
tion is  their  ’’mmediate  removal.  In  case 
this  cannot  be  done,  as  when  dealing  with 
the  sinuses,  mastoid,  prostate,  renal  pelvis, 
and  so  forth,  the  principal  aim  is  to  establish 
freer  drainage.  And  care  must  be  taken  to 
direct  attention  to  all  the  foci  that  may  be 
playing  a part  in  the  causation  of  a given 
ailment.  Often  both  primary  and  secondary 
focalized  areas  may  be  contributing  to  the 
cause.  Of  course,  it  is  readily  seen  that  both 
of  these  must  be  cleared  up  if  a cure  is  to  be 
effected.  For  example,  it  wrill  do  little  good 
to  attempt  to  clear  up  a prostatic  focus 
which  is  causing  an  arthritic  complaint, 
when  the  prostate  itself  is  secondary  to 
carious  teeth.  Both  the  prostate  and  the 
teeth  must  be  included  in  the  therapeutic  at- 
tack in  such  a case. 

Measures  to  better  the  general  health  are 
also  beneficial.  In  this  regard  may  be  men- 
tioned a nutritious  diet  high  in  vitamin  con- 
tent. ultraviolet  radiation,  and  the  correc- 
tion of  hygienic  errors  in  the  mode  of  living. 
Autogenous  vaccines  and  nonspecific  protein 
therapy  are  sometimes  of  value. 
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GRANULOMA  INGUINALE 

RALPH  W.  MENDELSON,  M.D. 

Albuquerque,  N.  M. 

Granuloma  inguinale  is  found  in  many 
parts  of  the  world,  especially  in  the  tropics 
and  sub-tropics.  It  has  been  reported  from 
Brazil,  the  West  Indies,  Porto  Rico,  Guiana, 
the  Pacific  Islands,  Australia,  the  South 
and  West  Coast  of  Africa.  I have  observed 
it  in  Siam  and  South  China,  and  we  know 
it  to  be  common  in  our  southern  states.  In 
a review  of  the  literature  I fail  to  find  this 
disease  reported  from  New  Mexico.  Re- 
cently a Mexican,  a native  of  the  state  of 
New  Mexico,  consulted  me  regarding  an  ul- 
cerative condition  of  the  pudenda  which 
upon  examination  proved  to  be  granuloma 
inguinale. 


Fig.  1.  Granuloma  inguinale  involving  the  pre- 
puce and  glans  penis. 

Clinically  this  condition  manifests  itself 
as  an  infective,  granulomatous  disease  of 
the  genitocrural  regions.  It  is  not  a con- 
stitutional disease,  but  a local  manifestation 
of  an  as  yet  undetermined  causative  agent. 
As  a rule  it  starts  on  the  genital  organs  fol- 
lowing intercourse  (Fig.  1),  the  incubation 
period  being  from  five  to  ten  days.  One  or 
more  very  small  nodules  make  their  appear- 
ance and  gradually  ulcerate  superficially. 
There  is  no  pain  and  very  little  discharge, 
the  lymphatics  are  not  involved.  If  un- 
treated, it  slowly  spreads  and  may  eventu- 
ally involve  the  entire  genitocrural  region, 
even  extending  down  the  thighs  and  above 
the  pubes  (Figs.  2 and  3).  With  such  ex- 
tension there  is  always  more  or  less  mixed 
infection  with  the  common  pus-producing 
organisms  that  results  in  considerable  dis- 
charge with  a very  offensive  odor. 


Fig.  2.  Advanced  stage  of  granuloma  inguinale. 


Fig.  3.  Advanced  stage  of  granuloma  inguinale 
in  female,  involving  labiae  and  genitocrural  region. 

The  infection  has  a marked  tendency  to 
attack  apposing  surfaces.  As  it  advances 
it  also  tends  to  heal,  and  the  original  sites 
of  infection,  with  the  tissues  in  the  imme- 
diate vicinity,  may  be  covered  by  a rubber- 
like scar  that  breaks  down  readily  either  as 
a manifestation  of  a reinfection  or  an  acute 
exacerbation  of  a quiescent  pathological 
process. 

The  entire  infected  area  presents,  as  a 
rule,  a slightly  elevated  excoriating  and  su- 
perficially ulcerating  picture.  In  very  ad- 
vanced and  untreated  cases,  complications, 
the  result  of  contracting  scar  tissue,  may 
manifest  themsleves.  Pseudo-elephantiasis, 
urethral  stricture  and  rectovaginal  fistulae 
have  been  reported. 
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Fig.  4.  Drawing  to  illustrate  the  microscopic  ap- 
pearance of  the  tissue  from  edge  of  lesion  of 
granuloma  inguinale. 


Fig.  5.  Drawing  to  illustrate  cell  containing 
Donovan  bodies.  This  shows  the  structure  of  the 
Donovan  body,  with  the  rod  connecting  two  polar 
dots. 


Pathologically,  the  disease  has  been  com- 
pared to  rhinoscleroma.  The  drawing  (Fig. 
4)  represents  the  margin  of  an  infected  area. 
There  is  a small  round  cell  infiltration  of  the 
corium,  many  nlasma  cells,  but  no  giant  cells. 
The  growth  is  vascular,  but  not  hemorrhagic, 
and  there  is  no  sunnuration.  As  a result  of 
the  round  cell  infiltration  the  nanillae  in- 
crease in  length  and  produce  the  typical 
papule.  At  the  same  time  there  is  an  in- 
crease of  He  interpamllarv  processes  of  the 
epidermis.  In  the  older  parts,  the  cells  be- 
come swollen  and  disappear,  being-  replaced 
by  connective  tissue  and  as  this  shrinks  the 
area  becomes  scar-like. 

The  cause  of  granuloma  inguinale  has 
never  been  determined.  Manv  observers 
have  reported  on  tho  so-called  Donovan 
bodies,  first  described  bv  Donovan  in  1905. 
This  organism  is  a.  capsnlated  intracellular 
bod'r  • stained  w’th  Wright’s  stain  it  annears 
as  portrayed  in  the  drawing  (Fig.  51.  A 
very  fine  rod  connects  the  characteristic  bi- 
polar extremities.  Castellani  nlaces  it  in  the 
group  B.  lactis  a°ro genes,  m-obably  B.  muco- 
sus-capsulatus  of  the  Friedlander  group.  In 
smears  from  an  infected  area  it  is  found  in 
the  endothebal  cells. 

The  cultivation  of  this  organism  on  Sa- 
bourraud’s  medium  is  not  difficult.  It  be- 
comes pleomorphic  in  forty-eight  hours. 
Considerable  work  has  been  done  in  an  at- 
tempt to  prove  the  etiological  relationship 
of  the  Donovan  body  to  the  disease,  granu- 
loma inguinale.  Some  observers  have  re- 
ported nos’tive  results.  I have  made  many 
inoculations  with  pure  cultures  obtained 
from  active  cases,  but  have  never  been  able 


to  produce  a lesion  that  resembled  the  orig- 
inal disease.  A variety  of  subjects  was  used 
for  experimental  purposes,  including  rab- 
bits (Fig.  6),  apes,  negroes  and  myself 


Fig.  6.  Local  abscess  in  rabbit’s  ear  inoculated 
with  Donovan  bodies. 

(Fig.  7).  In  every  case  I was  rewarded  with 
a simple  abscess.  Cultures  made  from  these 
abscesses  remained  negative  and  smears 
from  the  same  revealed  only  an  occasional 
organism.  Smears  made  one  week  after 
the  appearance  of  the  abscess  were  negative, 
only  pus  cells  being  present.  Observing  the 
inoculation  on  my  own  arm  over  a period  of 
months  fails  to  reveal  any  other  reaction 
than  the  primary  abscess. 

The  treatment  of  this  condition  includes 
the  actual  cautery,  x-rays,  and  the  intra- 
venous administration  of  tartar  emetic.  Some 
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cases  respond  to  one  form  of  treatment  while 
others  do  not.  Each  case  seems  to  be  a per- 
sonal equation  to  a degree  and,  while  tartar 
emetic  produces  very  satisfactory  results  in 
early  cases,  the  more  chronic  ones  tax  the 
endurance  of  the  patient  and  the  ingenuity 
of  the  doctor. 


Fig.  7.  Lesion  on  author’s  arm  inoculated  with 
Donovan  bodies. 


THE  MEETING  OF  THE 
AMERICAN  COLLEGE  OF  PHYSICIANS 
BALTIMORE  — March  23-27 
M.  K.  WYLDER,  M.D.,  F.A.C.P. 

Albuquerque,  N.  M. 

(Report  read  to  the  Bernalillo  County  Medical 
Society  at  Albuquerque,  N.  M.) 

The  meeting  was  called  to  order  Monday 
afternoon,  March  23,  by  Dr.  Maurice  C.  Pin- 
coffs,  Baltimore,  Chairman  of  the  Arrange- 
ments Committe,  who  stated  this  was  the 
first  time  the  College  had  ever  returned  for 
a second  visit  to  the  same  city.  Ten  years 
ago  they  met  in  Baltimore  and  then  had  only 
four  hundred  members ; now  they  came  back 
with  over  two  thousand. 

The  first  address  of  welcome  was  made 
by  Dr.  Joseph  S.  Ames,  President  of  Johns 
Hopkins  University.  Dr.  Ames  stated  that 
Johns  Hopkins  appreciated  keenly  the  oppor- 
tunity of  extending  a welcome  to  the  Col- 
lege. He  said  we  all  know  what  Johns  Hop- 
kins had  to  offer  and  felt  that  they  would 
be  benefited  more  by  the  meeting  than  we 
would,  as  the  presence  of  the  leaders  of 
medicine  from  all  over  the  country  and  their 
clinics  would  certainly  be  a stimulus.  They 
felt  they  had  been  preparing  for  weeks  for 
a very  scrutinizing  examination  and  that 


this  preparation  and  examination  would  be 
very  beneficial  to  all  of  them. 

Dr.  Raymond  A.  Pearson,  President  of  the 
University  of  Maryland,  said  the  University 
was  happy  to  join  in  the  welcome  and  felt 
highly  honored  to  have  us  with  them.  He 
wanted  us  to  feel  that  their  welcome  was 
a hundred  per  cent.  The  University  of  Mary- 
land is  made  up  of  several  parts  that  had 
been  acquired  at  different  times  and  has 
medical,  dental,  law  and  pharmacy  depart- 
ments. The  oldest  building  in  America 
which  has  been  continuously  used  for  medi- 
cal teaching  belongs  to  them.  They  honor 
our  organization  because  its  purposes  are  the 
upholding  of  high  standards  and  such  organ- 
izations are  badly  needed.  He  further  said 
that  actions  speak  louder  than  words  and 
the  program  they  had  prepared  was  their 
welcome,  v 

John  M.  G.  Rowland,  President  of  the 
Medical  and  Cbirupgical  Faculty  of  Mary- 
land, said  they  wanted  to  add  their  wel- 
come; their  society  was  organized  in  1799; 
their  name  is  long  but  it  is  the  State  Society 
and  it  has  taken  itself  seriously  from  the 
first.  In  1790  they  had  240  members  but  at 
that  time  only  40  of  the  members  were  med- 
ical men.  They  now  have  a splendid  hall, 
library  and  lounging  room. 

Dr.  L.  P.  Hamburger,  President  of  the 
Baltimore  City  Medical  Society,  said  they 
also  wanted  to  welcome  us.  He  said  Balti- 
more has  the  first  Washington  monument. 
The  first  reading,  singing  and  playing  of  the 
Star  Spangled  Banner  was  in  Baltimore ; it 
was  noted  for  its  wonderful  oysters,  beau- 
tiful women  and  brave  men,  may  we  long  re- 
member the  meeting  and  may  we  want  to 
come  back. 

Dr.  Syndey  R.  Miller,  President  of  the 
American  College  of  Physicians,  in  his  ad- 
dress as  reply  to  the  addresses  of  welcome, 
said  that  he  was  a guest  in  his  own  home 
town  but  that  he  wanted  to  help  as  host 
and  that  he  wanted  to  give  credit  to  a great 
many  people  who  had  helped  in  the  prepara- 
tion of  the  program  whose  names  did  not 
appear  in  print.  He  said  all  the  hospitals 
had  helped  and  practically  all  the  doctors 
connected  with  the  clinics  and  that  he  hoped 
the  program  would  prove  as  ‘satisfying  as 
it  looked. 

Dr.  Julius  Friedenwald,  of  Baltimore,  dis- 
cussed “The  Clinical  Significance  of  So- 
Called  Chronic  Appendicitis”.  He  stated  con- 
flicting views  are  held  with  regard  to  this 
condition ; that  operations  are  frequently 
done  with  unfavorable  results.  A diagnosis 
of  chronic  appendicitis  should  rest  on  a his- 
tory of  previous  attacks  and  the  chronic 
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disease  is  often  only  a part  of  a general  dis- 
turbance in  other  parts  of  the  alimentary 
tract  which  the  removal  of  the  appendix 
does  not  clear  up  at  all ; such  conditions  may 
involve  the  stomach,  duodenum,  liver,  gall 
bladder  or  colon ; x-ray  findings  are  not  con- 
clusive, as  there  may  be  changes  in  shape, 
size  and  position,  with  kinking  or  fixation, 
filling  or  non-filling,  any  one  or  all  of  which 
are  often  seen  without  symptoms.  When 
symptoms  are  present  they  are  not  distinct; 
pain  may  or  may  not  be  significant,  as  right 
lower  quadrant  pain  is  often  caused  from 
pelvic  conditions  or  may  be  due  to  conditions 
in  the  abdominal  wall  itself.  Diagnosis  is 
hard  to  make,  often  cannot  be  made  and 
should  never  be  made  without  a history  of 
previous  attacks.  He  had  a history  of  one 
hundred  cases  who  were  operated  on  with 
poor  results. 

Dr.  Thomas  R.  Brown,  Baltimore,  dis- 
cussed “Early  Diagnosis  of  Neoplasms  of  the 
Digestive  Tract.”  Therapy  is  the  ultimate 
for  which  we  strive.  Early  diagnosis  is  es- 
sential and  withuot  it  we  fail,  yet  early  diag- 
nosis is  often  possible.  These  growths  are 
on  the  increase  due  to  new  forms  of  trauma, 
excessive  consumption  of  meat,  and  lack  of 
roughage.  Occupation  plays  a part.  Facts 
as  to  causes  do  not  help,  the  only  hope  being 
in  early  diagnosis.  A history  of  the  case 
often  gives  a clue  and  yet  eight-five  per  cent 
have  had  no  previous  trouble.  Lesion  often 
begins  in  the  lesser  curvature — the  silent 
area.  Ulcers  sometimes  develop  into  cancer, 
but  rarely  do  so.  Some  metastasize  early — 
they  are  the  hopeless  cases.  He  said  he  has 
had  no  success  with  anything  but  surgery. 
If  the  trouble  lies  in  the  small  bowel,  early 
diagnosis  is  impossible  and  notwithstanding 
operation,  these  cases  do  not  live  over  three 
years.  In  the  large  bowel,  however,  you 
have  better  chances.  In  intestinal  neoplasm, 
symptoms  are  often  misleading;  many  cases 
in  the  large  bowel  could  have  been  diagnosed 
much  earlier  had  they  been  suspected.  Anal- 
ysis, history  and  study  of  the  patient  will 
lead  to  proper  diagnosis.  It  is  wiser  to  op- 
erate on  suspicion  than  to  wait  until  diag- 
nosis is  evident.  Treatment  is  early,  bold 
and  radical  surgery. 

Dr.  Lay  Martin,  Baltimore,  discussed  “Gas- 
tric Secretion”.  He  made  a study  of  gastric 
secretion  by  inserting  a tube  into  the  stom- 
ach and  constantly  withdrawing  the  secre- 
tion. He  had  the  point  of  the  tube  located 
with  a fluoroscope  so  that  he  knew  from 
just  what  point  he  was  drawing  his  secre- 
tion. The  stomach  was  stimulated  by  his- 
tamine. He  found  chlorine  is  secreted  when 
the  acid  falls  and  trypsin  was  increased. 
This  happened  when  the  contents  became 


alkaline  which  showed  this  was  due  to  re- 
gurgitation of  fluids  from  the  small  bowel. 
Histamine  increased  both  volume  and  acid- 
ity of  hydrochloric  acid  and  neutral  chlo- 
rides. The  hydrochloric  acid  increases  in 
amount  and  increases  in  strength  but  the 
basis  remains  the  same.  The  urine  also 
changes  as  does  the  blood  during  gastric 
secretion. 

Dr.  Fred  M.  Smith,  of  Iowa  City,  gave  a 
paper  on  “Studies  on  the  Mechanism  of  the 
Pain  of  Peptic  Ulcer.”  These  tests  were 
made  by  inserting  a small  rubber  balloon 
connected  with  a duodenal  tube  and  having 
it  connected  with  a graph  so  that  the  con- 
tractions of  the  stomach  were  recorded. 
Then  by  inserting  another  duodenal  tube  he 
made  his  observations.  The  introduction  of 
air  into  the  colon  caused  pain,  severe  and 
frequent  contractions  were  recorded  by  the 
graph.  The  patient  was  then  given  atro- 
pine ; the  pain  was  relieved  and  the  contrac- 
tions ceased.  When  given  more  air,  the  pain 
recurred.  Sodium  hydroxide  was  introduced 
into  the  stomach  and  the  pain  stopped.  The 
contractions  of  pain  in  cases  of  duodenal 
ulcer  cease  during  sleep.  Air  in  stomach 
causes  distress  and  contractions.  One-half 
per  cent  solution  of  hydrochloric  acid  into 
the  stomach  quieted  the  waves.  The  intro- 
duction of  air  caused  distress  and  its  aspira- 
tion immediately  relieved  distress.  Sodium 
bicarbonate  increased  the  contractions  and 
atropine  stopped  them.  Epigastric  pain 
after  meals  and  introduction  of  air  brought 
on  pain  and  the  giving  of  milk  stopped  it. 
There  was  no  relation  whatever  between  the 
degree  of  pain  and  the  acidity.  His  conclu- 
sions were  that  the  pain  depends  on  gastric 
activity. 

Dr.  Russell  L.  Cecil,  of  New  York,  dis- 
cussed “Rheumatoid  Arthritis.”  He  said 
arthritis  might  be  considered  the  stepchild 
of  medicine,  that  it  has  received  very  little 
attention,  most  doctors  feeling  like  jumping 
out  of  the  window  when  a patient  with  ar- 
thritis comes  into  the  office.  Osteoarthritis 
in  the  aged  is  a phase  of  senescence  and  is 
the  result  of  degenerative  processes  of  age. 
Rheumatoid  arthritis  is  an  infection  with 
moderate  fever,  loss  of  weight,  an  increase 
in  the  amount  of  granular  tissue  in  the 
joints.  In  65  cases  he  was  able  to  get  strep- 
tococci by  culture.  In  some  of  these  cases  it 
took  three  or  four  weeks  to  get  the  culture. 
They  were  accompanied  by  peri-articular 
swelling  and  roughened  joints.  Tests  for 
streptococcic  agglutinin  were  positive  in  97 
out  of  103  cases  and  his  controls  were  nega- 
tive, and  the  streptococci  injected  into  the 
veins  of  rabbits  gave  typical  joint  lesions  in 
ten  days  which  he  was  able  to  demonstrate 
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by  x-ray.  The  more  advanced  the  arthritis, 
the  more  potent  the  agglutinations. 

Vaccine  therapy  has  been  brought  back 
into  favor  by  this  work.  Rheumatoid  ar- 
thritis is  regarded  as  a specific  disease 
caused  by  a special  strain  of  streptococcus 
hemolyticus  intermediate  between  the  viri- 
dans  and  the  ordinary  hemolytic  type.  He 
has  treated  several  hundred  cases  by  vac- 
cine prepared  from  the  typical  strain.  The 
vaccine  is  killed  by  formalin  and  injected 
subcutaneously  and  intravenously.  Uses 
small  doses  and  avoids  reactions.  Results 
fall  into  three  groups:  those  who  recover 
completely;  those  who  partially  recover  and 
become  stationary ; those  who  show  no  ef- 
fect. Consider  vaccine  an  important  thera- 
peutic agent  in  treating  rheumatoid  ar- 
thritis; how  much  of  the  effect  is  specific 
and  how  much  due  to  foreign  protein  re- 
action is  questionable. 

Dr.  Warfield  T.  Longcope.  Baltimore,  read 
a paper  on  “Variations  in  Manifestations  of 
Rheumatic  Fever  in  Relation  to  Climate.” 
Dr.  Longcope  said  rheumatic  fever  is  a dis- 
ease very  rare  in  the  tropics,  that  in  the  ex- 
amination of  150,000  hospital  cases  in  the 
tropics,  there  were  only  three  cases  of  rheu- 
matic fever.  The  disease  becomes  more 
prevalent  as  you  travel  north.  In  the  south- 
ern states  it  is  not  nearly  so  common  as  in 
Baltimore  and  in  Baltimore  it  is  not  as  com- 
mon as  in  Boston.  In  the  district  of  Mon- 
treal and  across  Canada  it  was  more  com- 
mon even  than  in  Boston.  He  had  an  analy- 
sis of  142  cases  in  Johns  Hopkins  Hospital 
during  a five-year  period ; of  these  135  de- 
veloped cardiac  complications.  He  consid- 
ers rheumatic  fever  essentially  a disease  of 
the  heart.  In  acute  form  it  may  be  severe 
or  fatal  and  it  was  definitely  a valvular 
disease  in  125  cases.  He  found  that  while 
rheumatic  fever  was  not  as  common  in  Balti- 
more as  in  Boston,  cardiac  complications  are 
more  common  in  Baltimore  than  in  Boston. 
Rheumatic  fever  as  seen  in  Baltimore  is  es- 
sentially a carditis  and  gives  a different 
clinical  picture  from  that  seen  farther  north. 

Dr.  William  S.  Thayer,  Baltimore,  dis- 
cussed “Some  Phases  of  Endocarditis.”  His 
conclusions  were  based  on  76  autopsies  and 
306  cases  of  endocarditis.  He  stated  that  in- 
fection in  these  cases  is  clear;  it  is  not 
proved  that  it  is  streptococci  but  it  is  sus- 
pected. The  two  principal  forms  are  the 
acute,  malignant  endocarditis  in  which  death 
occurs  within  a few  weeks  and  the  subacute 
or  chronic  endocarditis.  This  may  be  so  in- 
sidious that  disease  of  the  heart  is  not  even 
suspected.  He  stated  the  rheumatic  type  of 
cases  come  on  as  a “thief  in  the  night”.  He 


found  the  valves  affected  were,  in  order,  the 
mitral,  aortic,  tricuspid,  and  pulmonic  very 
rarely.  Rheumatic  endocarditis  is  a single 
picture  of  general  disease.  It  is  present  in 
chorea  and  leads  to  death  through  myocardial 
failure.  Emboli  are  often  distributed  by  the 
blood  and  deposited  in  the  kidneys,  spleen, 
skin  or  under  the  skin.  Gonorrheal  endo- 
carditis ends  often  in  recovery.  The  dis- 
tribution is  similar  to  rheumatism.  Sub- 
acute endocarditis  is  generally  fatal.  Re- 
covery from  infectious  endocarditis  is  not  as 
rare  as  usually  thought.  Multiple  emboli 
may  cloud  the  diagnosis  and  the  distinction 
between  rheumatism  and  infectious  endo- 
carditis may  be  easy  but  at  times  is  very 
difficult,  and  can  only  be  made  by  carefully 
considering  all  the  evidence. 

Dr.  Henry  A.  Christian,  of  Boston,  dis- 
cussed “Chronic  Myocardial  Insufficiency, 
Chronic  Non- Valvular  Cardiac  Disease  and 
its  Therapeutic  Management.”  He  stated 
rheumatic  fever  is  the  largest  cause  of  valvu- 
lar disease.  The  majority  of  cases  of  rheu- 
matic fever  bevan  in  childhood  or  early  life 
and  it’s  a condition  which  occurs  again  and 
again.  The  average  case  dies  in  twenty 
years,  so  the  valvular  heart  conditions 
among  the  older  people  are  not  of  rheumatic 
origin.  Syphilis  affects  only  the  aorta  and 
syphilitics  develop  their  trouble  in  fifteen 
to  twenty  years.  After  forty  years  of  age, 
the  cardiovascular  diseases  increase  and 
these  are  neither  rheumatic  nor  luetic.  Se- 
nility causes  many  evils  in  life,  but  it  does 
not  have  much  to  do  with  this  trouble.  Hy- 
pertension is  somewhat  like  what  Mark 
Twain  said  about  the  weather:  “Everybody 
talks  about  it,  but  nobody  does  anything.” 
Focal  infections  should  be  cleared  up.  but 
clearing  ud  imaginary  infections  benefits  no 
one,  especially  the  patient.  Diets  of  all  kinds 
have  been  advocated ; we  have  the  high  car- 
bohydrate diet  and  the  low  carbohydrate 
diet,  the  low  protein  and  the  high  protein 
diet,  in  fact,  all  manner  of  diets  have  been 
recommended.  Digitalis  therapy  should  be 
begun  as  soon  as  we  detect  any  enlargement 
of  the  heart.  He  emphasized  this  fact  as 
someone  had  quoted  him  as  stating  digitalis 
was  only  of  use  in  cases  of  auricular  fibrilla- 
tion and  he  wanted  to  correct  that  wrong  im- 
pression. 

“The  Causation  of  Cardiac  Pain”  was  dis- 
cussed by  Dr.  Alexander  Lambert  of  New 
York.  Cardiac  pain  is  caused  by  spasm  of 
the  coronary  arteries.  The  nerves  come  from 
the  autonomic  nervous  system.  The  outly- 
ing ganglia  give  off  the  nerves.  The  sym- 
pathetico-adrenal  system  controls  the  heart, 
respiration,  kidneys,  and  the  emotions  affect 
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these  centers.  The  increased  aortic  pressure 
increases  the  coronary  flow.  The  coronary 
flow  increases  and  diminishes  in  direct  pro- 
portion to  the  heart  action.  A puncture  of 
the  radial  artery  will  cause  more  pain  than 
a puncture  of  the  brachial.  A puncture  of 
the  radial  artery  causes  swelling,  vomiting 
and  defecation.  Stretching  of  the  vessels 
causes  pain  and  sometimes  a rise  in  blood 
pressure  will  cause  pain.  Pain  arises  from 
efferent  nerves  in  the  intima  of  the  coronary 
arteries.  Pain  may  be  accompanied  by 
symptoms  over  a wide  area.  May  have 
sweating,  salivation,  nausea,  desire  to  urin- 
ate or  defecate  and  loss  of  consciousness. 
Sympathectomy  and  removal  of  cervical 
ganglion  is  successful  in  eighty  per  cent  of 
the  cases.  Cardiac  pain  is  increased  by  in- 
creased exertion.  Going  into  a cold  room, 
getting  into  a bed  with  cold  sweats,  or  a 
cold  bath ; this  cold  causes  the  skin  muscles 
to  contract,  increasing  the  volume  of  blood 
in  the  heart  and  distends  the  coronaries. 
Nicotine  poisoning  causes  increased  pain  in 
heart  and  anger,  sorrow,  joy  or  fear  may 
increase  the  pain.  Aortitis  may  be  found 
with  a history  of  pain  or  without  pain.  Pain 
does  not  occur  without  distention. 

Dr.  Alvan  L.  Barach,  New  York,  spoke  on 
the  “Therapeutic  Use  of  Oxygen  in  Heart 
Disease.”  Uses  oxygen  in  an  oxygen  tent 
or  in  an  oxygen  chamber,  securing  from 
forty  to  sixty  per  cent  increase  in  the  oxy- 
gen in  both  the  arterial  and  venous  blood. 
Patients  with  edema,  after  using  oxygen 
a few  days,  develop  diuresis ; one  patient  lost 
32  pounds  in  two  weeks.  One  patient,  when 
taken  out  of  oxygen  room  at  once  began  to 
be  short  of  breath  and  the  urine  stopped; 
upon  being  put  back  into  the  oxygen  room, 
she  lost  the  dyspnea  and  began  again  the 
diuresis.  One  girl  lived  in  an  oxygen  cham- 
ber for  seven  months.  As  long  as  she  re- 
mained there,  she  remained  comfortable,  but 
if  taken  out  she  immediately  had  dyspnea. 
Another  girl  remained  in  the  oxygen  room 
for  five  months  and  was  able  to  be  taken 
out  gradually. 

Dr.  Alex  M.  Burgess,  Providence,  R.  I., 
gave  a paper  entitled  “The  Reaction  to 
Nitrites  in  the  Anginal  Syndrome  and  Ar- 
terial Hypertension.”  The  cause  of  pain  in 
angina  is  not  understood.  The  use  of  ni- 
trites causes  temporary  but  no  permanent 
reduction  in  pressure.  In  a test  of  the  blood 
pressure  in  a normal  invididual,  there  was 
no  drop  in  the  systolic  pressure  and  the  di- 
astolic pressure  rose.  After  inhalation  in 
anginal  attacks,  systolic  drops,  then  rises 
and  then  goes  back  to  what  it  was  before. 
A hypodermic  of  sterile  water  gave  the  same 


reaction  as  amyl  nitrite.  Nephriton  (1/100) 
under  the  tongue  causes  a rise.  In  a case  of 
essential  hypertension,  he  gave  1/100  gr. 
amyl  nitrite  and  caused  a drop  in  15  seconds 
with  an  almost  immediate  rise.  In  a com- 
posite of  16  cases,  there  was  no  effect  in 
diastolic  and  very  little  in  systolic.  In  an- 
gina pectoris  it  gave  a marked  drop  in  pres- 
sure and  complete  relief  from  pain.  In  an- 
gina pectoris  with  B.  P.  200/100  amyl  ni- 
trite stopped  the  pain.  In  another  patient, 
glonoin  relieved  the  pain.  The  pain  may  dis- 
appear before  the  drop  in  pressure.  Pain 
and  blood  pressure  do  not  seem  to  go  hand 
in  hand.  His  conclusions  were:  first,  the 
usual  symptoms  vary  greatly;  second,  there 
is  no  consistent  change  in  diastolic  or  sys- 
tolic pressure;  third,  in  some  cases  there  is 
a sharp  fall  and  a quick  rise ; fourth,  no  con- 
sistent change,  usually  a sharp  drop  and 
then  a rise  to,  or  above,  former  levels.  In 
the  anginal  syndrome  a sharp  drop  and  then 
a rise.  The  pain  relief  is  instant  without 
relation  to  blood  pressure.  Pain  relief  is  in- 
depednent  of  pressure  levels  but  is  due  to 
action  of  increasing  coronary  blood  supply. 

“The  Insulin  Coefficient  and  Improved 
Method  for  the  Clinical  Control  of  Diabetes 
Mellitus,”  by  John  R.  Williams,  Rochester, 
New  York.  He  stated  that  the  diagnosis 
and  treatment  of  diabetes  mellitus  is  as  yet 
unsatisfactory.  He  said  that  the  amount 
of  insulin  which  a patient  can  make  gives 
a basis  on  which  to  figure  how  much  he 
needs.  One  unit  of  insulin  is  utilized  by  four 
grams  of  glucose  and  a normal  individual 
will  make  100  units  of  insulin.  Borderline 
diabetics  make  about  75  units ; mild  diabetics 
make  40  units;  moderaetly  severe  diabetics 
make  20  to  40  units  and  the  severe  cases  be- 
low 20  units.  Sporadic  blood  and  urine  tests 
are  valueless.  The  insulin  coefficient  meth- 
od offers  the  best  guide  and  leaves  nothing 
to  guesswork. 

Dr.  Harry  L.  Alexander,  St.  Louis,  Mis- 
souri, discussed  “Evaluation  of  the  Skin  Test 
in  Allergy.”  When  the  introduction  of  skin 
tests  was  first  developed  it  was  assumed 
that  the  skin  was  consistently  sensitive. 
This  is  fallacious.  The  skin,  respiration  and 
gastro  intestinal  tract  bear  the  brunt  of  al- 
lergic reactions.  Only  asthma  results  when 
it  is  the  respiratory  tract  that  reacts.  The 
intradermal  test  in  sensitive  and  delicate 
skins  will  mislead  you.  Two  observers  with 
the  same  agents  will  get  different  results. 
Hay  fever  is  present  in  93  per  cent  of  the 
cases.  Vasomotor  rhinitis,  skin  and  nasal 
mucosa  are  often  together.  Positive  reac- 
tions will  vary  from  time  to  time  and  re- 
testing should  be  practiced.  A negative  re- 
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action  to  a test  in  the  leg,  was  three  plus  in 
the  back  of  the  same  person.  Some  por- 
tions are  sensitive  and  others  are  not.  If 
the  skin  test  was  reliable,  anyone  could  work 
out  a case,  but  since  it  is  not,  it  requires 
deep  study  and  other  underlying  conditions 
may  have  an  effect. 

Dr.  Lewellys  F.  Barker,  of  Baltimore,  dis- 
cussed “The  Trend  in  Cerebral  Localiza- 
tion.” He  said  there  was  no  more  fas- 
cinating subject  in  medicine  and  that  much 
progress  had  been  made  during  the  last  ten 
years,  but  that  as  yet  we  were  only  on  the 
threshold.  Tracing  out  the  tract  by  elec- 
trical stimulation  has  accomplished  much. 
The  whole  cortex  was  studied  and  mapped 
by  Broadman.  In  the  blood  supply  of  the 
cortex  it  is  surprising  to  see  how  closely 
interwoven  the  capillaries  are  and  by  digest- 
ing out  the  brain  tissue  and  leaving  only 
the  blood  vessels,  it  looks  as  though  there 
were  no  brain  tissue  at  all.  The  distribution 
of  lesions  in  encephalitis  is  also  very  inter- 
esting. In  some  cases  there  were  only  small 
abrasions  and  in  others  the  myelin  sheath 
was  destroved  and  in  others  the  paravenous 
infection  follows  along  the  course  of  the 
veins.  In  some  cases  the  basal  ganglia 
seem  to  be  particularly  involved  and  distor- 
tion of  the  ventricles  gives  much  informa- 
tion and  surgeons  can  localize  the  trouble 
and  cut  down  on  it.  X-ray  information  is 
very  illuminating.  There  is  more  complete 
charting  of  the  brain  surface  now  than  ever 
before,  though  some  men  have  allowed  their 
imagination  to  get  ahead  of  the  known  facts. 
There  seems  to  be  an  inter-relation  between 
the  whole  surface  of  the  brain,  and  the  re- 
moval of  an  area  of  surface  not  only  affects 
the  centers  involved  but  also  affects,  to  a 
certain  extent,  the  whole  brain,  making-  it 
apoear  that  the  entire  surface  is  inter- 
related in  what  might  be  termed  group  func- 
tion. 

Dr.  Wardner  D.  Ayer,  Syracuse,  New 
York,  spoke  on  “Spontaneous  Subarachnoid 
Hemorrhage,”  and  gave  a report  of  29  cases. 
Aneurism  is  most  often  a congenital  defect 
and  a distinction  between  a subarachnoid 
hemorrhage  and  cerebral  hemorrhage  is  im- 
possible. Syphilis  is  unimportant.  These 
hemorrhages  are  often  due  to  runtured 
aneurism  in  some  part  of  the  circle  of  Willis. 
In  this  type  of  case  we  get  a slow  pulse,  slow 
respiration,  rigid  neck  but  not  retracted, 
fever,  sometimes  high.  Diagnosis  is  very 
easy  if  it  is  thought  of.  The  spinal  fluid  is 
usually  bloodv  and  this  will  be  followed  by 
xanthochromia.  Relief  is  seen  on  withdraw- 
ing fliud.  Bloody  fluid  without  localizing 
symptoms  will  make  a diagnosis.  It  is  bet- 


ter to  withhold  puncture  24  hours,  but  re- 
peat often  enough  to  relieve  pain.  He 
showed  pictures  of  quite  a number  of  aneu- 
risms. He  stated  some  of  his  cases  died  dur- 
ing lumbar  puncture  and  others  died  without 
it,  making  conclusions  difficult. 

(Continued  in  June  Issue) 


AN  UNUSUAL  CASE  OF  PULMONARY 
DISEASE 

FRED  G.  HOLMES,  M.D. 

Phoenix,  Arizona. 

(Presented  at  the  meeting  of  the  Maricopa  County 
Medical  Society,  held  Jan.  26.  1931.) 

For  the  sake  of  making  it  somewhat  more  in- 
teresting, the  diagnosis  was  not  given  in  the  head- 
ing but  you  will  have  an  opportunity  to  make  your 
own  diagnosis  from  the  history,  x-ray  plate,  and 
so  forth. 

The  patient  is  an  automobile  dealer,  aged  57. 
Although  he  lived  on  a farm  while  a boy,  the  major 
part  of  his  life  has  been  spent  as  a city  dweller. 

There  is  no  history  of  tuberculosis,  cancer,  heart 
or  kidney  disease,  in  the  family.  He  has  enjoyed 
unusually  good  health  throughout  his  life,  the  only 
sickness  which  he  can  recollect  being  typhoid  fever 
21  years  ago,  from  which  he  made  an  uneventful 
recovery.  Although  he  believes  he  has  been  well 
until  about  two  years  ago,  his  wife  feels  that  he 
has  been  somewhat  below  par  for  some  years  and 
has  had  occasional  night  sweats. 

He  dates  his  sickness  from  February,  1929.  He 
was  on  a train  trip  and  during  the  day  went  to 
sleep  sitting  with  a pillow  back  of  his  head.  He 
awoke  coughing  violently,  having  fallen  over  to  one 
side  so  that  his  head  was  inside  the  pillow  slip. 
He  had  severe  paroxysms  of  coughing  during  the 
next  ten  days.  The  cough  was  very  violent  but 
non-productive.  He  believes  he  had  considerable 
temperature  for  a couple  of  weeks  but  did  not  take 
it.  However,  he  has  never  felt  well  since  that  time 
and  has  gradually  lost  weight.  During  the  sum- 
mer of  1929.  he  ran  a temperature  every  day  be- 
tween 99  and  100  degrees  and  in  September  had  an 
x-ray  of  the  chest  which  showed  some  clouding 
just  above  the  diaphragm  on  the  left.  His  physician 
felt  that  it  was  of  little  consequence  and  advised 
him  to  rest  for  a couple  of  months.  Dui’ing  the  fall 
of  1929,  he  felt  weak  and  had  an  occasional  slight 
non-productive  cough,  with  afternoon  temperature 
of  about  one  degree.  In  February,  1930,  he  felt 
so  debilitated  that  he  gave  up  his  work.  X-ray  the 
latter  part  of  February  showed  enough  cloudiness 
at  the  left  base  to  suggest  fluid  and  an  attempted 
aspiration  was  done  on  March  6,  1930.  There  is 
some  question  whether  anvthing  was  obtained,  but 
at  most  it  was  only  a few  drops  of  clear  fluid  which 
revealed  nothing.  He  developed  what  was  diag- 
nosed to  be  pneumonia  in  the  left  base  immedi- 
ately after  aspiration. 

In  April  and  May  he  was  ;n  the  Johns  Hopkins 
Hospital,  where  careful  studies  were  made  and  the 
conclusion  was  reached  that  he  had  a probable 
malignancy  at  the  left  base.  He  raised  sputum 
only  once  while  at  Hopkins  and  it  was  negative 
for  tubercle  bacilli  or  unusual  findings.  Bron- 
choscopy was  attempted  but  was  unsuccessful.  He 
was  treated  with  radium  over  the  left  base.  His 
symptoms  were  somewhat  increased  after  the 
radiation.  After  leaving  Hopkins  he  spent  a month 
in  Asheville,  N.  C.,  without  relief.  The  month  of 
August  was  spent  at  the  Mayo  Clinic.  There 
bronchoscopy  was  successfully  done.  The  exam- 
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ination  disclosed  considerable  infiltration  in  the 
walls  of  the  bronchi  in  the  lower  lobe  of  the  left 
lung  with  a moderate  amount  of  mucoid  secretion. 
No  foreign  body  was  found.  There  was  no  ulcera- 
tion and  it  was  not  felt  advisable  to  remove  a 
specimen  of  tissue  for  microscopic  examination. 
The  conclusion  was  reached  that  the  condition  was 
inflammatory,  probably  tuberculous.  The  fact  that 
the  condition  had  existed  for  eighteen  months,  that 
no  superficial  glands  had  developed,  that  his  gen- 
eral condition  was  fair,  and  that  there  was  no  ul- 
ceration of  the  bronchus,  was,  in  their  opinion,  suf- 
ficient to  almost  certainly  exclude  neoplasm  in  his 
case. 

After  leaving  the  Mayo  Clinic  he  was  for  vary- 
ing lengths  of  time  in  Denver  and  El  Paso,  in  ex- 
cellent sanatoria,  with  no  definite  diagnosis  made. 

He  was  first  seen  by  us  on  Oct.  1,  1930.  There 
were  few  findings  of  significance  on  the  physical 
examination  other  than  the  lungs.  The  right  lung 
showed  little  but  there  was  dullness  to  flatness  at 
the  base  on  the  left,  with  absent  breath  sounds  and 
absent  tactile  fremitus.  Above  this  area  behind, 
in  the  middle  third,  was  an  area  which  showed 
bronchial  breathing,  whispered  pectoriloquy  and 
moderately  coarse  rales  after  cough.  The  move- 
ment on  the  left  was  very  limited.  There  was  a 
contracture  of  the  capsule  of  the  left  shoulder  joint 
so  that  he  had  very  slight  movement  of  the  joint — 
due,  he  believes,  to  the  fact  that  he  has  purposely 
not  moved  the  arm  for  the  last  year.  There  was 
a slight  contracture  of  the  right  hamstrings,  which 
came  on  a few  months  previously  associated  with 
what  was  called  rheumatism.  The  pulse  was  90, 
temperature  100  degrees,  blood  pressure  110/66. 
The  blood  findings  were:  white  count,  10,600;  red 
cells  4,510,000;  hemoglobin  80  per  cent;  poly- 
nuclears  87  per  cent;  monocytes  13  per  cent.  Feel- 
ing that  the  sputum  should  tell  the  tale,  careful 
examinations  were  made  and  on  the  second  trial, 
streptothrix  were  found.  This  has  been  confirmed 
on  many  repeated  examinations  since  then  and  the 
streptothrix  has  been  isolated  in  pure  culture. 
About  the  middle  of  October,  he  started  to  suffer 
with  intermittent  pain  in  the  left  shoulder  and  up- 
per chest  posteriorly.  At  first  it  was  relieved  by 
counter  irritants  but  later  became  more  severe  and 
constant  and  this  pain  has  been  a major  feature 
among  his  symptoms.  On  October  19,  a left 
phrenicectomy  was  done  for  its  relief.  At  first  it 
was  much  better  but  then  returned  with  renewed 
force  and  has  persisted  in  spite  of  large  quantities 
of  all  kinds  of  analgesics. 

Feeling  that  perhaps  some  relief  from  symp- 
toms would  be  afforded  by  an  aspiration,  and  a 
cure  be  effected,  it  was  tried  on  Nov.  27.  Al- 
though a large  needle  was  used  and  a trial  made  in 
two  most  likely  places,  no  fluid  was  obtained. 
About  a week  later  a swelling  appeared  over  the 
anterior  chest  at  about  the  level  of  the  fourth  rib. 
This  was  several  interspaces  higher  than  the  near- 
est site  of  the  attempted  aspiration.  This  swelling 
was  tender  and  increased  very  slowly  in  size  and 
after  a number  of  days  was  incised  and  about  four 
ounces  of  very  thick  greenish  pus  evacuated.  This 
incision  is  st  11  draining,  the  pus  apparently  com- 
ing from  inside  the  chest  through  the  fourth  inter- 
space. The  pus  showed  a pure  culture  of  strep- 
tothrix. 

Iodides  were  started  as  soon  as  a diagnosis  was 
made  in  October,  as  much  as  200  grains  a 
day  of  the  potassium  iodide  being  given  by  mouth. 
This  was  later  changed  to  sodium  iodide  intra- 
venously but  so  much  objection  was  raised  to  the 
intravenous  medication  that  it  was  stopped  and  he 


is  now  receiving  about  120  grains  of  potassium 
iodide  a way.  without  any  symptoms  of  iodism. 

Skin  tests  were  made  with  the  broth  in  which 
the  streptothrix  was  grown  and  also  an  extract 
from  the  streptothrix,  and,  as  the  extract  gave  a 
fair  reaction,  he  has  been  treated  with  increasing 
doses. 

So  far  there  has  been  no  improvement,  but  rather 
a gradual  loss  in  his  general  condition.  There  has 
apparently  been  no  spread  of  the  infection  into 
ether  parts.  Another  vaccine  is  to  be  tried,  using 
the  actual  organisms  rather  than  the  extract. 

A few  words  might  be  appropriate  regarding  this 
rather  rare  infection.  Petruschky’s  classification 
subdivides  the  filamentous  organisms  into  four 
groups:  Leptothrix,  including  those  forms  appear- 
ing as  simple  threads  without  branching;  Clado- 
thrix,  those  shownig  false  branching;  Streptothrix, 
those  showing  true  branching;  and  Actinomyces, 
those  characterized  by  the  presence  in  the  tissues 
of  “sulphur  granules”  in  which  the  filaments  have 
a stellate  arrangement  and  clubbed  ends. 

Streptothrix  has  been  reported  as  causing  disease 
in  the  eyes,  the  upper  and  lower  respiratory  tract, 
gastro-intestinal  system,  spleen,  kidneys,  brain, 
bones,  heart  and  skin.  About  one  in  six  of  the 
cases  reported  have  been  in  the  respiratory  tract. 
It  should  be  kept  in  mind  when  a patient  presents 
himself  for  examination  suffering  from  a chronic 
suppuration  with  pyemia,  or  from  what  appears 
to  be  a case  of  pulmonary  tuberculosis  except  that 
the  tubercle  baccilli  cannot  be  demonstrated  in  the 
sputum.  The  streptothrix  can  usually  be  found  in 
the  sputum  where  that  infection  exists.  It  is  prob- 
ably introduced  into  the  respiratory  tract  by  close 
association  with  vegetable  products,  as  grain  or 
straw — many  cases  on  record  being  among  straw 
chewers.  The  pathology  in  the  lungs  shows  miliary 
abscesses  and  areas  of  necrosis  in  the  bronchi, 
bronchopneumonia,  invasion  of  the  tissues  and  later 
the  pleura  becoming  involved  with  perhaps  exten- 
sion to  the  chest  wall. 

The  prognosis  is  exceedingly  bad,  only  a few 
cases  of  pulmonary  streptothrix  infection  having 
ever  recovered.  However,  the  earlier  the  diagnosis 
is  made  the  better  the  chance  that  it  can  be  over- 
come with  a vigorous  use  of  the  iodides,  vaccine, 
drainage,  or  whatever  the  appropriate  medication 
may  be. 


CASE  OF  ABDOMINAL  TUMOR 
(Diagnostic  Discussion) 

J.  D.  HAMER,  M.D. 

Phoenix,  Arizona 

( Presented  and  discussed  at  Staff  Meeting  of 
Good  Samaritan  Hospital,  December  22,  1931.) 

Mrs.  F.  W.,  female,  age  37,  first  seen  in  con- 
sultation in  July  of  this  year.  Since  April,  she  had 
been  having  diarrhea  with  numerous  bowel  move- 
ments daily  and  was  passing  blood  and  mucus  con- 
t'nuously.  Her  hemoglobin  had  been  down  to 
35  and  she  had  received  three  blood  transfusions. 
She  had  had  complete  gastro-intestinal  x-ray,  blood, 
urine  and  stool  examinations.  The  only  positive 
findings  were  her  marked  secondary  anemia  and 
much  blood  and  pus  in  the  stools.  There  were  flagel- 
lates present  also  in  the  stools.  She  had  no  gastric 
symptoms  at  this  time  and  had  not  lost  much 
weight.  No  amebae  were  found,  but  on  account  of 
the  blood  and  pus  and  flagellates,  intestinal  ame- 
bias's  was  suspected  and  she  was  given  intensive 
treatment,  including  emetine  and  iron  and  opiates 
but  nothing  affected  her  frequent  bowel  movements. 
She  entered  the  hospital  September  4.  At  this 
time  she  had  almost  reached  the  point  of  emacia- 
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tion.  She  was  still  having  diarrhea  and  had  de- 
veloped considerable  pain  and  gaseous  distention 
over  upper  abdomen  and  had  been  vomiting  after 
every  meal  for  some  time.  At  this  time  she  had 
3,180,000  red  cells;  hemoglobin  55;  W.  B.  C.  9000; 
polys  80;  monos.,  20;  urine,  sp.  gr.  1017;  trace  of 
albumen;  few  granular  casts,  2-3  pus  cells.  Sub- 
sequent urine  examination  showed  specific  gravity 
as  high  as  1032,  one  plus  albumen,  2-10  red  blood 
cells;  2-8  pus  cells  and  some  mucus.  Wassermann 
was  negative  and  chemical  test  for  bile  in  the  blood 
was  negative.  Blood,  pus  and  flagellates  were  pres- 
ent in  the  stools. 

Physical  examination  showed  a very  much  emaci- 
ated female,  pulse  rate  120;  the  blood  pressure  was 
112/80.  Head,  neck,  mouth,  lungs,  heart  were 
negative.  No  abnormal  reflexes.  There  was  a 
large  rather  smooth  tumor  in  the  left  abdomen 
which  was  slightly  tender  and  freely  movable  and 
extended  from  the  costal  margin  to  the  pelvis. 
During  the  first  day  in  the  hospital  she  felt  a slight 
numbness  in  her  right  arm  and  a few  minutes  later 
she  had  a complete  paralysis  of  the  right  side  of 
her  body.  At  this  time  there  were  no  cerebral 
symptoms  and  no  aphasia.  Examination  of  the 
colon  at  this  time  with  barium  enema  showed  no 
definite  obstruction,  the  colon  filling  promptly  as 
fas  as  snlenic  flexure.  At  this  point,  pain  was 
complained  of  and  spasm  of  the  bowel  was  evident 
and  as  the  barium  entered  the  transverse  portion 
of  the  colon  there  was  spasm  at  this  portion  of  the 
bowel  and  evidence  of  intolerance.  Barium  sus- 
pension passed  on  into  the  hepatic  and  ascending 
colon  these  showing  normal  contour.  The  findings 
are  quite  conclusive  for  some  type  of  lesion  in- 
volving especially  the  transverse  portion  of  the 
colon,  the  irregularity  in  contour  being  most  marked 
at  the  junction  of  the  transverse  with  the  splenic 
flexure.  The  mass  that  could  be  felt  in  the  upper 
abdomen  appeared  to  lie  in  front  of  descending 
colon  and  was  believed  to  be  an  enlarged  spleen. 
One  consultant  thought  at  this  time  that  the  tumor 
was  the  left  kidney  and  made  a diagnosis  of  hy- 
pernephroma. Another  thought  the  tumor  was  the 
srdeen  and  his  diagnosis  was  Banti’s  disease  and 
he  advised  splenectomy.  The  patient  was  given 
500  c.c.  of  blood  after  which  the  red  cells  rose  to 
4, 000. 000,  and  hemoglobin  to  00.  When  the  opiates 
which  were  given  to  check  the  diarrhea  were  with- 
drawn. patient  ceased  to  vomit  and  was  able  to 
eat  fairlv  well.  There  was  some  improvement  in 
the  hemoplegia  and  patient  could  flex  the  thigh  and 
move  the  right  arm  some  until  about  eight  days 
aft°r  the  first  stroke  when  she  had  an  extension 
of  the  hemiplegia  which  produced  complete  paraly- 
sis of  the  entire  right  side  which  also  involved  the 
ris-ht  side  of  the  face  and  produced  an  aphasia. 
After  this  she  never  moved  the  arm  and  leg.  She 
received  two  more  blood  transfusions.  During  the 
first  four  weeks  in  the  hospital  her  temperature 
varied  from  normal  to  101  and  102.  One  day  it  rose 
to  104.  Pulse  ranged  from  100  to  140  and  respira- 
tions from  20  to  30.  The  temperature  curve  shows 
a gradual  rise  of  the  mean  temperature,  however. 
She  had  no  reaction  after  the  first  transfusion.  A 
very  slight  reaction  after  the  second.  After  the 
third  transfusion  on  September  22nd,  her  tem- 
perature rose  to  104.  Up  to  this  "time  patient  had 
been  doing  fairly  well.  Withdrawal  of  opiates 
which  had  been  given  to  check  frequent  bowel 
movements  resulted  in  relief  from  vomiting.  In 
fact  all  gastrointestinal  symptoms  were  consider- 
ably alleviated.  From  the  time  that  the  hemiplegia 
became  complete,  patient  complained  of  consider- 
able headache  on  the  left  side.  There  were  no  eye 
symptoms  and  no  increase  in  blood  pressure.  There 


was  some  improvement  in  the  aphasia  at  times  but 
following  the  reaction  after  the  last  blood  trans- 
fusion, patient’s  sensorium  was  more  or  less  clouded. 
On  October  1st,  patient  had  a severe  chill  and  tem- 
perature rose  to  105.2.  Maximum  daily  tempera- 
ture was  103  until  October  5th  when  patient  had 
another  severe  chill  and  temperature  rose  to  106.2. 
On  the  morning  of  October  10th,  patient  had  a 
severe  chill  and  temperature  rose  to  107.  By  five 
p.m.  it  had  dropped  to  98  when  she  had  another 
chill  and  it  rose  to  105  again.  After  this,  her  tem- 
perature gradually  came  down  and  her  maximum 
temperature  was  101.  During  this  time  blood  was 
examined  for  malaria  but  none  were  found.  Dur- 
ing this  time  there  seemed  to  be  an  increase  in  size 
in  the  abdominal  tumor.  It  was  freely  movable 
and  could  be  palpated  definitely  in  the  left  lumbar 
region.  It  was  fairly  smooth,  not  especially  hard. 
At  times  it  was  tender  and  what  was  apparently 
a very  definite  splenic  notch  could  be  palpated. 

Blood  pressure  on  October  12th  was  100/60.  On 
October  8th,  red  count  was  4,280,000;  hemo.  80; 
white  count  8,700.  For  several  days  prior  to  Octo- 
ber 14th,  patient  had  been  eating  fairly  well  and 
at  times  was  having  almost  normal  bowel  move- 
ments. Patient  and  family  both  insisted  on  opera- 
tion and  on  October  14th,  under  sodium  amytal 
anesthesia  intravenously,  and  a few  whiffs  of  ether, 
a laparotomy  was  performed.  Patient  made  a fair- 
ly rapid  recovery  with  practically  no  reaction  fol- 
lowing the  operation.  Condition  continued  about 
the  same  and  on  October  20th  she  was  sent  home 
in  an  ambulance.  From  this  time  until  the  15th  of 
November  her  condition  remained  practically  sta- 
tionary. There  was  no  change  in  her  cerebral 
symptoms.  At  times  her  bowel  movements  be- 
came rather  frequent.  During  the  night  of  Novem- 
ber 15th  she  became  suddenly  worse  and  died  in 
about  two  hours. 

DISCUSSION 

In  reviewing  the  salient  features  of  this  case,  I 
would  like  to  call  attention  to  several  which  I be- 
lieve have  a direct  bearing  on  our  diagnosis;  these 
are  long  standing  diarrhea  with  blood  and  mucus 
in  the  stool,  flagellates  found  in  the  stool  exam- 
ination, extreme  emaciation,  secondary  anemia,  a 
large,  smooth,  freely  movable  tumor  in  the  left 
abdomen,  spasm  and  intolerance  of  the  transverse 
colon  with  pain  elicited  at  the  splenic  flexure,  a 
transient  hemiplegia,  later  a complete  hemi- 
plegia, with  aphasia,  of  the  right  side,  and  chills 
and  fever  in  the  late  course  of  her  disease,  to- 
gether with  a rapid  pulse,  but  with  no  elevation  of 
the  blood  pressure  at  any  time.  No  signs  or  symp- 
toms of  obstruction  of  the  bowels  were  present. 

I believe  the  main  pathological  feature  of  the 
case  is  the  tumor  mass,  and  a diagnosis  of  this 
condition  must  be  made  if  we  are  to  account  for 
the  primary  factor  leading  to  the  death  of  the 
patient.  One  would  think  of  a large  ovarian  cyst, 
but  apparently  the  physician  on  the  case  did  not 
consider  this  tumor  of  that  type;  at  least  we  have 
no  information  relative  to  a pelvic  or  rectal  ex- 
amination. And  we  do  not  know  whether  the  tumor 
was  flat,  dull,  or  tympanitic  to  percussion.  One 
might  think  of  a large  diverticulum  of  the  bladder, 
but  the  urinary  fnidings  are  not  conclusive,  and  we 
have  no  report  of  a cystoscopic  or  other  urinary 
tract  investigation.  I do  not  believe  that  this  case 
was  one  of  Banti’s  disease,  as  represented  by  the 
history,  especially.  Banti’s  disease  usually  runs  a 
more  chronic  course,  and  is  quite  uniformly  notori- 
ous in  that  the  patient  has  attacks  of  hematemesis, 
and  this-  point  alone  is  often  diagnostic.  It  is  true 
that  these  cases  get  quite  a secondary  anemia 
after  a few  years  of  the  disease,  but  they  also  show 
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a leukopenia  in  uncomplicated  cases,  and  I should 
imagine  a case  of  Banti’s  in  a patient  as  sick  as 
this  one,  that  we  would  find  jaundice,  evidences  of 
cirrhosis  of  the  liver,  ascites,  and  a marked  al- 
buminuria. However,  in  this  case,  we  have  some 
evidences  in  favor  of  Banti’s,  such  as  marked 
anemia,  a tumor  mass,  with  a palpable  notch,  and 
digestive  disturbances.  A chronically  enlarged 
spleen  may  also  occur  from  some  other  etiological 
cause,  but  the  evidence  we  have  here  cannot  sup- 
port any  of  the  following  considerations:  A large 
“monkey  spleen”  from  tuberculosis;  syphilis  with  a 
negative  history  and  Wassermann;  chronic  malaria 
in  spite  of  late  chills  and  fever;  Hodgkins’  disease 
with  no  other  information  for  support;  leukemia; 
pernicious  anemia;  polycythemic  splenomegaly  from 
the  lack  of  positive  blood  findings;  or  associated 
rare  diseases  of  the  liver  and  spleen,  as  hyper- 
trophic cirrhosis  of  Hanot,  Gaucher’s  disease,  and 
new  growths  of  a benign  or  malignant  character, 
which,  although  occurring  occasionally,  are  rerely 
diagnosed. 

The  pancreas  must  be  consdiered.  Cysts  and 
other  types  of  tumors  occur.  There  is  nothing  here 
suggestive  in  the  stool  examination  in  favor  of 
pancreatic  disturbance.  Also,  the  symptoms  of 
pancreatic  tumor  are  interpreted  more  from  the 
standpoint  of  the  regional  effects,  such  as  gas- 
trectasis  from  pressure  exerted  on  the  duodenum 
or  pylorus  of  the  stomach,  portal  vein  pressure  giv- 
ing us  a picture  of  cirrhosis  with  ascites,  persistent 
jaundice  and  deep  color  when  the  common  duct  is 
compressed,  and  symptoms  of  intestinal  obstruction 
or  paralytic  ileum  from  interference  with  the 
mesenteric  vessels,  or  symptoms  of  an  abdominal 
aneurism  if  the  aorta  is  compressed.  Cysts  of  the 
tail  or  body  of  the  organ,  or  other  tumors,  occur, 
and  have  to  be  differentiated  from  hydronephrosis, 
hypemephrosis.  omental  or  ovarian  cysts,  supra- 
renal tumors,  cold  abscesses,  and  retroperitoneal 
cancer  (sometimes  called  Lobstein’s  cancer).  Most 
of  the  pancreatic  tumors  are  situated  between  the 
greater  curvature  of  the  stomach  and  the  trans- 
verse colon,  and  transmit  bruit  from  the  aorta  but 
in  this  case  I do  not  feel  that  the  tumor  mass  was 
located  in  the  position  indicated.  We  should  also 
expect  to  find  a tumor  mass  of  the  cistema  magna 
in  a slightly  different  location  than  this  one.  These 
types  of  tumor  masses  occur  occasionally. 

Is  the  tumor  mass  a hypernephroma,  or  other 
type  of  kidney  tumor?  I do  not  believe  so,  al- 
though we  have  no  findings  recorded  except  a 
couple  of  urine  analyses.  Unilateral  hydronephro- 
sis occurs,  and  in  non-infective  cases  the  urine  is 
quite  clear,  the  specific  gravity  is  low,  traces  of 
albumin  are  found,  and  the  mass  is  palpated  in 
the  renal  region.  It  is  characteristic  of  this  type  of 
tumor,  especially  when  occurring  in  a movable  kid- 
ney, to  periodically  empty  itself  with  the  passage 
of  a large  quantity  of  urine.  In  infected  cases, 
of  course  much  pus  is  found  in  the  urine.  In  hy- 
pernephroma, generally  the  first  indication  is 
hematuria,  and  the  lack  of  this  symptom  alone 
would  be  against  a diagnosis  of  this  condition. 
However,  in  these  cases  patient  may  have  pain, 
intestinal  disturbances,  and  progressive  emacia- 
tion, and  one  may  feel  what  seems  to  be  a notch 
in  the  tumor  mass,  because  of  the  hemispherical 
projections  which  correspond  to  the  distended  sec- 
tions of  the  kidney.  This  type  of  tumor  is  also 
malignant,  and  can  metastasize,  and  if  this  patient 
had  one  more  symptom  (hematuria),  I would  feel 
very  strongly  toward  hypernephroma,  or  some  other 
type  of  malignant  kidney  tumor. 

Another  condition  which  must  be  ruled  out  is 
diverticulosis.  This  is  an  inflammatory  process  of 


the  colon,  usually  in  the  descending  or  sigmoid  por- 
tion, chronic  in  nature.  In  some  cases,  where  many 
diverticula  are  involved,  adhesions  form  to  the  sur- 
rounding structures,  and  a tumor  mass  consisting 
of  dense  fibrous  tissue  forms,  including  diverticula 
with  fecal  concretions,  and  sometimes  multiple 
small  abscesses.  At  times,  secondary  invasions  of 
cencerous  tissue  develop.  During  the  development 
of  this  condition,  the  patients  have  signs  of  chronic 
bowel  obstruction  and  constipation,  although  diar- 
rhea may  occur,  with  vomiting  during  acute  ex- 
acerbations. No  blood  is  found  in  the  stool  as  a 
rule,  and  leukocytosis  is  present.  Often  a mass  is 
papable.  This  patient  could  have  diverticulosis,  but 
ordinarily  an  x-ray  of  the  bowels  will  clinch  the 
diagnosis  by  the  characteristic  findings. 

One  could  imagine  that  an  infestation  of  the 
colon  with  a long  standing  attack  of  flagellate  in- 
fection might  cause  diverticulitis,  through  infec- 
tion, ulceration,  and  colitis.  And  this  could  occur. 
However,  in  considering  flagellate  infection,  one 
must  be  very  cautious  in  trying  to  prove  a case  of 
diarrhea  as  due  to  flagellates.  Here  we  do  not 
know  just  what  type  is  present,  the  Trichomonas 
hominis,  Chilomastix  or  the  Giardia.  The  exact  re- 
lationship of  the  two  former  to  diarrhea  is  doubtful 
in  the  light  of  our  present  knowledge,  (but  at  times, 
the  Giardia  can  and  does  produce  severe  diarrheal 
symptoms,  even  dysentery.  In  severe  Giardia  infec- 
tions, the  stools  contain  mucus,  blood  and  some- 
times pus,  there  are  colicky  pains,  tenesmus,  marked 
anemia,  weakness  and  digestive  disturbances.  Even 
then,  however,  the  diarrhea  may  not  be  due  to  the 
flagellates,  but  another  condition  present  might 
cause  the  parasites  to  appear  in  an  active  condition 
in  the  stool.  It  has  been  proved  that  any  inflam- 
matory condition  of  the  bowels  favors  a flareup  in 
the  number  and  virulence  of  an  otherwise  quiet  in- 
fection; conversely,  many  observers  still  believe 
that  many  cases  of  flagellate  infection  per  se  do 
not  get  marked  pathological  effects,  but  when 
present  in  large  numbers,  may  keep  up  or  make 
worse  a condition  produced  by  another  cause.  How- 
ever, when  recognized,  the  removal  of  these  flagel- 
lates generally  benefits  the  patient,  and  often 
causes  amelioration  of  symptoms.  With  this  pa- 
tient, I believe,  in  the  presence  of  other  findings 
recorded,  that  the  flagellate  infection  is  only  a 
minor  consideration  to  the  main  issue. 

From  a consideration  of  the  foregoing  discussion, 
I am  now  ready  to  offer  a diagnosis  without  much 
further  comment.  I have  not  said  anything  about 
malignancy  of  the  bowels,  and  it  is  in  this  sug- 
gestion that  I am  pinning  my  hope  for  a correct 
diagnosis.  I believe  the  patient  had  a malignancy, 
probably  originating  in  the  splenic  flexure  of  the 
colon,  and  probably  extending  to  some  of  the  ad- 
jacent structures,  with  flagellate  infection  of  the 
bowel  also.  In  addition,  of  course,  the  findings 
given  contribute  other  subsidiary  diagnoses;  right 
sided  hemiplegia,  secondary  anemia,  and  cachexia. 

I am  at  a loss  to  explain  the  chills  and  fever 
which  the  patient  had  prior  to  operation.  It  is  un- 
doubtedly a septic  process  and  may  have  originated 
from  perforation  or  some  other  infective  process 
at  the  site  of  the  tumor,  possibly  with  abscess  for- 
mation there.  The  hemiplegia  too  is  difficult  to 
explain.  Its  onset  was  not  typical  for  hemorrhage. 
The  onset  was  fairly  typical  for  thrombosis  of  one 
of  the  arteries,  because,  in  this  condition,  we  some- 
times get  premonitory7  signs,  with  headache  and 
motor  weakness,  low  blood  pressure  usually  and 
never  signs  of  increased  intracranial  pressure. 
Metastasis  of  a malginancy  could  account  for  the 
hemiplegia  also,  as  could  a metastatic  abscess.  Just 
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which  one  accounts  for  this  condition,  I am  unable 
to  state. 

OPERATION 

On  October  14th,  under  sodium  amytal  anesthesia, 
a left  rectus  incision  was  made.  A large  tumor 
mass,  which  was  freely  movable  and  could  be  raised 
up  from  the  underlying  structures,  was  found.  The 
spleen  was  normal  in  size  and  the  liver  was  normal 
in  size.  There  was  no  evidence  of  any  metastatic 
tumors  or  glands  in  the  liver,  omentum,  mesenteric 
glands  nor  in  the  pelvis.  The  colon  and  stomach  were 
firmly  adherent  in  the  tumor  mass.  The  entire  mass 
seemed  friable  and  bled  easily.  The  right  kidney 
was  normal  but  the  left  kidney  could  not  be  palpated 
and  the  diagnosis  was  thought  to  be  polycystic  kid- 
ney. So  the  abdomen  was  closed  at  once. 

REPORT  ON  AUTOPSY 

At  autopsy  the  abdomen  was  opened  and  the 
omentum  was  firmly  adherent  to  the  abdominal 
tumor.  There  was  a large  friable  mass  which 
seemed  to  involve  the  transverse  and  descending 
colon  and  was  adherent  to  the  fundus  of  the  stom- 
ach. The  left  kidney  was  separated  out  of  the 
mass  and  was  perfectly  normal.  There  was  no 
evidence  of  any  metastasis  in  the  liver,  spleen,  or 
pelvis.  The  head  was  not  opened. 

Pathologist’s  Report:  The  gross  specimen  con- 
sisting of  a portion  of  the  transverse  colon  and 
pancreas.  This  colon  tissue  was  involved  in  ex- 
tensive necrosis  and  in  some  portions  the  entire  wall 
of  the  bowel  was  destroyed.  Other  areas  showed 
nodular  destruction.  Sections  of  these  nodules 
showed  characteristic  cellular  structure  of  adeno- 
carcinoma. The  pancreas  was  involved  in  the  ne- 
crotic process  but  apparently  the  new  growth  orig- 
inated from  the  colon. 


COMPOUND  FRACTURE  WITH  GAS 
BACILLUS  INFECTION:  RECOVERY. 

A.  C.  KINGSLEY,  M.D., 

Phoenix,  Arizona 

(Case  Report  to  Staff  Meeting  of  Good  Samari- 
tan Hospital,  on  Feb.  23,  1931.) 

American  boy,  white,  aged  9,  living  about  seven 
miles  from  Phoenix.  On  January  21,  1931,  at  about 
4:30  p.m.,  while  riding  his  pony  was  struck  by  an 
automobile  and  thrown  to  the  ground.  He  was 
taken  home,  and  received  first  aid  by  a physician 
neighbor.  He  was  taken  to  the  hospital  at  9 p.m., 
and  examination  revealed  a punctured  wound  in  the 
right  popliteal  space  with  considerable  swelling 
around  the  knee  and  an  evident  fracture  of  the 
femur  close  to  the  knee.  He  was  in  shock.  1500 
units  tetanus  antitoxin  was  administered  and  the 
leg  put  in  a splint.  An  x-ray  order  was  given.  The 
following  morning,  when  seen  at  8 a.m.,  his  tem- 
perature was  100,  pulse  120;  there  had  been  con- 
siderable bleeding  during  the  night  and  he  was  in 
some  pain.  As  the  pictures  had  been  taken,  it  was 
decided  to  wait  until  they  were  developed  before 
proceeding  with  the  reduction  of  the  fracture. 

Shortly  after  9 a.m.,  I was  called  to  the  labora- 
tory to  examine  the  films  which  showed  compound, 
comminuted  fracture  at  the  lower  end  of  the  femur, 
with  evidence  of  gas  formation  in  the  soft  tissues, 
extending  along  the  posterior  portion  of  the  leg  as 
far  as  the  upper  margin  of  the  film.  Examination 
now  showed  a foul  discharge  from  the  wound  in 
the  popliteal  space  with  the  characteristic  odor  of 
gangrene,  and  with  crepitation  along  the  outer 
aspect  of  the  thigh,  which  was  also  very  markedly 
swollen. 

Following  consultation  with  Drs.  Greer  and 
Goodrich,  immediate  operation  was  decided  upon 


and  performed  at  11  a.m.  The  thigh  was  laid  open 
with  four  longitudinal  incisions,  and  tubes  were  in- 
serted through  the  wounds,  which  were  irrigated 
every  thirty  minutes  with  Dakin’s  solution.  Fol- 
lowing the  operation,  50  units  of  gas  gangrene  anti- 
toxin were  given  intravenously  and  50  more  in  the 
muscle  of  the  thigh.  This  dose  was  repeated  the 
following  day.  On  the  24th,  25th  and  26th,  100 
units  were  given  intravenously  and  100  units  in  the 
thigh. 

On  the  23rd,  the  pulse  was  132,  temperature  101, 
and  respirations  30.  There  was  a large  amount  of 
discharge  from  the  wound,  but  the  odor  did  not 
seem  so  pronounced.  He  suffered  considerably 
from  urticaria  after  the  injections,  but  had  slight 
reaction.  The  odor  and  destructive  process  disap- 
peared within  the  week,  from  which  time  he  made 
uneventful  recovery  as  far  as  the  gangrene  was 
concerned. 

He  appeared  at  the  office  a few  days  ago.  The 
wounds  have  practically  healed,  the  fracture  is 
firmly  united  and  he  is  beginning  to  use  the  leg. 
In  closing,  I wish  to  say  that  our  first  intimation 
of  serious  trouble  was  shown  by  the  pictures.  The 
boy  was  kept  at  home  five  hours,  and  because  of 
his  condition  on  entering  the  hospital,  it  was 
thought  best  to  wait  until  morning  to  take  the  pic- 
tures. This  was  fortunate,  for  had  they  been  taken 
earlier,  the  gas  would  not  have  been  discovered 
until  symptoms  of  the  infection  developed,  prob- 
ably too  late  to  save  the  boy’s  life. 


Discussion  of  Case  and  the  Use  of  the 
Steinman  Nail  in  Fractures. 

JOSEPH  M.  GREER,  M.I). 

Phoe,nix,  Arizona. 

This  is  a case  of  compound  fracture  of  the  lower 
end  of  the  right  femur.  It  was  more  than  that,  it 
was  a comminuted  fracture  with  quite  a large  loose 
piece  of  bone,  and,  in  addition,  a gas  bacillus  in- 
fection. 

In  this  particular  case  it  was  first  thought,  as 
so  many  times  is  done  in  compound  fractures,  that 
the  first  thing  to  do  was  to  treat  the  wound  and 
clear  up  the  infection  and  then  to  take  care  of  the 
fracture.  Upon  second  thought  it  was  decided  to 
put  in  a Steinman  nail  and  get  as  good  position  of 
the  bone  fragments  as  possible  while  treating  the 
infection  and  wound.  This  later  was  proved  to 
be  the  correct  procedure.  Therefore  the  nail  was 
inserted  in  the  lower  fragment  of  the  femur  at  the 
time  of  operation  in  which  the  muscle  sheaths  were 
opened  in  order  to  treat  the  gas  bacillus  infection. 
Care  was  taken  to  insert  the  nail  above  the 
epiphyseal  line  in  the  lower  fragment  yet  as  close 
to  the  lower  end  as  possible.  This  point  is  very 
important  in  children  because,  if  the  nail  is  in- 
serted through  the  epiphyseal  line,  there  is  danger 
of  pulling  off  the  epiphysis  entirely  or  interfer- 
ing with  the  future  growth  of  the  bone.  Traction 
was  then  made  with  the  thigh  and  leg  in  the  verti- 
cal position,  with  a Thomas  arm  splint  for  addi- 
tional support  laterally  and  anteroposteriorly.  The 
clevis  for  the  Steinman  nail  was  fastened  anterior 
to  the  knee  and  it  just  so  happened  in  this  case  that 
the  weight  of  the  leg  acted  as  a lever  with  the  nail 
as  a fulcrum  and  caused  a slight  backward  dis- 
placement of  the  lower  fragment.  This  was  rem- 
edied by  removing  the  clevis  from  the  nail  and  ap- 
plying the  traction  by  means  of  a wire  up  over 
the  sole  of  the  foot  over  a spreader  block  allowing 
the  leg  to  assume  a more  extended  position  with 
the  knee  straight.  The  weight  of  the  leg  was  also 
supported  by  means  of  mole  skin  traction.  This 
readjustment  had  a tendency  to  pull  the  lower 
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fragment  forward  into  better  position.  It  was  very 
fortunate  that  the  nail  was  used  in  this  case  as  in 
less  than  three  weeks’  time  the  union  was  very 
firm. 

It  would  seem  that  the  Steinman  nail  is  most  in- 
valuable in  the  treatment  of  many  compound  frac- 
tures, as  it  allows  reduction  and  the  maintenance 
of  position  while  the  wound  is  being  treated.  It 
facilitates  the  care  of  the  wound  by  allowing  treat- 
ment and  dressings  without  the  danger  of  getting 
the  fragments  of  the  fracture  displaced.  It  used 
to  be  the  policy  of  many  surgeons  to  treat  the 
wound  first  and  when  the  infection  was  cleared 
up,  or  it  was  found  that  there  was  going  to  be 
very  little  trouble  with  the  infection,  attention  was 
then  turned  to  the  treatment  of  the  fracture.  It 
would  seem  that  many  times  this  procedure  is  not 
the  best,  and  would  have  no  doubt  resulted  in 
malunion  in  the  above  case  which  would  have  neces- 
sitated secondary  operation.  The  sooner  the  frac- 
ture can  be  reduced  and  the  better  the  fragments 
can  be  held  in  position  the  better  our  results  are 
going  to  be. 

For  example,  a compound  comminuted  fracture 
of  the  leg  with  marked  laceration  of  the  muscles, 
skin,  etc.,  was  treated  on  a Thomas  splint  and 
traction  was  maintained  by  means  of  a Steinman 
nail  through  the  os-calcis.  He  is  walking  now  with 
very  little  limp  and  only  about  one-quarter  inch 
shortening.  I do  not  know  of  any  other  way  in 
which  these  fragments  could  have  been  held  even 
close  together.  As  someone  around  the  emergency 
room  that  morning  said,  he  came  in  with  his  foot 
in  his  hip  pocket,  and  the  leg  felt  like  a bag  full 
of  loose  rocks.  Therefore  it  would  seem  that  we 
should  cons'der  this  method  of  securing  and  main- 
taining reduction  in  our  compound  fractures  more 
than  we  do. 

In  many  cases  of  simple  fracture  the  use  of 
skeletal  traction  by  means  of  the  Steinman  nail  is 
of  value.  For  example,  spiral  fractures  of  the 
tibia;  we  all  know  how  they  have  a tendency  to 
rotate  and  override.  Very  frequently  this  can  be 
prevented  and  good  position  can  be  had  by  means 
of  a nail  through  the  os-calcis.  As  to  infection 
caused  by  the  nail.  This  is  possible  of  course. 
There  is  usually  a little  drainage  from  the  soft 
parts  after  removal  of  the  nail  for  a few  days.  I 
have  never  seen  an  infection  that  amounted  to  any- 
thing from  the  use  of  the  nail.  I might  say  that 
I have  from  the  use  of  the  tong  however. 

It  is  not  always  so  easy  to  sell  the  idea  to  the 
patient,  however.  Well  I remember  one  case  that 
discussed  with  his  friends  and  his  famdy  physician, 
for  two  days,  my  cruelty  and  insanity  for  sug- 
gesting such  a terrible  thing  as  the  driving  of  a 
nail  right  through  his  heel.  He  consented,  however, 
and  got  a good  result.  Another  patient,  a femur 
case,  wanted  to  know  if  such  a thing  had  ever  been 
done  before.  When  he  was  told  that  it  had  been 
he  wanted  to  know  how  soon  the  patient  died  after- 
wards. However,  the  pain  of  the  nail  is  very  little 
and  the  danger  of  serious  infection  is  very  remote. 

In  concluding  my  remarks,  I might  say  that  it  is 
believed  that  skeletal  traction  by  means  of  the 
Steinman  nail  is  valuable  in  the  treatment  of  many 
compound  fractures;  it  facilitates  the  holding  and 
controlling  of  the  fragments  and  the  dressing  of  the 
wound;  the  danger  of  infection  is  really  not  a 
danger  at  all.  The  patient  is  very  comfortable. 
The  nail  is  also  valuable  in  holding  many  simple 
fractures  that  cannot  well  be  held  by  the  applica- 
tion of  skin  traction  and  the  application  of  splints. 


REPORT  OF  DEATHS  IN  GOOD 
SAMARITAN  HOSPITAL  (PHOENIX) 
FOR  JANUARY,  1931. 

(February  Staff  Meeting) 

J.  D.  HAMER,  M.D. 

There  were  about  three  times  as  many  deaths 
on  the  medical  service  last  month  as  on  the  surgi- 
cal service,  and  none  on  the  obstretrical  service,  and, 
on  the  whole,  the  charts  were  quite  satisfactory  for 
review.  An  attempt  to  elaborate  even  the  salient 
points  of  each  case  would  make  this  report  entirely 
too  long,  in  view  of  the  fact  that  there  were  seven- 
teen deaths  last  month.  There  were  three  autop- 
sies recorded,  two  on  medical  cases,  and  one  on 
surgical. 

Case  10665  was  a male  of  72  years  of  age,  who 
died  of  cerebral  hemorrhage  of  the  left  side  after 
six  days  in  the  hospital.  The  diagnosis  was  con- 
firmed by  autopsy,  and.  in  addition  to  a left  cere- 
bral hemorrhage  with  extensive  involvement  of  the 
cerebral  cortex,  there  was  found  arteriosclerotic 
disease  of  the  kidneys,  passive  hyperemia  of  the 
liver  and  both  lungs  at  the  bases,  and  generalized 
arteriosclerosis.  Case  10478,  also  a male,  of  62, 
expired  of  right-sided  hemorrhage,  after  a residence 
of  nineteen  days  in  the  hospital.  This  patient,  in 
addition  to  the  signs  of  cerebral  hemorrhage, 
showed  a decided  dementia,  and  certain  features 
of  the  case  made  the  diagnosis  of  gumma  of  the 
brain  probable,  but  a thorough  study  of  the  case 
indicated  that  this  was  not  the  cerebral  lesion  in 
question.  Case  10578  was  a male  of  34,  who  ex- 
pired two  days  after  admission,  with  a diagnosis 
of  cerebral  hemorrhage.  The  information  as  given 
on  the  chart  was  rather  meager,  and  in  view  of  the 
age  of  the  patient  (34),  it  would  have  been  interest- 
ing to  know  what  was  the  cause  of  this  cerebral 
accident. 

Case  10379  and  Case  No.  10526  were  bum  cases, 
the  former  a child  of  4 years,  and  the  latter  a child 
of  13  years. 

Case  10294  was  the  case  of  an  orderly  in  this  hos- 
pital who  succumbed  to  a lingering  illness  of  ty- 
phoid fever.  The  diagnosis  was  confirmed  by  posi- 
tive Widal.  The  source,  or  probable  source,  of  his 
infection  was  not  disclosed. 

Case  10457  was  that  of  a female  of  51,  who  died 
on  the  fourth  hospital  day,  and  while  her  history 
and  complaints  would  point  to  the  pelvis,  because 
of  pain  and  excessive  bleeding,  a study  of  the  case 
indicated  to  the  physician  a diagnosis  of  endocardi- 
tis, pyelonephritis,  septicemia,  adenoma  of  thyroid 
and  bronchopneumonia.  An  autopsy  on  the  body 
virtually  confirmed  the  diagnosis,  as,  bilateral 
pyelonephritis  as  the  primary  cause  of  death  with 
bilateral  bronchopneumonia,  mitral  stenosis,  chronic 
passive  congestion  of  the  viscera,  and  multiple 
myomata  of  the  uterus,  as  contributory  causes.  A 
blood  culture  was  not  reported. 

Case  10561  was  a male  of  45,  who  died  of  lobar 
pneumonia.  Case  10704  was  a male  of  77,  who 
expired  of  hypostatic  pneumonia,  chronic  mitral 
valvular  disease,  myocardial  degeneration,  cystitis, 
and  duodenal  ulcer.  Case  10546  was  a male  of  60 
who  expired  of  bronchopneumonia. 

Case  10540,  a female  of  44,  had  a diagnosis  of 
encephalitis,  secondary  to  influenza.  This  was  an 
interesting  case,  in  many  respects.  She  had  had 
meningitis  at  the  age  of  six,  and  had  lost  one 
brother  and  three  sisters  of  the  same  disease;  one 
brother  is  living,  who  also  had  meningitis;  while  the 
mother  had  died  of  tuberculosis.  The  present  his- 
tory was  that  of  recurring  severe  headaches,  fever, 
and  acute  attacks  of  mania,  since  Jan.  26 — two 
weeks  before  admission.  The  physical  findings  of 
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a positive  nature  were  rather  meager,  there  being 
recorded  a blind  left  eye,  tenderness  in  back  of  the 
neck,  an  irregular  heart  and  respiration,  and  ten- 
derness over  entire  abdomen.  The  laboratory  re- 
ported 840  cells  in  the  spinal  fluid,  globulin  greatly 
increased,  negative  Wassermann  on  the  fluid,  and 
no  bacteria.  White  count  was  29,800,  with  95  per 
cent  polys.  Urine  showed  three  plus  albumen,  bac- 
teria, 2 to  5 red  blood  cells,  and  5 to  10  white  blood 
cells,  and  a few  myalin  casts. 

Case  10462  was  a male  of  34,  who  expired  of 
pulmonary  tuberculosis. 

Case  10698,  was  a child  of  8,  who  expired  about 
36  hours  after  an  operation,  and  before  an  ade- 
quate post-operative  study  could  be  made  to  make 
a diagnosis.  This  child  had  been  sick  a week,  and 
was  brought  into  the  hospital  with  a history  of  hav- 
ing nausea,  fever,  delirium,  night  sweats,  and  ab- 
solute neglect  so  far  as  care  was  concerned  at 
home.  The  child  was  in  extremis  upon  admission, 
and,  while  four  physicians  were  examining  her  and 
consulting,  fluids  were  being  administered  and  other 
measures  carried  out  for  the  relief  of  her  symptoms, 
especially  the  abdominal  distention,  dehydration, 
and  acidosis.  The  child  was  operated  for  probable 
appendicitis,  in  view  of  her  findings,  and  consensus 
of  opinion  of  the  physcians  who  saw  her.  How- 
ever, no  appendicitis  was  found  and  no  other  ab- 
dominal disease,  except  an  excessive  amount  of  fluid 
in  the  peritoneal  cavity.  The  white  count  was 
5,600.  with  82  per  cent  polys.  The  child  expired 
several  hours  later,  and  subsequent  examination  re- 
vealed no  localizing  signs  that  would  point  toward 
a diagnosis.  It  was  thought  that  the  most  probable 
diagnosis  was  an  influenza  of  the  gastrointestinal 
system. 

Case  10625  was  a male  of  24,  who  was  operated 
upon  for  an  inguinal  hernia  on  Feb.  18,  and  sub- 
sequently developed  a bronchopneumonia,  and  ex- 
pired on  Feb.  22. 

Case  10404,  a child  of  10  years,  expired  on  Feb. 
5,  ten  davs  following  appendectomy.  At  the  time 
of  operation  the  appendix  had  ruptured,  and  fecal 
f'stula  followed,  with  subsequent  loss  of  life 
through  toxemia. 

Case  10670  was  a male  of  16  years,  operated  upon 
for  a ruptured  appendix,  who  expired  on  the  fourth 
post-operative  day.  This  case,  like  the  one  just 
mentioned  above,  was  not  seen  in  time  to  operate 
sooner,  and  both  were  in  very  bad  condition  on  en- 
tering surgery.  This  case,  soon  after  the  operation, 
developed  signs  of  obstruction  of  the  bowels. 

Case  10548  was  a male  of  43,  who  entered  the 
hospital  first  on  July  14,  and  was  discharged  on 
August  11,  much  improved  after  the  performance  of 
a very  extensive  thoracoplasty.  The  patient  suf- 
fered from  pulmonary  tuberculosis,  tuberculous 
empyema,  and  thoracic  fistula.  The  empyema  had 
developed  following  a spontaneous  pneumothorax  in 
May,  1930,  and  the  thoracic  fistula  remained  after 
drainage  of  the  empyema,  done  three  weeks  before 
this  first  admission.  The  patient  re-entered  the 
hospital  on  Feb.  10,  for  further  rib  resection,  in  an 
effort  to  eradicate  the  remaining  portions  of  the 
ribs  on  the  affected  side  and  to  secure  adequate 
drainage.  Operation  was  done  under  ethylene  on 
Feb.  11,  and  patient  expired  the  night  of  that  day, 
apparently  from  shock  in  the  third  degree.  An 
autopsy  on  the  case  made  the  diagnosis  of  chronic 
tuberculosis  of  the  left  lung  with  almost  complete 
collapse,  chronic  pericarditis  with  adhesions,  and 
dilated  right  heart. 


A CASE  OF  FELVIC  TUBERCULOSIS 
WITH  GENERAL  EXTENSIONS 

R.  J.  STROUD,  M.D. 

Tempe,  Arizona 

(Presented  at  the  meeting  of  the  Maricopa  County 
Medical  Society  held  Jan.  26,  1931.) 

Patient,  an  American  female,  aged  32,  married, 
with  three  children.  Occupation:  housewife. 

Past  History:  Was  always  well  and  strong,  hav- 
ing the  usual  childhood  diseases  but  no  serious  ill- 
nesses. Three  months  ago,  while  in  New  Mexico, 
began  to  be  nervous,  lost  weight,  and  became  irrita- 
ble— all  described  as  a nervous  breakdown.  Patient 
flowed  for  three  weeks,  stopped  for  two  weeks,  and 
began  again.  Has  done  this  more  or  less  ever  since. 
She  has  grown  more  nervous  and  weaker  ever  since 
and  has  lost  25  pounds  in  weight.  Weighed  128 
pounds  at  that  time. 

Was  seen  by  me  for  first  time  on  Sept.  7.  Had 
been  seen  by  physicians  since  coming  to  Arizona 
and  was  told  that  she  was  tired  and  worn  out  and 
anemic.  She  had  never  been  examined,  even  for 
the  taking  of  the  pulse.  When  seen  by  me  she  had 
a temperature  of  100.  Was  not  conscious  of  hav- 
ing a rise  in  temperature  and  said  that  she  could 
have  that  much  fever,  or  more,  without  being  aware 
of  it.  She  believes  she  had  no  chance  for  preg- 
nancy. She  has  had  clots  and  lately  a little  bit  of 
odor  from  the  vaginal  secretions.  At  this  time  and 
after  examination,  she  was  told  that  she  might 
have  to  undergo  an  operation  but  wished  to  avoid 
it.  Treatment  seemed  to  give  her  relief  immedi- 
ately. On  Sept.  18  she  weighed  91  pounds  and  had 
no  fever.  There  never  was  any  back  pain  or  ten- 
derness at  any  time.  On  Sept.  20,  she  began  having 
chills  and  fever  again  with  temperature  as  high  as 
103.  But  gradually  improved  after  being  given 
sedatives,  until  Sept.  28,  when  she  had  chills  and  a 
rise  of  fever  to  104.  At  this  time  she  was  told  an 
operation  was  imperative  and  was  ordered  to  the 
hospital.  Pulse,  85  to  105;  respirations,  18  to  20. 

Physical  examination:  Age,  32;  height,  5 feet,  5 
inches;  weight,  91  pounds.  Patient  looks  pale;  face 
pale  and  anemic  and  waxy  in  appearance.  Eyes  re- 
act to  light  and  accommodation.  Tonsils  present 
but  not  diseased.  Teeth,  good;  no  enlargement  of 
neck;  chest  essentially  negative.  Blood  pressure, 
104/70;  heart  somewhat  rapid  but  not  enlarged.  No 
murmurs.  Abdomen  slightly  spastic  all  over  with 
a decided  board-like  appearance  above  the  pubes 
and  at  the  left  and  with  the  feeling  that  there  is  a 
mass  below;  this  mass  is  very  tender.  During  the 
period  she  was  ill  there  was  pain  over  the  left 
side,  felt  more  particularly  just  inside  and  below 
the  iliac  crest  and  seemingly  within  the  bone.  This' 
pain  was  transmitted  down  through  the  front  of 
the  left  thigh  and  was  continuous;  the  left  thigh 
in  anterior  portion  was  swollen  and  board-like  along 
the  middle  third,  6 inches  long  and  3 inches  wide. 
This  peculiar  mass  has  been  constant  by  bimanual 
examination.  At  first  impossible  to  examine  be- 
cause of  pain.  Finally  demonstrated  a mass  to 
left  of  median  line  which  was  tender  to  touch.  This 
mass  was  larger  at  each  examination  last  5 days. 
Uterus  appeared  longer  than  normal  and  could 
have  been  an  early  Dregnancy.  On  the  first  ex- 
amination, dark  bloody  material  was  found  on  the 
examining  finger  and  had  slight  odor.  Since  that 
time  there  has  been  no  secretion.  Cervix  appeared 
normal.  Bones  and  joints  normal;  there  is  no 
tenderness  in  the  sacro-iliac  region  around  the 
joints  and  no  pain  is  complained  of  at  this  place. 
Urine  essentially  negative  except  for  hyperacidity. 
Blood  count  not  taken  before  entering  hospital. 
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Diagnosis:  Some  inflammatory  mass  situated  at 
the  region  of  the  left  fallopian  tube. 

Operation:  Laparotomy.  Mid-line  incision  from 
unbilicus  to  pubes.  At  the  left  side  there  was  a 
large  mass  of  intestines  bound  together  by  ad- 
hesions, with  a mass  of  mesentery  bound  up  with 
the  rest,  as  large  as  a hen’s  egg.  In  separating 
the  mass,  a pus  pocket,  under  some  tension,  was 
found  lying  above  the  left  fallopian  tube.  Some 
two  ounces  of  pus  were  removed  and  two  drains  in- 
serted. The  tubes  and  ovary  were  not  seen,  as  a 
strong  wall  of  adhesions  was  between  the  cavity 
and  these  organs.  The  patient’s  condition  did  not 
warrant  further  investigation. 

She  had  a stormy  time  and  was  supported  by 
fluids.  On  the  eighth  day  she  became  conscious 
of  her  surroundings  and  did  not  quite  remember 
how  she  reached  the  hospital,  the  toxemia  being 
very  profound  at  the  time  of  her  entry.  On  the 
twelfth  day  the  nurse  reported  an  enema  came 
through  the  abdominal  wound,  establishing  the  fact 
of  a fecal  fistula.  After  three  weeks  the  patient 
returned  home,  the  wound  still  draining;  the  drain- 
age, however,  being  almost  entirely  of  fecal  mat- 
ter. The  skin  at  the  line  of  incision  gradually 
spread,  and  the  patient  had  periods  when  there 
was  very  little  drainage  and  she  felt  better  during 
this  time,  except  for  the  last  two  or  three  days 
before  the  drainage  became  profuse;  she  would  then 
have  an  immense  amount  of  drainage,  following  a 
rise  in  temperature  and  malaise. 

Dr.  Milloy  saw  her  with  me  in  consultation  at 
the  end  of  November.  She  had  had  ten  good  days 
before  he  saw  her,  and  he  advised  direct  sunlight 
on  the  wound.  This  seemed  to  give  her  some  re- 
lief. He  further  advised  against  any  radical  pro- 
cedure at  that  time.  About  the  middle  of  Decem- 
ber the  patient  ran  a high  temperature  and  com- 
plained of  a pain  in  her  right  side  which  proved 
to  be  pleuritic,  and  as  she  had  had  more  or  less 
continuous  fever,  her  lungs  were  gone  over  thor- 
oughly and  a diagnosis  of  a fibrous  type  of  tubercu- 
losis was  tentatively  made.  At  this  time  it  did  not 
occur  to  me  that  this  had  anything  to  do  with  the 
lack  of  healing  of  the  fistula.  At  the  time  of  the 
first  examination  and  during  the  first  two  weeks, 
the  cervix  was  seen  three  or  four  times  and  ap- 
peared quite  normal. 

Some  ten  days  ago  Dr.  Ploussard  saw  the  pa- 
tient with  me  and  was  very  suspicious  and  asked 
about  a Neisser  infection.  It  was  my  idea  that 
such  was  not  the  case;  my  diagnosis,  from  the  his- 
tory of  the  bleeding  and  general  course  of  the  case, 
was  that  of  a ruptured  tubal  pregnancy,  and  that 
some  infected  material  from  the  tube  had  found 
its  way  into  the  abdominal  cavity,  making  a local- 
ized abscess.  It  was  decided  before  anything  radi- 
cal was  done,  at  least  to  get  an  x-ray  of  the  in- 
testines, and  by  this  method  see  just  where  the 
fistula  was.  Doctor  Ploussard  examined  the  cervix, 
took  a smear  and  thereby  made  a surprising  dis- 
covery. The  cervix,  at  this  time,  was  swollen,  red- 
dened and  looked  like  a beefsteak,  with  some  pus 
exuding.  The  patient  did  not  menstruate  during 
this  time.  I was  much  surprsied  when  Dr.  Plous- 
sard told  me  the  smear  contained  tuberculosis  or- 
ganisms, as  this  is  quite  an  unusual  find. 

After  this  diagnosis  I looked  at  the  wound  where 
the  skin  had  separated,  and  the  picture  of  granula- 
tions in  the  musculature  was  that  of  a more  or 
less  characteristic  pharyngeal  tuberculosis.  The 
diagnosis,  therefore,  is  miliary  tuberculous.  It  is 
possible  that  there  was  some  tuberculous  trouble 
with  the  tube,  and  a ruptured  tubal  pregnancy,  per- 
hans,  lighted  the  whole  picture. 

I should  like  to  call  your  attention  to  the  early 


history.  This  woman  and  her  husband  both  told 
me  very  distinctly  that  she  had  been  seen  by 
physicians  both  in  Albuquerque  and  in  Arizona 
many  times,  none  of  whom  ever  made  any  examina- 
tion, so  that  the  early  part  of  her  history  is  really 
obscure. 

DISCUSSION 

DR.  C.  N.  PLOUSSARD:  I saw  this  case  in  con- 
sultation with  Dr.  Stroud,  January  16th  last.  Patient 
a young  female,  lying  in  bed,  very  thin,  anemic, 
showing  signs  of  a long  drawn  out  toxemia.  Dr. 
Stroud  has  given  you  the  findings  obtained  by  a 
thorough  physical  examination,  so  it  is  not  neces- 
sary for  me  to  repeat. 

During  the  course  of  physical  examination  a 
cervical  smear  was  obtained  because  of  the  profuse 
watery  vaginal  discharge  and  the  edematous,  gran- 
ular, eroded  appearance  of  the  cervix.  Bimanual 
examination  did  not  reveal  any  definite  tender 
masses,  although  tenderness  was  general  in  region 
of  uterus  and  its  adnexa.  The  laboratory  stained 
cervical  smear  with  Gram’s  stain  and,  finding  many 
rod-shaped  bacilli,  decolorized  stain  and  restained 
for  tubercle  bacilli  and  found  large  numbers  of 
acid-fast  bacilli,  morphologically  tubercle  bacilli. 

Because  of  the  downward  progress  of  patient’s 
condition,  showing  signs  of  an  infective  process  in 
pelvis  together  with  a fecal  fistula  apparently  high 
in  small  intestines,  causing  apparent  signs  of 
starvation,  an  opinion  as  to  further  surgery  was 
indeed  difficult  to  arrive  at.  But  the  question  was 
easily  settled  when  an  explanation  of  the  entire 
illness  was  revealed  by  the  laboratory  findings  in 
examining  cervical  smear. 

This  patient,  no  doubt,  has  a generalized  tubercu- 
losis. She  has  cough,  elevations  in  temperature  and 
rales  in  chest.  The  symptoms  referable  to  the 
gastrointestinal  tract  are  those  of  chronic  infection, 
no  doubt,  tuberculous,  and  the  pelvic  infection  is, 
without  doubt,  tuberculous. 

Prognosis  is  indeed  grave.  The  patient  prob- 
ably will  gradually  become  weaker  until  death  ends 
the  scene. 


CASE  REPORT  AND  DISCUSSION 
(Headache  and  Dizziness) 

(Case  16301,  Case  Records  of  Massachusetts  Gen- 
eral Hospital,  from  New  Eng.  Jour,  of  Med.,  July  24, 
1930,  p.  174.) 

Case  Report 

A Russian  thirty-eight  years  old,  a restaurant 
counter-man,  entered  January  10  complaining  of 
headache.  He  had  some  language  difficulty,  was 
markedly  slowed  mentally,  and  dropped  asleep  if 
his  attention  was  not  held.  He  seemed  quite  intel- 
ligent, however,  and  the  history  was  thought  to  be 
reliable  except  in  details. 

December  15  he  first  noticed  headache  and  pe- 
riods of  dizziness.  The  following  day  the  head- 
ache was  so  severe  that  he  had  stayed  in  bed  since 
that  time,  going  out  for  his  meals.  The  headache 
had  always  been  frontal,  but  had  occasionally  radi- 
ated over  the  brow  to  the  right.  He  had  periods  of 
dizziness  lasting  five  m’nutes  on  getting  up.  Since 
the  onset  the  sight  of  food  had  nauseated  him, 
and  until  a week  before  admission  he  had  had  a very 
bitter  or  sour  taste  in  his  mouth  on  seeing  or  tasting 
food.  On  December  17  he  vomited  from  six  in  the 
morning  until  noon.  On  December  19  he  vomited 
two  or  three  times  and  on  December  21  once.  For 
two  weeks  his  appetite  had  been  very  poor.  Two 
weeks  before  admission  on  getting  up  everything 
went  black  before  his  eyes  for  several  minutes.  A 
week  before  admission  he  found  that  after  read- 
ing for  a few  minutes  the  print  looked  like 
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a solid  black  line.  At  the  same  time  he  noticed  a 
buzzing  in  his  left  ear.  Since  the  onset  he  had  had 
increasing  weakness. 

All  his  life  he  had  had  attacks  of  extreme  ner- 
vousness and  irritability,  for  which  he  had  fre- 
quently been  beaten.  Eleven  years  before  admis- 
sion he  had  an  attack  of  palpitation  and  marked 
dyspnea.  He  spent  two  months  on  a farm  and  had 
had  no  more  of  that  trouble.  Between  one  and  two 
years  before  admission  he  had  night  sweats  and 
severe  cough  for  two  months  with  considerable  red- 
dish-black sputum,  on  one  occasion  blood  streaked. 
A physician  advised  him  to  go  to  a hospital.  He 
spent  two  months  in  the  mountains  and  gained  fif- 
teen pounds.  He  denied  venereal  disease  and  the 
use  of  alcohol. 

Records  of  the  Out-Patient  Department  show 
that  he  came  on  August  24,  a year  and  five  months 
before  admission,  complaining  of  vague  chest  pains, 
dry  throat,  occasional  huskiness  and  rare  dry 
cough  of  two  months’  duration,  keeping  him  from 
working  as  a porter.  He  had  gained  eight  pounds 
in  two  months.  Examination  was  negative  except 
for  possible  fullness  over  the  suprasternal  notch. 
A Hinton  was  negative.  X-ray  examination  showed 
several  small  rounded  shadows  of  increased  den- 
sity with  sharply  defined  margins  in  both  lung 
fields.  At  the  angle  between  the  heart  and  the 
diaphragm  on  the  right  there  was  a large  area  of 
increased  density  which  obliterated  the  outline  of 
the  right  border  of  the  heart  and  the  diaphragm. 
The  costophrenic  sinus  on  this  side  was  hazy  and 
shallow.  There  was  no  evidence  of  cavity.  The  heart 
shadow  was  roughly  triangular  in  shape,  somewhat 
increased  in  size.  On  September  7 he  reported 
feeling  better,  and  on  October  5 very  much  better. 
He  had  been  working  for  three  weeks.  He  now  had 
a vagjue  substernal  distress  on  getting  up  in  the 
morning.  Examination  was  negative  except  for  flat- 
ness throughout  the  abdomen  except  over  the 
stomach,  probably  due  to  obesity  and  fluid  in  the 
intestines.  October  19  he  complained  of  more  or 
less  continuous  pain  at  the  base  of  the  skull  and 
in  the  frontal  region,  worse  in  the  morning.  No- 
vember 16  the  pains  in  the  chest  had  returned,  forc- 
ing him  to  stop  work.  He  told  of  coughing  up  blood 
several  months  ago.  He  had  lost  four  pounds  in  two 
weeks.  Another  x-ray  examination  showed  that 
the  process  in  the  chest  previously  described  had 
largely  disappeared.  The  only  variation  from  the 
normal  still  present  was  thickening  about  the  right 
hilus  and  the  right  descending  bronchus.  November 
23  he  felt  very  well,  had  gone  back  to  work  and 
had  regained  the  weight  he  had  lost.  He  was  re- 
ferred to  the  Pulmonary  Clinic,  but  did  not  report 
there,  and  was  not  seen  again  for  eight  months. 
July  15,  six  months  before  he  entered  the  wards,  he 
returned  to  the  Out-Patient  Medical  Clinic.  He 
had  felt  very  well  and  had  worked  steadily  without 
symptoms  until  a week  before  the  visit,  when  after 
lying  out  on  the  beach  for  three  hours  he  had  pain 
in  the  left  flank  which  had  grown  worse.  It  was 
aggravated  by  motion  and  radiated  up  the  left  co&- 
tal  margin.  He  had  pain  when  he  lay  on  the  left 
side,  but  was  comfortable  on  the  right  side.  Exami- 
nation showed  pallor  and  a palpable  mass,  presum- 
ably the  kidney,  in  each  flank  after  deep  inspira- 
tion. The  liver  edge  was  one  to  two  centimeters  below 
the  costal  margin.  The  knee  jerks  were  sluggish, 
the  ankle  jerks  not  obtained.  July  29  he  reported 
that  the  pain  gradually  passed  off  in  a week.  He 
had  had  slight  pain  in  the  right  side  of  the  throat 
for  two  days.  Examination  showed  small  ragged 
tonsils,  probably  chronically  infected,  and  a palpa- 
ble slightly  tender  gland  in  the  right  anterior  chain. 
He  was  not  seen  again  until  January  2,  eight  days 


before  he  entered  the  wards.  His  chief  complaint 
was  then  dizziness.  He  was  referred  to  the  Eye 
Clinic.  Exaniinatoin  of  the  external  eyes  was  neg- 
ative. 

Clinical  examination  showed  a well  nourished 
man  with  slightly  pale  and  yellowish  skin,  dry  on 
the  insides  of  the  upper  arms  and  markedly  corni- 
fied  on  the  feet.  Face  asymmetrical;  right  lower 
jaw  higher  than  left  and  distance  from  midline  to 
right  center  of  the  mouth  less  than  to  the  left. 
Palate  deviated  to  the  right.  (He  insisted  that  he 
had  had  the  facial  asymmetry  all  his  life.)  The 
left  lung  showed  slightly  diminished  resonance 
throughout  the  back.  Descent  of  the  right  lung 
slightly  less  than  that  of  the  left.  Apex  impulse  of 
the  heart  seen  and  felt  9 centimeters  from  mid- 
sternum, one  centimeter  outside  the  left  border  of 
dullness.  Occasional  doubling  of  the  diastolic  sound 
at  the  apex.  No  other  abnormalities  were  found 
on  general  physical  examination. 

Neurologic  examination.  Fundi:  bilateral  papill- 
edema. Left  facial  weakness.  The  eye  did  not 
seem  to  be  involved.  Tongue  protruded  in  the 
midline  without  tremor.  Knee  jerks  obtained  on  re- 
enforcement only;  otherwise  the  reflexes  were  nor- 
mal. Grips  equal  though  rather  weak.  Co-ordination 
tests  well  done.  All  sensory  tests  normal. 

Urine:  amount  not  recorded;  findings  normal. 
Blood:  hemoglobin  80  per  cent,  reds  3,910,000,  leu- 
kocytes, 15,300. 

Temperature  96.1°  to  98.4°,  with  a terminal  rise 
to  104.4°.  Pulse  and  respirations  normal  except 
for  a terminal  rise  to  100  and  31. 

X-ray  examination  of  the  skull  was  negative.  The 
sinuses  showed  moderate  thickening  of  the  lining 
membrane  without  retained  secretion. 

A nose  and  throat  consultant  reported  on  January 
10,  “The  nose  shows  marked  swelling  of  the  right 
middle  turbinate  and  the  inferior  turbinate.  Mem- 
brane pale  and  boggy,  with  secretion  on  the  right 
side.” 

January  11  the  patient  showed  an  unsustained 
horizontal  nystagmus.  There  was  no  suggestion  of 
Romberg.  Examination  of  the  visual  fields  and 
acuity  was  of  little  value  because  the  patient  was 
unable  to  follow  directions. 

January  13  he  complained  a good  deal  of  head- 
ache. A lumbar  puncutre  was  done  in  the  fourth- 
fifth  lumbar  space,  and  12  to  14  cubic  centimeters 
of  clear  colorless  fluid  withdrawn  under  increased 
pressure, — initial  pressure  260,  combined  jugular 
pressure  630  to  270,  final  pressure  70.  The  head- 
ache was  much  relieved  after  the  withdrawal  of  a 
few  cubic  centimeters.  The  fluid  showed  no  cells; 
alcohol,  ammonium  sulphate  and  Hinton  tests  neg- 
ative, total  protein  74,  colloidal  gold  5443332110, 
sugar  75.5,  chlorides  720.  That  day  a nodule  was 
palpated  under  the  left  costal  margin,  and  a mass 
descending  from  under  the  right  costal  margin  on 
deep  inspiration.  The  next  day  the  patient  com- 
plained of  right  occipital  headache  radiating  for- 
ward to  the  frontal  region,  and  said  he  had  not  slept 
all  night.  The  following  morning  he  was  found 
unconscious  and  could  not  be  roused.  He  was 
sweating  profusely.  The  rectal  temperature  was 
103°.  Two  hours  later  he  was  still  unconscious, 
flaccid,  with  absent  tendon  jerks  and  no  response 
to  plantar  stimulation.  The  right  pupil  was  five 
millimeters  in  diameter,  the  left  two  millimeters. 
Neither  reacted  to  light.  The  breathing  was  easy 
and  rather  rapid.  Numerous  coarse  moist  rales 
were  heard  at  both  bases.  Another  lumbar  punc- 
ture done  in  the  fourth-fifth  lumbar  space  gave  12 
cubic  centimeters  of  colorless  opalescent  fluid  under 
an  initial  pressure  of  410,  combined  jugular  pres- 
sure 700  to  410,  final  pressure  35;  cells,  6 lym- 
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phocytes,  7 mononuclears,  678  red  blood  cells;  alco- 
hol positive,  ammonium  splphate  negative,  sugar 
78.6,  chlorides  734. 

That  day,  January  15,  the  patient  died. 


Discussion  by  Dr.  Howell  Randolph,  Phoenix,  Ariz. 

The  difficulties  of  diagnosis  in  this  case  do  not 
depend  upon  an  insufficiency  of  symptoms  and 
clinical  data,  as  is  so  often  the  situation.  The  history 
goes  pretty  clearly  into  the  past  year  and  a half 
of  the  patient’s  life,  with  observation  records.  Find- 
ings at  different  times  point  to  the  abdomen,  the 
lungs,  and  the  central  nervous  system,  with  in- 
tervals of  complete  remission  of  symptoms,  making 
the  task  of  correlating  the  various  conditions  rath- 
er complicated. 

The  presenting  symptom  is  headache.  A satirical 
humorist  has  observed  that  not  every  headache  was 
an  indication  of  brain  tumor;  however,  this  one  had 
been  continuous  for  25  days  and  had  been  associated 
with  other  symptoms,  such  as  attacks  of  dizziness, 
nausea,  disturbances  in  taste  sensation,  transient 
loss  of  sight,  with  aberrations  of  vision,  all  of 
which  tend  to  support  the  idea  that  there  is  some 
intracranial  disease. 

Before  going  further  into  the  immediate  find- 
ings, the  records  of  the  past  history  are  interesting, 
if  rather  confusing.  Undoubtedly  there  was  some 
serious  pathology  in  the  lung  two  years  before. 
These  symptoms  of  vague  pains  in  the  chest,  sputum 
sometimes  blood-tinged,  night  sweats,  together  with 
the  x-ray  findings,  might  represent  tuberculous 
or  syphilitic  infection,  lung  abscess,  non-specific 
infection,  or  malignancy,  with  probabilities  against 
tuberculosis. 

This  process  underwent  resolution,  as  shown  by 
subsequent  x-ray,  which  makes  me  think  that  it 
was  not  malignancy,  and  probably  not  tuberculosis, 
but  either  unresolved  pneumonia,  abscess,  or 
syphilis.  There  was  apparently  complete  remission  of 
symptoms.  A year  later  palpable  masses  in  the 
flanks,  with  pain  on  the  left  side  sufficient  to  bring 
the  patient  to  the  clinic,  were  found  six  months  be- 
fore admission,  but  no  mention  is  made  as  to  the 
extent  of  the  trouble.  Possibly  essentially  normal 
kidneys  might  have  been  palpated.  The  difficulty 
cleared  up  in  short  order  and  patient  was  appar- 
ently well  until  about  three  weeks  before  admission 
to  the  hospital.  A description  of  the  loss  of  sight 
would  have  been  helpful.  Did  the  patient  lose  con- 
sciousness during  it?  If  so,  simple  fainting  would 
account  for  it.  Was  sight  lost  more  completely  or 
suddenly  in  one  eye,  or,  in  both  at  the  same  time? 

Nothing  further  was  said  about  the  condition  of 
the  kidneys  on  admission  and  the  fidings  in  the 
lung  were  reported  as  essentially  negative.  The 
general  physical  examination  showed  nothing  of 
significance  if  the  facial  and  palatal  asymmetry  is 
to  be  considered  congenital.  The  neurological  data 
were  of  chief  importance.  Papilledema  means  defi- 
nite marked  increase  in  intracranial  pressure,  as  cor- 
roborated later  by  spinal  puncture.  Left  facial  weak- 
ness and  sluggish  knee  jerks  were  the  only  posi- 
tive findings.  Three  days  later,  masses  were  pal- 
pated under  both  costal  margins. 

The  death  of  this  patient  was  undoubtedly  caused 
by  some  intracranial  lesion.  It  was  located,  prob- 
ably, on  the  right  side  in  the  frontal  or  temporal 
regions.  The  headache  was  always  right-sided.  The 
right  pupil  was  dilated.  Tuberculoma  is  rare  over 
15  years  of  age.  There  is  no  evidence  of  middle  ear 
or  other  focus  of  infection  causing  abscess.  No  fever 
except  terminal.  The  Wassermann  or  Hinton  is 
practically  always  positive  in  central  nervous  sys- 
tem syphilis,  and  there  are  none  of  the  other  find- 
ings which  go  with  syphilitic  lesions,  except  pos- 


sibly gumma,  which  could  be  present  with  very  lit- 
tle in  the  general  findings  to  differentiate  it  from 
other  lesions.  However,  with  a negative  blood 
and  spinal  fluid  Hinton,  it  is  very  unlikely.  The  gold 
curve  is  not  typ  icfaolmoykdue  cmfwyp 

curve  is  not  typical  of  generalized  syphilis  or  pare- 
sis. In  paretics  the  first  four  or  five  tubes  show 
complete  color  changes.  The  gold  curve,  being  de- 
pendent upon  globulin  changes,  would  run  parallel 
to  the  increase  in  total  protein  in  this  spinal  fluid. 

Between  1 and  2 per  cent  of  autopsies  are  done 
on  brain  tumor  cases.  One  half  of  all  brain  tumors 
are  gl  omata  consisting  of  hyperplasia  of  the  neu- 
rologial  groundwork  of  the  brain  substance.  The 
whorl  endotheliomata  are  less  common  and  less 
malignant.  Fibromata  originating  in  nerve  sheaths 
occur  and  are  more  easily  diagnosed  than  the  pre- 
vious two  mentioned;  usually  are  benign.  They  rep- 
resent a large  proportion  of  the  successfully  oper- 
ated cases.  Metastatic  tumors  represent  over  10 
per  cent  of  the  brain  tumors. 

Diagnosis:  I am  inclined  toward  the  belief  that 
this  is  a secondary  tumor  of  the  brain,  metastasis 
being  from  a hypernephroma  on  the  left  side.  With 
extensive  metastasis  there  should  have  been  more 
wasting  and  generalized  effects.  There  is  not  any 
marked  reduction  in  hemoglobin.  Primary  brain 
tumor  seems  a likely  possibility.  Death  was  probably 
from  hemorrhage  into  the  brain  following  decom- 
pression, or  from  depression  of  the  vital  centers  by 
changes  in  intracranial  pressure  conditions. 


Discussion  by  Dr.  W.  Warner  Watkins,  Phoenix 

We  have  three  very  common  presenting  symp- 
toms: headache,  vertigo  and  vomiting.  It  has  been 
very  profitable  to  me  to  review  these  three  symp- 
toms and  it  may  be  interesting  to  the  Club  to  con- 
sider some  of  the  fundamental  facts  with  regard 
to  them,  and  from  the  foundation  thus  laid,  we  may 
be  able  to  proceed  to  a diagnostic  conclusion,  which 
may  be  sensible  though  it  may  perhaps  not  be  cor- 
rect. 

Headache.  This  first  presenting  symptom  certain- 
ly gives  us  a field  wide  enough  to  stretch  in  and 
roomy  enough  to  arrange  any  ideas  we  may  have. 
If  we  first  make  a systematic  arrangement  of  the 
usual  causes  of  headache,  we  have  some  fixed  points 
to  which  we  may  return  later.  A fairly  convenient 
classification  of  headache  is  into  three  groups 
(French) : 

1.  Those  caused  by  organic  ddiseases  in  the  head 
itself,  such  as  lesions  of  brain,  intracranial  vessels, 
meninges,  skull  or  special  sense  organs. 

2.  Toxic  states,  which  may  be  either  (a)  exogen- 
ous, such  as  foul  air,  poisonous  gases,  drugs,  and  so 
forth,  (b)  edogenous,  such  as  from  uremia,  chol- 
emin,  gout,  diabetes,  gastro-intestinal  toximia,  in- 
fectious toxemias,  and  so  forth. 

3.  Functional,  as  from  abnormal  blood  pressure, 
congestive,  anemic,  mental  strain,  eye  strain,  mi- 
graine, epilepsy,  psychoneuroses. 

Vertigo.  A definition  of  vertigo  (Grasset)  is  that 
it  “is  the  symptom  of  functional  insufficiency  of 
the  automatic  centers  of  equilibrium.”  Equilibrium 
is  maintained  by  a nerve  center  in  the  cerebel- 
lum as  a reflex  from  certain  stimuli  com- 
ing over  afferent  fibers,  and  the  transmission 
of  efferent  impulses  to  the  skeletal  muscles.  The 
centers  of  equilibrium  receive  three  sets  of  fibers, 
(a)  vestibular  from  the  semicircular  canals  through 
the  auditory  nerves;  (b)  visual  from  the  retina 
through  the  optic  nerve;  (c)  muscle  sense  fibers 
from  Clarke’s  columns  and  the  posterior  columns 
of  the  cord.  The  centers  send  out  fibers  to  (a)  the 
Rolandic  area  of  the  opposite  side,  which  act  on 
the  motor  centers,  (b)  the  oculomotor  nerves  gov- 
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erning  the  ocular  muscles,  (c)  the  anterior  horns  of 
the  spinal  cqrd  and  through  them  to  the  voluntary 
muscles,  (d)  bulbar  centers  and  through  these  to 
the  glossopharyngeal  and  pneumogastric  nerves. 

Normal  equilibrium  is  the  result  of  harmony  of 
labyrinthine,  retinal  and  muscular  impressions.  The 
usual  causes  of  pathologic  vertigo  may  be  groupeu 
into  five  classes: 

1.  Central,  the  most  usual  causes  of  which  are 
arteriosclerosis,  cerebral  tumor,  cerebellar  tumor, 
disseminated  sclerosis,  paresis,  and  disturbed  circu- 
lation in  the  centers,  which  may  be  either  hypere- 
mic  or  anemia;  in  this  latter  class  are  included  the 
vertigo  of  common  syncope,  of  menopause,  of  chlor- 
oneurosis,  of  anemia,  of  hemorrhage  or  of  heart 
disease. 

2.  Aural  vertigo,  such  as  Meniere’s  disease,  in- 
fections of  the  labyrinth,  wax  in  the  ear,  and 
so  forth. 

3.  Neuropathic,  such  as  from  neurasthenia,  psy- 
choneuroses, epilepsy. 

4.  Toxic  vertigo,  as  from  alcohol,  tobacco,  car- 
bon monoxide,  drugs,  from  uremia,  cholemia,  ace- 
tonemia, and  so  forth. 

5.  Reflex,  or  the  so-called  gastric  vertigo,  from 
stimuli  coming  over  the  pneumogastric  nerve. 

Vomiting.  This  is  a reflex  action,  the  result  of 
afferent  stimuli  coming  to  the  vomiting  center  in 
the  medulla,  with  consequent  efferent  stimuli  over 
the  motor  pathways.  The  afferent  stimuli  come 
over  one  of  four  pathways,  and  the  causes  of  vom- 
iting may  be  grouped  accordingly. 

1.  Abdominal — stimuli  coming  over  the  pneumo- 
gastric nerve;'  includes  indigestion,  appendicitis^ 
gastric  neuroses,  ulcer  or  cancer,  hepatic  or  renal 
colic,  pregnancy,  intestinal  obstruction,  tabetic 
crises,  cardiac  disease  with  decompensation,  and 
so  forth. 

2.  Pharyngeal,  from  stimuli  over  the  glosso- 
pharyngeal nerve.  Throat  irritation  is  a common  ex- 
ample; the  pathologic  causes  of  this  stimuli  are 
infrequent. 

4.  Nasal  stimuli  over  the  trigeminal  nerve;  bad 
odors  being  a common  example;  migraine  is  another 
example. 

5.  Cerebral  stimuli,  arising  from  inflammatory, 
toxic  or  psychic  causes  or  intracranial  pressure. 
This  includes  the  vomiting  of  meningitis,  cerebral 
tumor  or  abscess,  of  diabetes  from  acetonemia,  from 
cholemia,  from  uremia,  onset  of  acute  infections, 
alcoholism. 

When  we  study  these  many  causes  of  three  very 
common  symptoms,  the  list  seems  formidable,  but  a 
critical  analysis  of  the  symptoms  in  tabular  form 
(q.v.),  will  soon  show  that  wre  can  narrow  the 
causes  common  to  all  three  symptoms  down  to  a 
much  narrower  group. 

Without  going  through  all  the  motions,  the  final 
result  is  that  the  diseases  which  stand  out  as  the 
most  likely  causes  of  all  three  symptoms  are: 
(1)  Organic  brain  disease,  (2)  arteriosclerosis, 
(3)  nephritis  with  uremia.  Other  conditions  come 
•momentarily,  into  the  picture,  but  soon  fade  out, 
when  attempt  is  made  to  cover  all  the  symptoms  by 
them.  Those  symptoms  are:  headache,  dizziness, 
nausea  and  vomiting,  history  of  some  intrathoracic 
patholpgy  of  uncertain  character,  chest  findings 
nearly  normal,  bilateral  choked  discs,  left  facial 
muscular  weakness,  normal  urine  and  blood  except 
for  leukocytosis.  Spinal  fluid  with  evidence  of  in- 
creased intracranial  pressure,  slight  excess  of  pro- 
tein, colloidal  gold  tending  to  paretic  curve,  other- 
wise normal;  second  examination  showing  evidence 
of  some  bleeding. 


HEADACHE 
Organic 
Brain  tumor 
Meningitis 
Arteriosclerosis 
Periostitis 
Sense  organs 
Sinusitis 

Toxic 
Foul  Air 
Gases 
Drugs 
Uremia 
Cholemia 
Diabetes 
Intestinal 
Infections 
Functional 
Blood  pressure 
Congestion 
Anemia 
Mental  strain 
Eye  Strain 
Migraine 
Epilepsy 
Psychoneuroses 


VERTIGO 

Central 

Tumor 

Arteriosclerosis 
Dissem.  sclerosis 
Paresis 
Circulatory 

Toxic 

Alcohol 

Tobacco 

Drugs 

Uremia 

Cholemia 

Acetonemia 

Aural 

Meniere’s  dis. 

Infections 

Wax 

Neuropathic 

Neurasthenia 

Psychoneurosis 

Epilepsy 


VOMITING 
Cerebral 
Tumor  or  abscess 
Meningitis 
Toxic  (infections) 
Uremia 
Cholemia 
Acetonemia 
Alcoholism 
Psychic 

Abdominal 
Indigestion 
Appendicitis 
Gastric  neurosis 
Ulcer  or  cancer 
Int.  obstruction 
Hepatic  or  renal 
colic 
Tabes 

Heart  disease 

Pharyngeal 

Irritation 

Nasal 

Odors 

Migraine 


This  history  of  chest  lesion,  producing  cough, 
stained  sputum,  and  so  forth,  does  not  fit  in  with 
the  evidences  which  finally  brought  the  patient  to 
the  hospital.  They  seem  to  have  finally  disappeared, 
and  we  must  suppose  that  they  are  not  related  to 
his  terminal  illness.  The  same  thing  applies  to  the 
abdominal  symptoms  which  he  developed  after  lying 
on  the  beach  for  three  hours. 

Is  this  nephritis  with  uremia?  The  headache  of 
uremia  is  usually  frontal,  as  this  was;  nephritis 
causes  a headache  which  is  usually  worse  in  the 
morning.  Headache,  vomiting,  drowsiness,  force  us 
to  consider  uremia,  but  with  normal  urine  in  a 
comparatively  young  man,  and  without  blood  chem- 
istry, we  cannot  diagnose  nephritis. 

Is  this  arteriosclerosis?  Arteriosclerosis  of 
cerebral  arteries  may  cause  headache  which  cannot 
be  distinguished  frpm  brain  tumor.  However,  we  do 
not  usually  expect  vomiting  from  arteriosclerosis 
until  we  have  some  sort  of  toxemia  resulting.  The 
spinal  fluid  findings  cannot  be  explained  by  arter- 
iosclerosis, and  since  this  diagnosis  seems  to  be  an 
imperfect  fit,  when  we  set  down  the  symptoms,  we 
must  reject  it. 

A favorite  fictional  detective  of  mine  has  a say- 
ing, that  when  we  are  faced  with  a problem  and 
have  eliminated  the  various  possibilities,  that  which 
remains,  however  improbable,  must  be  correct. 

Therefore,  we  come  up  to  organic  brain  disease, 
with  the  idea  that  we  will  find  there  the  correct 
solution. 

When  we  consult  the  chart  of  our  three  symp- 
toms, we  find  that  the  only  lesion  common  to  the 
three  of  them — under  the  headings  Organic,  Cere- 
bral and  Central — is  brain  tumor.  Will  this  lesion 
cover  all  the  symptoms?  The  three  cardinal  symp- 
toms of  brain  tumor  are  headache,  vomiting  and 
optic  neuritis.  We  have  these.  The  headache  of 
brain  tumor  js  usually  worse  at  night,  waking  the 
patient  in  the  morning;  it  may  be  frontal  or  occi- 
pital. This  corresponds  to  what  this  patient  had. 
The  vomiting  of  brain  tumor  usually  follows  a 
change  in  position,  and  is  said  to  be  projectile.  We 
do  not  have  a very  clear  description  of  the  vomit- 
ing in  this  case,  but  since  the  vertigo  and  vomiting 
usually  go  together,  and  the  vertigo  is  said  to  have 
come  on  change  of  position,  we  may  assume  that 
the  vomiting  did  also.  The  optic  edema  is  con- 
sistent for  brain  tumor,  being  bilateral,  indicating 
generalized  intracranial  pressure. 
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The  peculiar  symptom  of  the  sight  of  food  nau- 
seating him,  and  the  bad  taste  in  his  mouth  is 
probably  the  anosmia  of  cerebral  tumor.  Since 
taste  is  nine-tenths  smell,  a subjective  sensation  of 
a bad  smell  could  easily  be  mistaken  by  the  patient 
for  a bad  taste. 

The  vertigo,  or  dizziness,  coming  with  change  of 
motion  is  consistent  with  cerebral  tumor. 

The  spinal  findings  are  those  of  an  increased 
intracranial  pressure  without  blocking  of  the  fluid 
pathways.  The  pressure  is  high,  and  the  relief  of 
pressure  and  relief  of  headache  following  removal 
of  fluid  is  typical;  chlorides  are  normal,  sugar, 
normal,  total  protein  somewhat  in  excess.  Colloidal 
gold  is  paretic  type  but  with  the  goal  of  a proved 
diagnosis  in  sight  we  will  not  be  turned  aside  by 
that  suggestion.  The  second  spinal  fluid  examina- 
tion would  indicate  that  there  had  been  some  hem- 
orrhage. 

Now  comes  the  question  as  to  whether  this  brain 
lesion  is  a primary  growth,  an  abscess,  a metastatic 
growth,  a hemorrhage,  or  what  not.  Were  the  symp- 
toms in  the  thorax  which  we  have  ignored  the  evi- 
dences of  a primary  new  growth  which  has 
metastasized  to  the  brain?  Are  the  abdominal 
nodules  a part  of  this  same  metastasizing  process? 
There  is  against  this  the  evidence  that  the  lung 
lesions  improved  or  disappeared.  However,  we 
will  include  this  as  our  second  choice. 

Diagnosis:  Brain  tumor,  with  terminal  hemor- 
rhage into  or  around  the  growth. 

Discussion  by  Dr.  Richard  Cabot 

(Taken  from  journal  as  above) 

“Everything  went  black  before  his  eyes  for  sever- 
al minutes.”  That  is  fainting.  Anyone  who  was 
looking  on  would  have  said  what  else  he  did.  But 
this  is  often  all  the  patient’s  description  of  fainting. 

I cannot  make  anything  of  his  improvement 
after  two  months  on  a farm. 

That  attack  one  or  two  years  before  admission 
might  perfectly  well  have  been  an  attack  of  tuber- 
culosis and  it  might  perfectly  well  be  a bronchitis 
or  something  quite  different  from  either,  that  1 
cannot  guess. 

The  Out-Patient  record  is  a good  deal  earlier  than 
we  know  of  him  here. 

The  gain  in  weight  is  surprising  in  view  of  the 
other  symptoms.  We  should  expect  him  to  lose 
and  not  gain. 

The  fullness  over  the  suprasternal  notch  makes 
us  think  of  aneurysm  or  mediastinal  glands. 

Dr.  George  W.  Holmes:  This  is  the  earlier  film, 
the  one  spoken  of  as  showing  rounded  shadows  of 
increased  density.  Here  are  the  shadows,  very 
small,  quite  indefinite.  Perhaps  more  important 
is  the  larger  shadow  which  occupies  the  greater 
part  of  the  region  between  the  heart  and  the  dia- 
phragm on  the  right  side  in  the  region  of  the  car- 
diophrenic  angle.  The  heart  shadow  is  apparently 
somewhat  enlarged.  We  have  no  actual  measure- 
ments or  films  taken  for  the  heart.  It  looks  a little 
large  and  triangular.  We  have  another  film  in 
which  practically  all  those  shadows  have  disap- 
peared. 

These  shadows  look  like  metastatic  nodules  in 
the  lungs.  I do  not  think  they  would  disappear  if 
that  is  what  they  were.  That  looks  like  a broncho- 
phneumonic  patch.  It  may  have  been  an  infarct. 
The  smallest  shadows  I do  not  know  how  to  ex- 
plain. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Cabot:  Certainly  the  natural  thing  to 

think  of  first  is  a neoplasm  somewhere.  A 
neoplasm  is  suggested  by  his  anemia  and 


by  these  masses  in  the  region  of  the 
kidneys  or  perhaps  of  the  spleen  and  liver,  we 
cannot  tell  exactly  which,  on  one  occasion  said  to 
be  nodular.  These  brain  symptoms,  as  you  remem- 
ber perhaps  Dr.  Wolbach  told  us  the  other  day,  very 
often  come  as  a result  of  metastases  of  tumors 
elsewhere.  If  I remember,  the  tumor  which  was 
metastasizing  last  week  at  the  Brigham  Hospital 
was  in  the  lung.  If  that  second  film  belongs  to  an- 
other patient  we  might  still  say  it  is  in  the  lung 
here.  But  the  patient  improved  so  tremendously 
at  the  time  that  we  shall  have  to  say  that  film  is 
correct,  and  we  have  no  evidence  of  disease  of  the 
lung.  I think  meningitis  may  be  excluded.  In 
the  beginning  pulmonary  symptoms,  ending  up  with 
cerebral  symptoms,  and  the  lumbar  puncture  show- 
ing no  cells, — all  that  is  very  hard  to  make  consis- 
tent with  any  meningitis.  He  is  young  for  cere- 
bral hemorrhage.  We  have  none  of  the  usual  con- 
comitants (in  the  way  of  focal  symptoms)  for  se- 
rious hemorrhage.  We  have  blood  in  the  second  tap 
fluid.  I do  not  know  whether  the  tpping  was  done 
in  such  a ;vay  that  they  could  certainly  exclude 
blood  from  the  operation  of  tapping  itself.  We 
have  to  think  of  something  that  could  bleed,  and 
that  could  be  neoplasm  well  enough.  I feel  quite 
uncertain  as  to  what  organ  is  the  seat  of  the  pri- 
mary focus.  It  might  well  be  a hypernephroma, 
though  the  metastasis  is  not  characteristic.  As  to 
the  brain  symptoms,  I should  say  they  were  from 
neoplasm,  that  he  had  marked  internal  hydroce- 
phalus and  symptoms  due  to  that  hydrecephalus. 

CLINICAL  DIAGNOSIS  (FROM  HOSPITAL 
RECORD) 

Central  nervous  system  syphilis? 

DR  RICHARD  C.  CABOT’S  DIAGNOSES 

Neoplasm,  perhaps  hypernephroma,  primary  focus 
unknown,  with  metastasis  to  the  brain. 


Pathologic  Discussion  by  Dr.  Tracy  B.  Mallory 

(From  above  journal,  p.  177) 

The  autopsy  showed  some  most  unusual  findings 
which  are  still  puzzling  us  for  a correct  interpreta- 
tion. A nodule  of  tumor  five  centimeters  in  diameter 
was  found  in  the  right  frontal  lobe.  This  was  of 
unusual  firmness  and  whiteness.  Both  adrenaiS 
were  completely  replaced  by  huge  tumor  masses 
which  were  in  themselves  almost  wholly  necrotic 
and  filled  with  fluid  hemorrhagic  contents.  The  tu- 
mor in  the  left  adrenal  was  about  twice  the  size  of 
that  in  the  right  and  measured  25  by  15  by  15 
centimeters.  The  tail  of  the  pancreas  was  adherent 
to  this  n;ass. 

At  the  time  of  the  necropsy  we  jumped  to  the 
conclusion  that  we  were  dealing  with  a neuroblas- 
toma, the  cominonest  tumor  of  the  adrenal  medul- 
la. This  is  frequently  bilateral  and  typically  met- 
astasizes to  the  head.  It  is,  however,  extremely 
rare  except  in  childhood. 

The  other  gross  findings  of  significance  were  a 
totally  adherent  pericardium  and  a nodule  of  metas- 
tic  tumor  in  the  right  auricular  wall. 

Microscopic  examination  revealed  our  error  and 
showed  that  we  were  dealing  with  two  independent 
primarily  malignant  tumors.  The  tumor  in  the  brain 
was  a well  differentiated,  rather  slowly  growing, 
perfectly  typical  fibrosarcoma.  This  is  a very 
rare  primary  site  for  a tumor  of  this  character.  The 
tumors  of  the  adrenals,  the  tail  of  the  pancreas  and 
the  heart  were  similar  to  each  other  in  character 
but  totally  different  from  the  brain  lesion.  They 
were  extremely  undifferentiated,  very  rapidly 
growing,  largely  necrotic.  In  some  areas  there  was 
a recognizable  alveolar  arrangement  and  the  cells 
could  be  identified  as  epithelial.  This  was  particu- 
larly true  of  the  tail  of  the  pancreas,  where  the 


MAY,  1931 


219 


appearances  were  entirely  consistent  with  a primary 
carcinoma  of  that  organ  and  the  histologic  findings 
did  not  at  any  point  suggest  any  recognized  type  of 
primary  adrenal  tumor. 

Dr.  G.  L..  Adamson:  When  the  patient  first  came 
to  the  hospital  a diagnosis  of  brain  tumor  was 
made;  right  frontal  or  temporal  lobe.  After  we  pal- 
pated the  abdominal  masses  we  had  to  think  fur- 
ther, and  the  closest  we  came  then  was  carcinoma- 
tosis. The  diagnosis  of  central  nervous  system 
syphilis  was  made  at  death  because  of  the  colloidal 
gold  reaction  and  before  we  had  received  the  Wass- 
ermann  reaction  report. 

ANATOMIC  DIAGNOSES 

Primary  fibrosarcoma  of  the  brain. 

Primary  carcinoma  of  the  pancreas  with  metas- 
tases  to  both  adrenals  and  the  heart. 

Adherent  pericarditis. 


BACTERIOPHAGE  AND 
BACTERIOPHAGY 

Following  the  announcement,  in  1921,  by 
d’Herelle,  of  his  studies  into  and  his  con- 
clusions concerning,  the  “bacteriophage,” 
the  Journal  A.  M.  A.  (July  9,  1921)  sum- 
marized in  an  editorial  the  developments  in 
this  astounding  chapter  of  medical  discov- 
ery, as  follows: 

“In  1915,  Twort,  of  London  (Twort,  F.  W.:  Lan- 
cet, Dec.  4,  1915),  while  seeking  evidence  regarding 
nonpathogenic  ultramicroscopic  organisms  found 
some  unexpected  results.  While  culturing  calf  vac- 
cine, colonies  of  micrococci  were  obtained,  from 
which  subcultures  could  be  made.  On  some  of  these, 
he  noticed  certain  colonies  became  transparent  from 
disintegration  of  the  cocci.  When  material  from 
such  a dissolved  colony  was  brought  in  contact  with 
an  ordinary  colony,  the  process  of  solution  would 
spread  into  the  latter  and  often  completely  kill  all 
the  cocci  in  it.  If  material  from  a dissolved  colony 
was  diluted  and  filtered  through  porcelain,  the  clear 
filtrate  had  the  power  to  dissolve  cocci.  This  coc- 
cus-destroying virus  can  be  kept  alive  through  many 
generations  of  transfers,  and  cannot  be  grown  in- 
dependently of  the  cocci. 

These  observations  suggested  at  once  the  exist- 
ence of  ultrafilterable  viruses  pathogenic  for  bac- 
teria. 

In  1917,  d’Herelle  observed  similar  phenomena  in 
dysentery  bacilli  cultures,  his  observations  being 
published  in  a series  of  short  articles.  This  virus 
can  be  cultivated  through  repeated  generations,  and 
gives  the  impression  of  being  a true  ultramicroscopic 
organism,  capable  of  multiplication,  specifically 
pathogenic  for  the  particular  bacillus  (Shiga  in  this 
instance).  This  attractive  hypothesis  has  not  been 
accepted  without  protest. 

If  the  organic  world  has  been  built  up  slowly  in 
accordance  with  the  theories  of  evolution,  an  ameba 
and  a bacterium  must  be  recognized  as  highly  devel- 
oped organisms  in  comparison  with  much  more 
primitive  forms  which  once  existed,  and  probably 
still  exist.  It  is  quite  possible  that  an  ultramicro- 
scopic virus  belongs  somewhere  in  this  vast  field 
of  more  lowly  organisms  than  the  bacterium.  It 
may  be  living  protoplasm,  or  ai>  enzyme. 

Kabeshima  thinks  the  bacteriolytic  agent  is  an 
enzyme  (Compt.  rend.  Soc.  de  bioi.  83:  471,  1920), 
because  a minute  quantity  causes  very  rapid  lysis 
of  large  quantities  of  bacteria,  it  remains  notent  at 
least  four  years  at  ordinary  temperatures,  it  resists 
the  action  of  alcohol,  chloroform,  toluene,  ether  and 
phenol;  the  active  agent  may  be  precipitated  from 
solutions  with  acetone  or  alcohol  without  destruc- 


tion, and'  may  be  disisolved  and  preserved  in  glyce- 
rine; it  resists  temperatures  that  destroy  bacteria 
and  is  not  thrown  out  of  solution  by  centrifugation. 
He  thinks  it  is  a catalyst  which  activates  the  auto- 
lytic  enzymes;  of  the  bacteria. 

Twort  believes  the  agent  is  something  formed  by 
the  bacteria  themselves,  saying,  “There  is  this 
against  the  idea  of  a separate  form  of  life:  if  the 
white  micrococcus  is  repeatedly  plated  out  and  a 
pure  culture  obtained,  this  may  give  a good  white 
growth  for  months  when  subcultivated  at  intervals 
on  fresh  tubes;  eventually,  however,  most  pure 
srains  show  a transparent  ispot,  andj  from  this  the 
transparent  material  can  be  obtained  once  again.” 

D'Herene  is  convinced  tne  active  agent  is  a true 
living  organism  which  normally  exists  in  the  bowel, 
normally  acting  on  the  colon  bacillus,  but  which  may 
be  an  important  defense  against  dysentery.  He  says 
he  has  cultivated  a single  strain  through  more  than 
a thousand  generations  without  loss  of  bactericidal 
property.  Gjorup  also  accepts  the  view  that  this  is 
a true  filterable,  ultramicroscopic  virus  pathogenic 
for  bacteria.” 

Since  1921  it  has  been  estimated  that  more 
than  seven  hundred  articles  have  appeared 
on  this  subject,  the  great  majority  of  them 
in  the  European  journals.  D’Herelle’s  sec- 
ond book  has  recently  appeared  containing 
his  Lane  Lectures  at  Stanford  University, 
in  October.  1928,  bringing  his  own  views  up 
to  date.  The  development  of  the  researches 
into  this  agent  or  phenomenon  has  been  very 
interesting  and  it  is  thought  worth  while  to 
list  some  of  the  most  important  articles  in 
the  order  of  their  publication,  for  the  sake 
of  a clearer  view  of  this  development. 

Gjorup  (Hospitalstidende,  Copenhagen, 
Apr.  6,  1921)  reviewed  the  published  mate- 
rial and  agreed  that  bacteriophagy  repre- 
sents a filterable  virus  growing  on  bacteria, 
and  that  Kabeshima’s  suggestion  of  catalytic 
action  is  not  tenable. 

Machado  and  Costa  Cruz  (Brazil-Medico., 
Dec.  17,  1921)  and  Pico  (Revista  de  la  Asoc. 
Med.  Argentina,  Oct.,  1922)  claimed  the 
phenomenon  to  be  due  to  ferment  action 
from  bacterial  products. 

Bail  (Wien.  Klin.  Wchnschr.,  May  19,  1921 
and  Sept.  15,  1921)  described  the  different 
conditions  under  which  the  “virus  germs” 
would  develop  in  cultures  of  dysentery 
bacilli. 

Otto  and  Munter  (Deutsche  Med. 
Wchnschr,.  Dec.  29,  1921),  discussed  the  sig- 
nificance of  the  four  ways  of  demonstrating 
the  d’Herelle  phenomenon. 

Bergstrand  (Svenska  Lak.  Handliger, 
Mch.  31,  1922)  described  the  characteristics 
acquired  by  staphylococci  after  having  re- 
sisted the  action  of  baeteriophagum  and 
stated  this  new  discovery  would  upset  many 
ideas  regarded  as  established,  as  to  hered- 
ity and  bacterial  variation. 

Piorkowski  (Med.  Klin.,  Berlin,  Apr.  9, 
1922)  caked  attention  to  the  frequent  trans- 
formation of  hemolytic  streptococci  into  the 


220 


SOUTHWESTERN  MEDICINE 


viridans  in  the  tonsils.  Also  to  the  spon- 
taneous development  of  bacteriophagum 
spots  on  cultures  of  streptococci  and  thinks 
they  are  due  to  ferment  action. 

In  J.  A.  M.  A.,  for  Nov.  11,  1922,  edi- 
torial comment  summarized  the  most  impor- 
tant recent  communications,  as  follows: 

“Twort,  and  a little  later  d’Herelle.  observed 
that  when  Berkefeld  filtrates  of  the  cultures  of  cer- 
tain bacteria  obtained  from  stools  and  other  bac- 
teria are  added  to  cultures  of  dysentery  or  other 
bacteria,  a solution  of  the  micro-organisms  often 
occurs.  This  reaction  is  referred  to  as  the  d’Herelle 
phenomenon  or  bacteriophagy.  The  nature  of  the 
solvent  agent  or  bacteriophage,  that  is,  the  su'b- 
stanoei  in  the  filtrates  which  has  the  power  of  dis- 
solving bacteria,  has  not  been  definitely  established. 
D’Herelle  believes  it  to  be  a filtrable  virus,  a para- 
site of  the  bacteria  themselves,  because,  when  a 
portion  of  the  dissolved  cultures  is  added  to  a new 
culture,  it,  dn  turn,  may  go  into  solution.  Moreover, 
agar  subcultures  of  the  dissolved  or  partially  dis- 
solved cultures  reveal,  as  a rule,  colonies  of  a shag- 
gy, moth-eaten  appearance,  which  have  been  called 
“sensitive”  colonies,  because  the  bacteriophage  or 
lysant  is  present  on  the  medium  in  which  the  growth 
occurs,  in  solutions  in  which  the  colonies  are  wash- 
ed, and  in  suspens  ons  of  the  disintegrated  or 
ground-up  bacteria. 

Bordet  was  the  first  to  advocate  that  the  dissolv- 
ing principle  originates  from  the  bacteria  them- 
selves, which,  when  touched  by  this  active  substance, 
are  capable  of  regenerating  it,  the  factor  responsible 
for  the  phenomenon  being  thus  unceasingly  repro- 
duced, on  the  condition,  however,  that  the  bacteria 
are  still  living  and  provided  with  the  nutritive  sub- 
stances necessary  to  their  growth.  Bail  and  Wata- 
nabe,  who  also  believe  the  phenomenon  to  be  one 
of  autolysis,  attempt  to  explain  it  by  an  analogy 
with  cell  division,  as  exemplified  in  spermatogene- 
sis; bacteriophagy  is  likened  to  the  autolysis  of  the 
old  nucleus  prior  to  its  reconstruction  into  two  nu- 
clei. This  comparison  is  suggested  by  their  belief 
that  the  dissolving  agent  is  produced  by  the  gen- 
erative mass  of  bacteria  rather  than  by  the  vegeta- 
tive mass.  Davison  has  recently  made  a study  of  the 
properties  of  bacteriosolvents,  and  his  results  lead 
him  to  believe  that  they1  are  probably  enzymatic  in 
nature.” 

Again  in  the  issue  of  Dee.  9,  1922,  the  fol- 
lowing comment  on  other  investigations  fur- 
them  epitomized  the  subject: 

“In  a recent  issue,  different  opinions  of  the  na- 
ture of  the  solvent  agent  in  bacteriophagy  were  cit- 
ed. D’Herelle,  who  contends  that  the  substance  is 
a filtrable  virus,  and  Bordet  and  Ciuca,  who  are 
just  as  firm  in  their  belief  that  it  is  enzymatic  in 
nature,  report  the  production  of  antiserums  that 
neutral'ze  its  solvent  action.  Bordet  and  Ciuca,  in- 
oculating rabbits  with  Berkefeld  filtrates  of  dis- 
solved cultures  of  Bacillus  coli,  obtained  a serum 
which,  on  being  mixed  with  active  bacteriophages, 
prevented  the  solution  of  cultures  of  B coli,  which 
now  developed  in  the  normal  way.  The  antiserum 
neutralized  the  inhibitory  and  dissolving  properties 
of  the  bacteriophage.  An  antiserum  with  similar 
action  was  produced  also  by  inoculating  rabbits 
with  suspensions  of  so-called  sensitive  or  deformed 
colonies.  Bordet  and  Ciuca  beb'eve  that  these  re- 
sults strengthen  their  opinion  that  the  active  sub- 
stance is  a product  of  the  bacteria  themselves. 
D’Herelle  and  Eliava  made  experiments  with  B.  dys- 
enteriae  (Shiga)  and  obtained  a serum  which  in- 
hibited lysis  of  the  bacilli  only  temporarily,  and  they 


report  the  return  of  lysant  power  after  the  effect 
of  the  antiserum  had  passed  away,  which  they  hold 
supports  their  view  that  the  lytic  agent  is  a living 
parasite.  Now  Gratia  and  Jaumain  also  report  the 
production  of  antiserum  which,  greatly  diluted,  in- 
hibited the  action  of  the  bacteriophage  temporar- 
ily; when  more  concentrated,  however,  its  action 
was  permanent.  This  may  explain  the  results  of 
d’Herelle  and  Eliava,  who  worked  with  high  dilu- 
tions, 1 : 1,000,000,  of  their  serum.  The  antiiserums 
obtained  by  Gratia  and  Jaumain  against  the  bac- 
teriophage active  only  for  staphylococcus  and  an- 
other active  only  for  B.  coli  were  strictly  specific 
in  their  neutralizing  actions,  while  Maisin,  in  sim- 
ilar experiments,  found  the  neutralizing  effect  to  be 
non-specific.  The  conflicting  results,  which  are 
characteristic  of  much  of  the  work  on  bacteri- 
ophagy, should  stimulate  further  experiments  to 
determine  more  decisively  the  nature  of  the  phe- 
nomenon. ’ 

Nelson  Barbosa  (Brazil-Medico,  June  22, 

1923)  reports  on  the  use  of  staphylococcus 
bacteriophage  in  furuncles,  abscesses  and 
pyelitis.  Da  Costa  Cruz,  in  same  journal, 
reeorted  on  use  of  bacteriophage  by  mouth 
in  twenty-four  cases  of  bacillary  dysentery, 
and  in  subsequent  issues  of  this  Journal 
(June  23.  1923  and  Sept.  29,  1923)  discussed 
work  which  attempted  to  establish  the  na- 
ture of  the  phenomenon,  concluding  that 
“this  research  seems  to  suggest  the  ferment 
or  antibody  nature  of  this  transmissible 
microbic  lysis.” 

McKinley  (Arch.  Int.  Med.,  Dec.,  1923) 
administered  bacteriophage  in  a number  of 
wavs  with  some  degree  of  success;  it  was 
given  subcutaneously,  by  duodenal  tube,  into 
wounds,  on  dressings,  by  ureteral  catheter, 
intranasally,  intra-aurally  and  by  ingestion 
in  amounts  from  1 c.c.  to  50  c.c.,  without 
bad  reactions. 

Costa  Cruz  (Comp.  Rend,  de  la  Soc.  de 
Biol.,  Oct.  7,  1924)  affirms  that  bacterio- 
phage administration  is  the  best  treatment 
in  dysentery  available  at  the  present  time. 
It  is  given  by  mouth  twice  a day,  each  dose 
being  2 c.c.  During  the  past  year  10,000 
boxes  of  bacteriophage  have  been  distributed 
to  physicians  in  Brazil.  It  does  not  neutral- 
ize the  toxin  and  the  Shiga  antiserum  may 
be  required  in  addition. 

Hauduroy  (Ann.  de  Med.,  Paris,  Oct., 

1924)  claims  that  many  infectious  diseases, 
such  as  dysentery,  typhoid  fever,  plague  or 
cholera,  may  be  prevented  or  cured  by  bac- 
teriophage. No  more  than  two  or  three  sub- 
cutaneous injections  of  3 or  4 c.c.,  at  twenty- 
four  hour  intervals,  should  be  given,  as 
otherwise  sensitization  might  occur.  Four 
or  five  doses  of  10  to  20  c.c.  of  the  pure  or 
diluted  bacteriophage  are  taken  by  mouth. 

Bail  (Deutsch.  Med.  Wochenschr.,  Jan.  2, 

1925)  showed  that  the  destruction  of  bac- 
teria is  only  one  of  the  actions  of  bacterio- 
phages. Production  of  resistance  to  bacterio- 
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phage  results  in  bacterial  mutation  and 
growth  of  atypical  forms  of  bacteria. 

Hauduroy  (Presse  Medicale,  Paris,  June 
13,  1925)  affirms  that  in  typhoid  fever  bac- 
teriophage unquestionably  plays  a part  in 
the  process  of  natural  cure,  and  can  only  be 
explained  by  lytic  action  of  bacteriophage 
on  the  typhoid  bacilli.  In  serial  blood  cul- 
tures, bacteriophage  became  progressively 
stronger  and  more  active  as  the  numbers  of 
bacilli  diminished  in  the  blood  stream. 

Hadley  (J.A.M.A.,  Aug.  29,  1925)  con- 
cluded from  his  own  observations  that  trans- 
missible bacterial  autolysis  is  widespread  in 
the  bacterial  world ; and  while  d’Herelle’s  hy- 
pothesis offers  the  easiest  and  most  obvious 
explanation,  other  possibilities  should  not  be 
entirely  excluded. 

D’Herelle  (Comp.  Pend.,  July  17,  1925) 
reiterates  anew  that  the  bacteriophage  is  a 
living  corpuscular  element,  independent  of 
the  lysed  bacteria,  and  that  it  displays  the 
properties  of  assimilation  and  adaptation. 
He  disagrees  with  Carrel  who  regards  the 
bacteriophage  as  analagous  with  Twort’s 
agent. 

Sickenga  (Nederland.  Maandschr.  v. 
Geneesk.,  Amsterdam,  vol.  13,  1925)  in  a 
comprehensive  study  of  bacteriophage  in 
children’s  pyelitis,  found  it  constantly  pres- 
ent in  the  urine  of  four  out  of  twenty-six 
cases.  The  course  of  the  disease  did  not 
seem  to  be  modified  by  the  presence  or  ab- 
sence of  the  bacteriophage.  None  was  ever 
found  in  urine  or  feces  capable  of  producing 
complete  lysis  of  the  corresponding  bacillus 
in  bouillon  culture. 

Wolff  (Nederlandsch  Tijd.  v.  Gen.,  Am- 
sterdam, Sept.  12,  1925)  does  not  believe  the 
lytic  action  of  trypsin  is  similar  to  the  action 
of  bacteriophage.  Trypsin  loses  its  action 
when  diluted  to  1 :200,  while  bacteriophage 
is  still  active  at  this  stage.  He  believes  with 
d’JIerelle  that  the  bacteriophage-like  action 
of  trypsin  is  due  to  bacteriophage  in  the 
trypsin. 

D’Herelle  (Presse  Medicale,  Paris,  Oct.  21, 
1925)  wrote  on  “The  Bacteriophage  in  the 
Treatment  of  Bubonic  Plague”  a summary  of 
his  report  appearing  in  the  J.  A.  M.  A.,  Nov. 
21,  1925,  as  follows: 

“In  the  Presse  medicale,  d’Herelle  recalls  that,  in 
1920,  he  isolated  in  Indo-China  various  strains  of 
bacteriophages  virulent  for  B.  pestis  bubonicae. 
One  of  these  specimens,  isolated  at  Bac-Lieu  from 
the  excreta  of  a rat  after  an  epidemic  of  plague, 
was  highly  virulent  from  the  start.  After  establish- 
ing that  subcutaneous  injection  of  the  filtered  bac- 
teriophage culture  caused  no  disturbance  in  the 
guinea-pig  and  subsequently  none  in  himself,  d’Her- 
elle was  about  to  employ  the  bacteriophage  in  the 
treatment  of  plague  when  he  was  suddenly  recalled 
from  Indo-China.  He  has  recently  applied  the  treat- 


ment, with  good  success,  in  Egypt,  where  he  is  the 
director  of  the  maritime  sanitary  council  and  of  the 
quarantine  board.  His  report  contains  his  observa- 
tions in  four  cases  of  bubonic  plague  that  develop- 
ed on  a steamer  anchored  in  the  harbor  of  Alex- 
andria and  treated  by  him  in  the  quarantine  hos- 
pital. 

The  bacteriophage  cultures  used  in  the  traetment 
were  prepared  thus:  To  10  c.c.  of  a culure  of  B. 
pesis  bubomcae  (cultivated  in  bouillon  for  twenty- 
four  hours)  was  added  3 cjc.  of  fresh  bouillon  in- 
oculated with  0.02  c.c.  of  a previously  prepared 
bacteriophage  culture  of  high  virulence  for  the 
plague  bacillus.  After  being  heated  in  an  autoclave 
for  twenty  hours  at  a temperature  of  37  C.,  baeteri- 
ophagia  being  then  complete,  the  clear  fluid  was  fil- 
tered and  the  patients  were  inoculated  therewith 
directly*  in  the  buboes.  In  the  three  cases  in  which 
the  culture  was  injected  within  twenty-four  hours 
following  the  appearance  of  the  bubo,  the  general 
condition  of  the  patients  improved  rapidly  within  a 
few  hours  after  the  injection.  In  the  fourth  case, 
the  intervention  not  having  occurred  until  the  third 
day,  no  definite  improvement  was  noted  until  a few 
hours  after  the  second  injection.  These  injections 
caused  no  local  or  general  reaction.  In  addition  to 
the  expected  bacteriophagie  action  in  vivo,  injec- 
tion of  the  bacteriophage  exerts  an  antitoxic  ac- 
tion. 

In  1921,  d’Herelle  published  his  observations  on 
five  patients  with  bacillary  dysentery  treated  by 
ingestion  of  a bacteriophage  culture.  He  did  not 
claim  that  the  specific  treatment  of  dysentery  had 
been  discovered  but  admitted  that  the  facts  were 
convincing  to  him  personally.  This  treatment,  since 
applied  in  tens  of  thousands  of  cases,  has  confirmed 
his  belief. 

D’Herelle  now  asserts  that  bacteriophage  therapy 
should  constitute  the  specific  treatment  for  plague. 
From  1 to  2 c.c.  of  a very  virulent  bacteriophage 
culture  should  be  injected  as  soon  as  possible.  Since 
the  treatment  is  harmless,  it  can  be  given  as  soon 
as  the  diagnosis  becomes  clinieallv  probable,  with- 
out waiting  for  bacteriologic  verification.  A sin- 
gle injection  is  indicated  if  the  temperature  falls 
steadily;  otherwise,  a second,  or  even  a third,  in- 
jection may  be  given.  In  the  absence  of  buboes,  in 
septicemic  and  pnuemonic  cases,  intravenous  injec- 
tions should  be  tried.” 

Bordet  (Annales  de  l’lnstitut  Pasteur, 
Paris,  Sept.,  1925)  wrote  on  “The  Bacterio- 
phage Question”  the  summary  of  his  article 
appearing  in  J.  A.  M.  A.  for  Nov.  21,  1925, 
as  follows: 

“Bordet  argues  that  the  bacteriophage  is  not  a 
living  virus  but  a lytic  substance  produced  by  the 
bacteria  themselves.  His  present  conclusion  is  based 
on  his  five  years’  study  of  this  transmissible  auto- 
lysis of  bacteria.  He  regards  the  autolysis  as  the 
result  of  the  elaboratioin  of  a lytic  substance  and 
assumes  that  this  is  a normal  physiologic  function 
of  micro-organisms.  The  growth  of  the  bacteria  pro- 
ceeds unimpaired  as  long  as  the  different  lytic  sub- 
stances counterbalance  each  other  or  are  not  elabo- 
rated in  excess.  The  lysis  power  and,  susceptibility 
to  it  vary  in  different  bacteria.  A bacterium  un- 
affected by  its  own  lytic  principle,  may  be  unable 
to  resist  the  principle  elaborated  by  another  species. 
The  receptivity  of  the  bacterium  and  the  local  con- 
centration of  the  lytic  principle  determine  the  num- 
ber and  extent  of  the  areas  of  the  transmissible 
autolysis.  It  is  possible  that  analogous  substances 
e^ert  an  influence  on  intercellular  relations  in 
higher  organisms,  contributing  to  normal  function- 
ing of  organs,  or  inducing  certain  pathologic  phe- 
nomena.’’ 


222 


SOUTHWESTERN  MEDICINE 


D’Herelle  (Comp.  Rend.,  Paris,  Nov.  20, 
1925)  presented  arguments  to  refute  Bor- 
det’s theory  of  two  potential  “lysogenic  prop- 
erties” as  an  explanation  of  bacteriophagy. 
This  article  was  abstracted  in  J.  A.  M.  A. 
for  Feb.  6,  1926,  as  follows: 

“D’Herelle  presents  arguments  to  refute  Bordet's 
recent  theory  of  two  potential  ‘lysogenic  properties,’ 
an  active  or  spontaneous  and  a passive  or  induced 
autolysis,  as  the  explanation  of  bacteriophagy.  Bor- 
det’s statement  was  based  on  the  fact  that  certain 
bacterial  cultures,  contaminated  by  the  bacteri- 
ophage can  be  purified,  while  others  cannot.  D’Her- 
elle does  not  believe  that  there  is  evidence  for  such 
a distinction.  He  experimented  with  bacterial  cul- 
tures which,  after  having  been  exposed  to  the  bac- 
teriophage, had  lost  the  lytic  property  owing  to 
overgrowth  of  bacteria  with  acquired  resistance. 
The  culture,  sown  on  agar,  showed  two  kinds  of  col- 
onies; those  contaminated  by  the  bacteriophage, 
and  those  not  contaminated,  the  ultrapure.  After 
serial  transplanting  (about  ten)  the  number  of  the 
ultrapure  colonies  gradually  decreased,  and  finally 
all  the  colonies  were  contaminated  by  the  bacteri- 
ophage. Bordet’s  explanation  of  this  phenomenon 
is  that  an  active  lysogenic  property  at  first  becomes 
passive,  but  reacquii'es  the  active  property  on  serial 
transplanting.  D’Herelle  accepts  this  phenomenon 
as  confirming  the  theory  of  the  bacteriophage  as  a 
parasitic  ultravirus,  affecting  bacteria.  Under  suc- 
cessive transplantations  the  acute  infectious  para- 
sitic disease  becomes  chronic,  a comparative  balance 
being  established  between  the  virulence  of  the  par- 
asite and  the  resistance  of  the  bacterium.  Bordet 
and  Ciuca  ascribe  serial  bacteriophagy  to  an  ‘inher- 
ited nutritional  defect  ’ caused  in  the  bacterium  un- 
der the  action  of  leukocyte  products.  D’Herelle  in- 
oculated fresh  bacterial  cultures  with  a filtrate  con- 
taining the  bacteriophage.  Bacteriolysis  developed. 
The  entirely  fluid  medium  was  then  filtered  to  ex- 
clude all  bacteria,  or  it  was  heated  to  a temperature 
destroying  all  the  bacteria,  without  killing  the  bac- 
teriophage. The  filtrate  thus  contained  no  bacteria 
that  had  been  in  contact  with  the  bacteriophage, 
but  it  induced  bacteriolysis  when  inoculated  in  other 
normal  cultures.  The  experiment  was  repeated  in- 
definitely, and  always  with  the  same  results.  It  ex- 
cludes, D’Herellel  asserts,  a ‘hereditary  nutritional 
defect’  in  the  bacteria,  since  there  was  no  heredity. 
There  were  no  descendants,  so  there  could  be  no 
heredity.” 

Alessandrini  (Polielinico,  Rome,  Dec.  7, 
1925)  concluded  from  his  experiments  on  the 
action  of  sodium  chloride  on  the  bacterio- 
phage that  it  behaves  like  a living  cell. 

Zdansky  (Wien,  Arch.  f.  m.,  Med.,  Nov. 
1,  1925)  used  concentrated  suspensions  of 
bacteriophages  into  the  washed  bladder  in 
cystitis,  but  only  six  of  twenty  patients  were 
cured,  and  only  three  of  these  were  treated 
exclusively  with  bacteriophage.  He  thinks 
the  rapid  appearance  of  a bacteriophage  re- 
sistant strain  was  one  cause  of  failure. 

Dalsace  (Jour.  d.  Urol.,  Jan.,  1926)  treated 
infections  of  the  urinary  tract  with  bacterio- 
phage from  colon  bacillus  in  seventeen  cases 
and  from  staphyloccocci  in  eleven.  From 
2 to  3 c.c.  of  bacteriophage  was  injected  sub- 
cutaneously, repeated  every  second  day, 
never  more  than  four  times.  During  same 


period  from  10  to  20  c.c.  were  given  by 
mouth,  with  two  or  three  instillations  of 
from  10  to  20  c.c.  into  the  bladder.  Clinical 
recovery  occurred  in  eight  cases.  When  the 
lysis  test  was  negative  in  vitro  no  effect  was 
obtained. 

Larkum  (J.  Bact.,  Sept.,  1926)  found  bac- 
teriophage present  in  25  per  cent  of  infected 
urines,  and  B.  coli  susceptible  to  the  bacterio- 
phage in  the  same  proportion  of  specimens. 
The  chronic  cases  had  resistant  bacteria  and 
no  bacteriophage.  The  bacteriophage  was 
found  in  the  acute  cases.  Four  patients 
were  treated  with  definite  improvement. 

The  summaries  presented  above  are  taken 
from  abstracts  appearing  in  the  Journal 

A.  M.  A.  Since  1926,  the  Journal  has  not 
seen  fit  to  abstract  any  of  the  articles  on 
this  subject  appearing  in  foreign  journals 
and  since  none  of  the  American  workers 
have  presented  their  work  until  recently, 
there  is  a silence  of  about  two  years  on  this 
subject.  Out  of  all  this  conflicting  material 
two  definite  and  conflicting  ideas  have  de- 
veloped. According  to  d’Herelle  the  principle 
which  destroys  bacteria  exists  in  the  form 
of  corpuscles  which  behave  in  all  respects 
like  true  parasites,  the  corpuscles  being  ul- 
tramicroscopic  in  size.  On  the  other  hand, 
Besredka  and  Bordet  dispute  the  parasitic 
living  nature  of  the  bacteriophage  and  re- 
gard it  as  a chemical  substance  created  by 
the  bacteria.  Schultz,  of  Stanford  Uni- 
vers’tv,  does  not  think  this  point  is  of  ma- 
teria' importance,  although  d’Herelle  con- 
tends that  it  is  fundamental  to  any  proper 
understanding  of  the  activity  of  bacterio- 
phages. In  his  recent  hook,  d’Herelle  says: 
“The  fact  that  bacteriophage  is  a living  be- 
ing  is  of  prime  importance  to  biology  for, 
aside  from  indicating  the  living  nature  of  all 
u'trafilterable  viruses  whose  nature  has  like- 
wise been  contested,  it  shows  further  that 
being  constituted  noi  of  a cell  in  the  his- 
tological sense  of  this  term,  but  of  simple 
protoplasmic  micella,  may  be  endowed  with 
all  the  characters  of  those  other  living  be- 
ings: in  other  words,  that  the  unit  of  living 
matter  is  not  the  cell,  but  the  micella.” 

Rice  (Jour.  Inch  Med.  Assn.,  March,  1928) 
made  a preliminary  report  and  in  the  same 
journal  for  December,  1928,  a more  detailed 
report,  on  150  cases  of  staphylococcic  and 

B.  co’i  infections  treated  with  bacteriophage 
filtrates.  In  his  preliminary  report  he  re- 
ferred to  some  work  under  wav  by  him,  to 
compare  Besredka’s  antivirus  with  bacterio- 
phages. They  are  prepared  in  the  same  way, 
except  that  no  bacteriophage  is  added  to  the 
bacterial  culture  in  making  the  antivirus. 
This  report  of  Rice’s  was  published,  but  was 
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not  available  to  the  writer.  In  his  book, 
d’Herelle  does  not  mention  Besredka  nor 
make  any  comparison  between  bacterio- 
phages and  the  so-called  locally  immunizing 
antivirus  of  Besredka.  Rice’s  report  covers 
boils,  carbuncles,  cellulitis,  osteomyelitis,  bed 
sores  and  ulcers,  suppurating  wounds,  ab- 
scesses, septicemia  and  acne. 

Schultz,  of  Stanford  University,  has  writ- 
ten two  very  interesting  articles.  In  Calif, 
and  West.  Med.,  for  March,  1927,  he  gives 
an  excellent  summary,  discussing  the  thera- 
peutic applications  in  bacillary  dysentery, 
typhoid  and  colon  infections,  staphylococcic 
infections,  streptococcic  infections  and  bu- 
bonic plague.  He  reiterates  the  caution,  “it 
is  indispensable  that  the  bacteriophage  be 
of  maximum  virulence  for  the  bacterium 
upon  which  it  is  to  act.”  He  dwells  at  even 
greater  length  on  this  point  in  his  second 
paper  (Calif.  & West.  Med.,  July,  1929),  em- 
phasizing the  two-edged  character  of  the 
bacteriophage,  and  outlines  the  technic  of 
determining  the  efficiency  of  the  ’phage 
filtrate  for  the  particular  strain  of  bacteria 
we  are  combating.  It  is  far  more  essen- 
tial to  determine  that  the  ’phage  filtrate 
proposed  to  be  used  is  positively  and  highly 
lytic  for  the  bacteria  producing  the  infec- 
tion, than  it  is  to  determine  that  diphtheria 
is  present  before  using  diphtheria  antitoxin. 
In  the  latter  event,  no  particular  harm  can 
be  done,  but  a ’phage  filtrate  which  is  only 
weakly  lytic  for  the  bacteria  present  may 
enhance  the  virulence  of  those  bacteria,  in- 
stead of  destroying  them.  The  aim  is  to 
effect  the  complete  destruction  of  the  bac- 
teria in  a given  area ; if  this  is  not  done  the 
infection  will  return  and  this  time  with 
’phage  organisms. 

Rice  (Am.  Jour.  Med.  Sci.,  March,  1930) 
made  a more  extended  report  of  his  work 
giving  details  of  300  cases  treated.  He  con- 
cludes that  in  90  per  cent  of  the  cases  they 
have  excellent  results  by  local  application  of 
bacteriophage  filtrates  in  staphylococcic  and 
B.  coli  infections.  He  found  stock  filtrates 
apparently  as  efficient  as  specially  prepared 
ones, — provided  they  are  virulent  for  the 
bacteria.  He  had  not  determined  to  his  own 
satisfaction  to  which  of  five  possible  meth- 
ods of  operation  the  results  were  due:  (1) 
whether  the  bacteriophage  is  a direct  lytic 
agent  for  the  bacteria,  as  claimed  by 
d’Herelle;  (2)  whether  it  is  an  antivirus  ef- 
fect as  claimed  by  Besredka;  (3)  whether 
it  is  the  effect  of  an  extremely  available 
antigen  in  the  shape  of  dissolved  bacterial 
bodies,  as  suggested  by  Arnold  and  Weiss; 
(4)  whether  the  bacteriophage  brought 
about  an  avirulent  phase  in  the  infecting 


organisms  as  the  result  of  microbic  dis- 
sociation, as  suggested  by  Hadley;  (5) 
whether  due  to  the  possible  stimulation  of 
tissues  by  peptone  broth,  as  claimed  by 
Friedlander  and  Tooney.  His  series  in- 
cluded the  following  interesting  figures : 66 
cases  of  boils  and  carbuncles  with  only  five 
failures;  27  abscesses  with  excellent  results 
in  24;  five  cases  of  staphylococcic  cellulitis, 
all  successful ; staphylococcic  purulent  ar- 
thritis, four  cases  all  cured;  17  appendiceal 
abscess  cases,  with  excellent  results  in  14; 
three  cases  of  peritonitis,  two  successful ; 44 
infected  wounds,  with  success  in  40;  21 
cases  of  bed  sores  with  excellent  results  in 
15;  35  cases  of  acne  with  excellent  results 
in  13,  fair  results  in  eight. 

Larkum  (Am.  Jour.  P.H.,  Jan.,  1929)  sum- 
marizes the  whole  situation  very  well.  He 
notes  that  the  conditions  treated  are  numer- 
ous, but  the  enteric  diseases,  infections  of 
the  urinary  tract  and  staphylococcic  infec- 
tions in  general  have  received  the  most  at- 
tention ; that  the  conflicting  results  depend 
apparently  on  the  nationality  of  the  users; 
and  about  all  that  can  be  gained  from  the 
study  of  the  literature  is  the  impression 
that  should  the  reader  be  so  unfortunate  as 
to  contract  any  one  of  several  diseases,  his 
first  recpiest  would  be  for  a potent  race  of 
bacteriophage. 


TREASURER’S  REPORT 

Arizona  State  Medical  Association 

To  the  Council  and  House  of  Delegates,  Arizona 
State  Medical  Association: 

Gentlemen: — 

I present  herewith  Treasurer’s  report  for  the  year 
ending  April  22,  1931.  (Books  closed  this  date.) 

GENERAL  STATEMENT 

Total  receipts  all  sources: 

Balance  General  Fund 

April  19,  1930  $ 1,203.09 

Dues  1930  293  members 

at  $12.50 3,662.50 

Donation  (Troth) 15.00 

Refund,  State  Fair  Exhibit, 

Public  Health 22.50 

Defense  Fund,  Balance 
in  Savings  Bank, 

April  19,  1930 $2,603.60 

Interest  and  coupons  515.25 

3,118.85 

United  States  Bonds 10,000.00 


Total  Receipts  all  sources. .$18, 021. 96 
Total  Disbursements  all 

sources  2,177.90 


Total  balance  all  funds 


$15,844.04 
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ANALYSIS  AND  STATEMENT  BY  FUNDS 
1.  GENERAL  FUND: 


Receipts 

Balance  in  Bank  of  Arizona 

April  19,  1930 $ 1,203.09 

293  members  pro  rated  at  $6.00 

for  Defense 1,758.00 

293  members  prorated  at  $6.50 

General  Fund 1,904.50 

Donation  (Troth) 15.00 

Refund,  State  Fair  Exhibit 22.50 


Total  Receipts $ 4,903.09 

Disbursements,  duly  authorized,  Paid  from 
General  Fund: 

St.  Louis  Button  Co.,  Changing 

date  badges _ 6.35 

A.  C.  Taylor  Printing  Co., 

Annual  Program 27.50 

A.  C.  Taylor  Printing  Co., 

Annual  Program 4.50 

D.  F.  Harbridge,  Secretary’s 

Expense  60.00 

Maricopa  County  Med.  Soc., 

State  meeting 17.50 

Josephine  F.  Randolph,  Stenog. 

State  meeting 100.00 

A.  C.  Taylor  Printing  Co., 

Letter  heads. 18.50 

Martindell,  Horne  & Co., 

Treasurer’s  bond 30.00 

Southwestern  Medicine.  250 

members  at  $2.00 500.00 

Bank  of  Arizona,  Safety  De- 
posit Box 3.00 

R.  J.  Stroud,  Health  Exhibit 

State  Fair.  50.00 

Sloan,  Holton,  McKesson  & 

Scott,  Med.  Defense 311.10 

D.  F.  Harbridge,  Secretary’s 

expense  60.00 

Sloan,  Holton,  McKesson  & 

Scott,  Med.  Defense 5.00 

A.  C.  Taylor  Printing  Co., 

Annual  cards. 3.50 

D.  F.  Harbridge,  Secretary’s 

expense  60.00 

Sloan,  Holton,  McKesson  & 

Scott,  Med.  Defense 245.86 

Arizona  Industrial  Congress, 

Membership  dues 50.00 

Postal  Telegraph  Co..  Tele- 
grams to  Washington 4.44 

Sloan,  Holton,  McKesson  & 

Scott,  Annual  Retainer ...  100.00 

Sloan,  Holton,  McKesson  & 

Scott,  Basic  Sc.  Bill 100.00 

Sloan,  Holton,  McKesson  & 

Scott,  Med.  Defense 276.75 

Drs.  Gunter  & Kennedy,  Work 

Welfare  Committee 52.00 

Powers  & Larson,  Stenog.  Med. 

Defense  49.40 

H.  S.  McCluskey,  Drafting  let- 
ter to  Governor 25.00 

Sloan,  Holton,  McKesson  & 

Scott,  Med.  Defense 17.50 


2.  DEFENSE  FUND: 


Receipts: 

Balance  in  Savings  Bank 

April  19,  1930 $ 2,603.60 

Interest  June  30,  1931 33.29 

Dec.  31,  1930 56.96 

Coupons,  U.  S.  Bonds, 

June,  1930 212.56 

Coupons,  U.  S.  Bonds, 

Dec.,  1930 212.44 

293  members  prorated  at  $6.00 

Medical  Defense 1,758.00 

Due  from  General  Fund  1930 

(Coupons  Dec.,  1929) 212.44 


$5,089.29  $ 5,089.29 

Expenditures: 

Bank  of  Arizona,  Safety  De- 
posit Box 3.00 

Sloan,  Holton,  McKesson  & 

Scott  311.10 

Sloan,  Holton,  McKesson  & 

Scott  5.00 

Sloan,  Holton,  McKesson  & 

Scott  245.86 

Sloan,  Holton,  McKesson  & 

Scott  100.00 

Sloan,  Holton,  McKesson  & 

Scott  276.75 

Powers  & Larson 49.40 

Sloan,  Holton,  McKesson  & 

Scott  17.50  1,008.61 


Balance  in  Yavapai  County 

Savings  Bank  April  22,  1931 $ 4,080.68 


CLEARING:  Dues  293  mem- 
bers at  $6.00.  $ 1,758.00 

Dues  from  General  Fund, 

(Coupons  Dec.,  1929) 212.44 


$ 1,970.44 

Cost  of  Medical  Defense 

for  year 1,008.61 


Balance  of  Defense  Fund,  in..$  961.83 

General  Fund,  Transferred 
to  Yavapai  County  Savings 
Bank  April  22.  1931. 


TOTAL  AMOUNT  FOR  MED- 


ICAL DEFENSE: 

Cash  in  Defense  Funds $ 4,080.68 

United  States  Bonds 10,000.00 


$14,080.68 


EARNINGS  OF  DEFENSE 
FUND  and  Bonds  since  last 
report: 

Bonds,  Coupons  June  1930....$  212.56 


Bonds,  Coupons  Dec.  1930.  ..  212.44 

Savings  Account,  Interest 

June  33.29 

Savings  Account,  Interest 

Dec 56.96 


$ 515.25 


April  22,  1931,  Transferred  to 

Defense  Fund 961.83  3,139.73 


April  22,  1931,  Balance  in  Bank 

of  Arizona $ 1,763.36 


UNPAID  EXPENSES  FOR  1931: 

To  Southwestern  Medicine — 

293  members  at  $2.00 $ 586.00 

To  Secretary  for  office  expense  120.00 
Stenographer  annual  meeting  ...  100.00 
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RECOMMENDATIONS : 

1.  In  1929-30  our  total  receipts  for  Medical  De- 
fense were  only  $272.37  more  than  our  expenses. 
This  year  they  are  $1,2G4.74  more  than  our  ex- 
penses. However,  the  lesson  for  1931  is  that  we 
should  continue  our  Medical  Defense  dues  as  last 
year,  $6.00.  The  Association  dues  of  $6.50  gave  us 
a small  balance.  The  total  dues  should  be  the  same 
as  last  year,  $12.50. 

2.  Our  bonds,  $10,000,  are  First  Liberty  Loan 
Converted  bearing  414  % interest,  and  may  be  called 
before  the  next  annual  meeting  of  our  Association. 
I would  suggest  that  the  Council  discuss  this  mat- 
ter at  this  time. 

Respectfully  submitted 

C.  E.  YOUNT, 

Treasurer. 

We,  the  undersigned,  a committee  duly  appointed 
by  President  James  M.  Greer,  have  audited  the 
books  of  the  Treasurer  and  inspected  the  bonds  in 
his  custody,  and  find  them  to  be  correct. 

H.  T.  SOUTHWORTH. 

J.  H.  ALLEN. 


MARICOPA  COUNTY  MEDICAL  SOCIETY 
INCORPORATES  AND  ADOPTS 
REVISED  CONSTITUTION 

Pursuant  to  action  taken  early  in  the  year, 
Articles  of  Incorporation  have  been  issued 
to  the  Maricopa  County  Medical  Society 
(Arizona),  and  at  the  regular  meeting  of 
May  11,  1931.  these  Articles  of  Incorpora- 
tion were  adopted  as  the  Constitution  of  the 
Society,  and  the  revised  By-Laws  were 
adopted.  The  new  Constitution  and  By- 
Laws  are  given  below: 

ARTICLES  OF  INCORPORATION 
of  the 

MARICOPA  COUNTY  MEDICAL 
SOCIETY 


KNOW  ALL  MEN  BY  THESE  PRESENTS: 
That  we,  the  undersigned,  whose  residence  and  post- 
office  addresses  are  set  opposite  our  respective 
names,  under  and  by  virtue  of  the  provisions  of 
Chapter  XIV  of  the  Revised  Code  of  Arizona,  1928, 
and  particularly  under  the  provisions  of  Sections 
602-611  inclusive  thereof,  having  this  day  associated 
ourselves  together  for  the  purpose  of  forming  a non- 
profit corporation,  do  hereby  adopt  the  following 
Articles  of  Incorporation. 

ARTICLE  I. 

The  name  of  the  corporation  shall  be 
MARICOPA  COUNTY  MEDICAL  SOCIETY 
and  its  principal  place  of  business  shall  be  in  the 
City  of  Phoenix,  Arizona. 

ARTICLE  II. 

This  corporation  shall  have  no  capital  stock  and 
shall  be  a non-profit  corporation  as  contemplated 
by  the  provisions  of  Section  602,  Revised  Code  of 
Arizona,  1928.  This  corporation  is  formed  for 
scientific  research  in  all  branches  of  science  con- 
nected with  the  practice  of  medicne. 

ARTICLE  III. 

Membership  in  this  corporation  shall  be  personal 
and  not  transferable.  Each  member  shall  be  en- 
titled to  one  vote  to  be  cast  by  the  member  per- 
sonally. Members  shall  be  admitted,  classified, 
continued  in  good  standing,  suspended  or  expelled 
in  accordance  with  such  reasonable  rules  and  regu- 


lations as  the  corporation  may  adopt  from  time 
to  time.  A member  may  resign  at  any  time  by 
giving  notice  thereof  in  writing  to  the  corporation 
or  its  secretary. 

ARTICLE  IV. 

The  purposes  of  the  Society  shall  be: 

(1)  To  promote  the  science  and  art  of  medicine; 

(2)  To  develop  a high  type  of  ethical  practice 
among  its  members; 

(3)  To  conserve  and  promote  the  public  health; 

(4)  To  secure  unity  and  harmony  in  the  profes- 
sion so  as  to  make  effective  its  opinions  in  all 
scientific,  legislative,  public  health,  material  and 
social  affairs,  to  the  end  that  the  profession  may 
receive  the  respect  and  support  from  the  com- 
munity to  which  its  honorable  history  and  great 
achievements  entitle  it; 

(5)  For  the  better  attainment  of  these  objects, 
the  Society  aims  to  bring  into  one  organization  all 
reputable,  ethical  and  competent  physicians,  pos- 
sessing the  qualifications  herein  specified,  of  Mari- 
copa County,  and  to  unite  with  other  County  So- 
cieties to  form  the  Arizona  State  Medical  Associa- 
tion, and  through  it  with  other  State  Associations 
to  form  and  maintain  the  American  Medical  Asso- 
ciation. 

ARTICLE  V. 

Section  1.  Every  legally  licensed  practitioner  of 
medicine  or  surgery  in  the  county  of  Maricopa, 
State  of  Arizona  who  is  of  good  moral  and  ethical 
standing,  and  who  does  not  support  or  claim  to 
practice  sectarian  medicine,  who  is  a graduate  of  a 
reputable  medical  college,  which  at  the  time  of  his 
graduation  maintained  the  standards  equivalent  to 
those  of  the  Association  of  American  Medical  Col- 
leges, shall  be  eligiible  to  membership,  provided 
that  the  Society  as  a whole  as  represented  by  its 
membership  in  attendance  at  its  regular  meetings 
shall  be  the  sole  judge  of  the  qualifications  for 
membership  of  its  members  or  applicants  for  mem- 
bership, and  that  the  vote  of  the  membership  of  the 
Society  at  such  meetings  shall  be  conclusive  upon, 
the  question  of  the  right  to  membership. 

Section  2.  An  applicant  for  membership,  unless 
his  application  is  accompanied  by  a transfer  card 
issued  by  other  component  county  or  district  so- 
cieties, must,  in  addition  to  the  above  requirements, 
be  a resident  of  the  county  of  Maricopa,  State  of 
Arizona,  and  must  have  been  such  resident  and  ac- 
tively engaged  in  the  practice  of  medicine  for  a 
period  of  at  least  six  months  before  he  shall  be 
eligible  to  membership. 

Section  3.  Applicants  for  membership  possessing 
the  qualifications  enumerated  in  Section  1 of  this 
Article  and  who  present  properly  attested  transfer 
cards  within  sixty  days  after  the  issuance  of  said 
card  from  other  county  medical  units  or  the  Ameri- 
can Medical  Association  in  the  United  States,  may 
present  their  cards  at  any  time  after  their  location 
in  Maricopa  county,  Arizona,  no  period  of  prior 
residence  being  required  of  such  applicant  for 
transfer,  provided  that  such  physician  shall  have 
otherwise  complied  with  all  the  laws  of  the  State 
of  Arizona  regarding  medical  practice,  and  the 
Articles  of  Incorporation  of  this  Medical  Society, 
and  provided  further,  that  this  Society  shall  have 
the  same  exclusive  right  to  pass  upon  such  quali- 
fications of  such  applicant  as  is  provided  in  Section 
1 of  this  Article. 

ARTICLE  VI. 

Neither  the  members  of  this  Society  nor  their 
private  property  shall  be  liable  in  any  manner  for 
any  corporate  debts,  obligations,  undertakings  or 
for  any  damages  incident  to  or  arising  out  of  any 
(Continued  on  page  234) 
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MALPRACTICE  SUITS  IN  ARIZONA 

A year  ago,  there  were  pending  in  the 
Courts  of  Arizona  against  members  of  the 
Association  the  following  cases : 

James  Mammon  vs.  Drs.  C.  H.  Laugh- 
arn,  W.  R.  Quinn  and  E.  J.  Gungle,  in  the 
Superior  Court  of  Greenlee  County; 

Jack  Flanigan  vs.  Drs.  A.  C.  Rounseville 
and  P.  A.  Melick,  in  the  Superior  Court  of 
Coconino  County. 

The  case  of  Mammon  vs.  Dr.  Laugharn 
et  al.  was  tried  beginning  on  December  20, 
1930.  The  action  was  brought  for  damages 
in  behalf  of  the  parents  for  the  wrongful 
death  of  a deceased  boy  child  twelve  years 
old.  The  complaint  charged  that  the  opera- 
tion for  appendicitis  of  the  deceased  child 
was  performed  without  the  consent  of  the 
parents  and  was  the  cause  of  death.  It 
charged  various  acts  of  negligence  on  the 
part  of  the  physicians,  among  them  being 
that  the  surgical  instruments  and  hands  of 
the  defendants  were  not  properly  sterilized; 
that  no  proper  examination  was  made;  that 
the  operation  was  unnecessary,  and  other 
equally  absurd  claims.  Th  plaintiff  called 
both  Dr.  Laugharn  and  Dr.  Gungle  to  the 
stand  as  witnesses  on  cross-examination  un- 
der the  statute.  It  appeared  from  such  ex- 
aminations that  the  child  had  a severe  case 
of  appendicitis  when  Dr.  Laugharn  was  first 
called ; that  an  immediate  operation  was  ad- 
vised but  that  both  the  mother  and  father 
refused  to  permit  it ; that  twenty-four  hours 
elapsed  and  the  case  became  much  more 
acute  and  the  condition  advanced;  that  at 
that  time  Dr.  Laugharn  was  called  on  the 
’phone  and  told  in  substance  that  the  opera- 
tion might  be  performed;  that  the  child  was 


taken  to  the  hospital  and  the  operation  per- 
formed ; that  pathological  tests  showed  a 
streptococcic  infection  of  the  appendix;  that 
the  appendix  was  ruptured  and  the  infection 
had  spread  to  the  abdominal  cavity.  The 
evidence  also  showed  that  not  only  did  both 
the  parents  consent  to  the  operation,  but 
that  the  mother  accompanied  the  child  to 
the  hospital  and  was  present  at  the  hospital 
at  all  times  during  the  operation,  but  not 
in  the  operating  room;  that  the  child  died 
in  about  forty-eight  hours  after  the  opera- 
tion was  performed;  that  had  it  been  per- 
formed twenty-four  hours  earlier  it  prob- 
ably would  have  been  successful;  that  the 
infection  had  so  far  developed  that  it  and 
not  the  operation  was  the  cause  of  death. 
Upon  the  completion  of  the  examination  of 
the  two  doctors,  it  was  clear  that  the  plain- 
tiff had  no  case  and  the  plaintiff’s  attorney 
immediately  moved  for  non-suit.  As  the 
statute  of  limitations  has  run  against  the 
bringing  of  a new  action,  the  case  is  con- 
cluded by  such  non-suit. 

In  the  case  of  Flanigan  vs.  Drs.  Rounse- 
ville and  Melick  it  was  alleged  that  the  de- 
fendant physicians  in  making  a series  of 
x-ray  pictures  had  seared  plaintiff  external- 
ly and  internally.  That  said  burning  had 
seared,  injured  and  paralyzed  plaintiff’s 
bowels  and  liver  area;  that  plaintiff  as  a 
result  of  such  burns  had  suffered  for  a long 
period  of  time  great  pain.  The  complaint 
alleged  without  going  into  detail  that  the 
burns  were  caused  by  the  careless  and  neg- 
ligent operation  of  the  x-ray  apparatus. 
This  case  had  been  pending  for  a long  period 
of  time.  Apparently  plaintiff  was  unable 
to  obtain  any  medical  testimony  in  support 
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of  his  claim  of  carelessness  and  negligence 
on  the  part  of  the  physicians.  Somewhat 
less  than  a year  ago,  the  case  was  dismissed 
with  prejudice  as  against  both  physicians, 
without  it  having  been  tried. 

Four  cases  have  been  filed  during  the  past 
year  against  members  of  the  Association 
and  have  come  under  the  attention  of  the 
writer. 

The  first  was  the  case  of  Charles  A.  Angle 
vs.  Drs.  E.  D.  Berends  and  R.  C.  Lieuallen. 
The  complaint  in  this  case  charged  that  the 
two  defendants  were  employed  during  the 
confinement  of  Mary  L.  Angle,  deceased,  to 
render  such  services  as  were  proper  and 
necessary  during  confinement  and  child- 
birth. The  acts  of  negligence  charged  were 
that  the  defendants  failed  to  discover  the 
presence  of  a second  unborn  child  and  the 
attendant  placenta.  The  complaint  alleged 
that  upon  the  arrival  of  Dr.  Berends,  one  of 
the  defendants,  at  the  time  of  the  delivery, 
there  had  been  born  one  child  which  had 
been  born  dead,  and  that  another  child  re- 
mained in  the  person  of  the  deceased.  The 
comp’aint  further  alleged  that  a few  days 
thereafter  and  on  June  23,  1929,  Mary  L. 
Angle  died.  That  the  cause  of  her  death 
was  the  negligence  of  the  defendants  in  fail- 
ing to  discover  the  presence  of  the  unborn 
child  and  the  attendant  placenta.  The  case 
came  to  trial  on  January  31st  of  this  year. 
In  fairness  to  the  defendants  it  must  be  said 
that  on  the  trial  there  was  an  absolute  want 
of  anything  approaching  competent  testi- 
mony as  to  the  facts  alleged  in  the  com- 
plaint. The  plaintiff  accompanied  by  three 
witnesses,  had  had  the  bodv  exhumed  some 
fourteen  months  after  the  burial  and  an  ex- 
amination made.  An  attempt  was  made  to 
elicit  the  testimony  of  three  witnesses,  none 
of  whom  were  medical  men  or  could  qualify 
in  any  wav  as  experts.  No  representative 
of  the  defendants  was  present  at  such  ex- 
humation ; however,  no  witness  that  was 
present  at  the  time  had  the  temerity  to 
testify  that  any  evidence  was  discovered  of 
any  unborn  child.  Dr.  Berends,  one  of  the 
defendants,  was  placed  on  the  witness  stand 
on  cross-examination  by  the  plaintiff.  He 
testified  that  he  had  been  called  to  Mrs. 
Angle  some  twenty  days  prior  to  the  con- 
finement. That  upon  his  first  visit  he  dis- 
covered that  she  was  suffering  with  dia- 
betes in  a very  advanced  stage.  That  he 
administered  insulin  and  put  her  upon  a 
strict  diet  but  that  the  case  was  so  far  ad- 
vanced that  she  did  not  respond  to  the  treat- 
ment. That  at  the  time  of  the  confinement 
the  patient  was  in  a comatose  condition ; 
that  the  child  had  been  delivered  and  showed 


evidence  of  having  been  dead  for  some  days. 

No  doctor  appeared  on  behalf  of  the  plain- 
tiff to  testify  against  the  defendants.  John 
W.  Ray,  attorney  for  the  plaintiff,  made  the 
statement  to  the  Court  that  he  had  had  a 
physician  who  had  agreed  to  testify ; that 
such  physician  on  the  evening  prior  to  the 
trial  notified  him  or  the  plaintiff  that  he 
would  not  testify  for  the  reason  that  some 
Board,  Body  or  person  had  notified  him  that 
if  he  did  appear  and  testifv  against  the  de- 
fendants that  his  license  to  practice  medi- 
cine would  be  revoked.  This  absurd  and 
ridiculous  statement  on  the  part  of  the  at- 
torney for  the  plaintiff  was  thoroughly  in- 
vestigated. An  ex  parte  hearing  was  had. 
The  physician  mentioned  was  brought  into 
Court  but  he  very  promptlv  said  that  no 
such  threats  by  anv  Board,  Body  or  person 
had  been  made.  The  Court  then  announced 
that  he  would  be  compelled  to  grant  our 
motion  for  a directed  verdict  upon  the 
ground  that  there  was  no  competent  testi- 
mony of  any  character  to  show  that  the  de- 
fendants or  either  of  them  were  guilty  of 
any  act  or  omission  of  malpractice,  or  that 
the  death  of  the  deceased  was  caused  by 
any  act  on  the  part  of  the  defendants  or 
either  of  them.  Upon  this  announcement 
by  the  Court,  the  attorney  for  the  plaintiff 
moved  for  a dismissal  of  the  cause  without 
prejudice  to  the  bringing  of  another  case; 
however,  no  case  has  been  brought  against 
the  defendants  or  either  of  them  in  this 
jurisdiction.  Dr.  Lieuallen  has  left  the 
state.  We  do  not  believe  any  further  case 
will  be  brought. 

The  case  of  August  Pavell  vs.  Dr.  W.  0. 
Sweek  was  filed  July  14.  1930.  This  action 
is  based  upon  an  operation  for  appendicitis 
performed  on  the  7th  day  of  June,  1928.  It 
is  alleged  in  the  complaint  that  the  defend- 
ant carelessly  and  negligently  and  in  viola- 
tion of  the  established  medical  practice  in- 
serted a surgical  needle  in  the  body  of  the 
plaintiff  and  failed  to  remove  the  same. 
It  has  been  established  by  x-ray  photo- 
graphs that  there  is  a surgical  needle  in  the 
body  of  the  plaintiff.  The  defendant,  how- 
ever, did  not  knowingly  insert  the  same  in 
the  body.  He  has  no  knowledge  whatever  of 
how  it  came  there. 

The  law  relating  to  the  responsibility  of 
the  physician  in  undertaking  an  operation 
and  for  removal  of  all  objects  has  undergone 
a distinct  change  during  the  last  few  years. 
Formerly  it  was  held  that  in  performing  an 
operation  it  was  the  duty  of  a surgeon  to 
exercise  reasonable  care  and  skill;  that  the 
operation  begins  when  the  incision  is  made 
and  ends  when  the  opening  has  been  closed 
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in  the  proper  way  after  all  the  appliances 
necessary  to  a successful  operation  have 
been  removed  from  the  body,  and  that 
throughout  the  operation  the  law  imposes 
on  the  surveon  the  duty  of  exercising  such 
care  and  skill;  and  that  the  removal  of  the 
sponges  and  pads  is  a part  of  the  operation, 
and  an  operation  cannot  be  said  to  be  con- 
cluded until  such  removal  takes  place;  that 
the  surgeon  cannot  relieve  himself  from 
liability  for  injury  to  a patient  by  leaving  a 
sponge  in  the  wound  after  the  operation  bv 
any  custom  or  rule  requiring  the  attendant 
to  count  the  seonges  used  and  removed,  ac- 
companied by  the  statement  of  the  nurse 
that  the  snonges  were  all  properly  accounted 
for  and  his  reliance  on  such  statement. 
There  are  many  of  the  older  cases  which 
adhere  to  the  foregoing  rule.  Almost  with- 
out exception,  however,  the  modern  cases 
hold  that  where  the  evidence  is  uncontra- 
dicted and  clear  and  comes  from  competent 
and  qualified  witnesses  that  the  surgeon 
adopted  methods  recognized  as  standard  and 
approved  as  precautions  to  avoid  the  leav- 
ing of  objects  within  the  body,  the  plaintiff 
cannot  recover.  In  other  words  where  it  is 
shown  that  it  is  the  custom  in  the  com- 
munity that  a nurse  designated  for  that  pur- 
pose who  is  not  the  employee  of  the  physi- 
cian assumes  the  responsibility  for  counting 
all  surgical  instruments,  anrb'ances  and  ma- 
terials used  in  the  operation  and  it  is  tur- 
ner shown  that  in  the  operation  in  question 
that  custom  was  fo’lowed,  no  responsibility 
attaches  to  the  physician  unless  it  is  shown 
by  direct  and  positive  evidence  that  he  was 
guilty  of  some  negligent  act  or  omission  in 
connection  with  the  matter. 

In  the  case  of  Pearl  G.  Champie  vs.  Dr. 
Alexander  M.  Tuthill  the  complaint  alleges 
'hmt  on  October  16,  1928,  plaintiff  in  an 
automobile  accident  fractured  her  right"  leg 
a few  inches  above  the  knee;  that  the  frac- 
ture was  set  bv  a physician  and  was  in  the 
process  of  knitting  and  healing  when  on  No- 
vember 22d  of  that  year  the  defendant  was 
employed  to  make  an  examination  of  the 
leg  and  of  her  physical  condition.  That  on 
the  24th  of  November  the  defendant,  with- 
out plaintiff’s  consent,  caused  plaintiff  to 
be  removed  to  the  operating  room  and 
placed  under  an  anesthetic,  and  in  disre- 
gard of  plaintiff’s  physical  condition  did  re- 
break  or  cause  to  be  rebroken  the  leg  of 
plaintiff  at  the  place  of  the  original  frac- 
ture and  reset  the  leg.  It  is  alleged  in  the 
complaint  that  due  to  the  rebreaking  the 
leg  became  infected  and  an  amputation  be- 
came necessary  and  was  performed.  Dam- 
ages were  sought  in  the  sum  of  $25,000.00. 


This  would  appear  to  be  a case  absolutely 
devoid  of  merit  as  the  defendant  never 
acted  in  any  other  capacity  than  as  a con- 
sultant. 

The  last  case  to  be  brought  was  that  of 
George  Carlson  vs.  E.  L.  Hicks.  This  action 
seeks  damages  in  the  sum  of  $5,000.00  and 
alleges  want  of  skill  in  connection  with  the 
treatment  of  a broken  arm  on  the  28th  day 
of  December,  1930.  The  complaint  was 
wholly  devoid  of  any  proper  allegations 
showing  any  violation  of  good  practice  on 
the  part  of  the  defendant.  A motion  to 
have  the  complaint  made  more  definite  and 
certain  in  that  regard  was  granted  by  the 
Court  and  ten  days  given  to  amend.  No 
amendment  was  filed  within  the  time  and 
motion  to  dismiss  has  been  made  for  fail- 
ure to  make  such  amendment  within  the 
time.  It  would  appear  that  the  plaintiff  or 
his  counsel  are  unable  to  point  to  any  neg- 
ligence whatever. 

It  gives  me  pleasure  to  reiterate  what  I 
have  heretofore  reported  that  so  far  as  I 
know  there  has  never  been  a malpractice 
case  won  in  the  courts  of  this  state.  Cer- 
tainly none  of  those  brought  against  mem- 
bers of  the  Association  have  been  success- 
ful. 

C.  R.  HOLTON. 


THE  ETHICS  OF  ADVERTISING 

We  frequently  speak  of  advertising  by 
doctors  as  if  such  a method  of  approaching 
the  public  were  always  unethical.  However, 
advertising  by  doctors  can  be  done  ethically. 
Before  we  proceed  to  any  intelligent  discus- 
sion of  this  subject,  we  need  to  define  clear- 
ly what  we  mean  by  advertising  and  what 
we  mean  by  ethics  as  applied  to  such  adver- 
tising. The  Code  of  Ethics  of  the  American 
Medical  Association  was  formulated  for  the 
individual  doctor,  so  we  may  greatly  limit 
our  discussion  by  confining  it  to  personal 
advertising  of  a physician,  or  group  of 
physicians. 

By  “advertising”  in  this  sense  we  mean 
a public  notice,  prepared  by  or  approved  by, 
a doctor  or  group  of  doctors,  designed  to 
give  personal  information  regarding  the 
doctor  or  group,  or  their  activities.  Thus 
defined,  advertising  has  three  phases:  (1) 
It  must  be  public,  which  does  not  mean  that 
it  must  be  printed  because  it  may  be  by 
word  of  mouth  or  over  the  radio.  (2)  It 
must  be  prepared  by,  or  approved  by,  the 
people  interested;  this  takes  out  of  consid- 
eration news  items  secured  by  reporters  and 
printed  on  their  own  initiative.  For  ex- 
ample, if  a reporter  learns  that  a medical 
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society  meeting  has  been  held  and  that  Dr. 
W.  has  read  a paper,  and  publishes  this  fact, 
that  is  not  advertising,  because  it  was  done 
without  the  knowledge  of  the  doctor  men- 
tioned in  the  news  item;  however,  if  Dr.  W. 
voes  to  the  newspaper  and  asks  them  to  pub- 
lish the  same  facts  (and  be  sure  to  soell  his 
name  right),  that  will  be  personal  adver- 
tising, and  it  may  be  entirely  ethical  adver- 
tising. (3)  It  must  give  information  about 
the  doctor  or  doctors  or  their  activities.  We 
can  print  a whole  pa^e  in  the  newspaoer, 
telling  about  the  advantages  of  immunizing 
against  diphtheria,  and  so  long  as  we  do  not 
mention  individuals,  it  is  not  personal  ad- 
vertising. But  if.  with  Dr.  X’s  consent,  we 
should  state  that  he.  as  school  ohvsician, 
will  have  direction  of  this  work,  it  would 
be  classed  as  nersonal  advertising,  as  here 
defined,  and  it  might  be  entirelv  ethical. 
In  other  words,  a doctor  mav  deliberately 
publish  in  newsnaoers  or  elsewhere,  informa- 
tion regarding  himself,  and  keep  the  pres- 
entation and  data  so  advertised  entirely 
within  ethical  limits. 

This  brings  us  to  the  definition  of  ethics 
as  applied  to  personal  medical  advertising. 
The  ethical  limits  of  advertising  by  a doc- 
tor. or  group  of  doctors,  are  perhaps  more 
dejunitrtv  prescribed  than  any  other  action 
or  activity  a doctor  mav  engage  in.  These 
limits  are  Nearly  and  specifically  stated  in 
thp  Code  of  Ethi'cs  of  the  American  Medical 
Association,  which  this  society  in  its  con- 
stitution says  shall  govern  the  professional 
conduct  of  our  members.  Personal  advertis- 
ing, to  remain  ethical,  must  be  kent  within 
the  bounds  of  a triangular  limit,  the 
eouilateral  sides  of  which  can  be  drawn  as 
follows  (1)  : It  must  he  true.  The  descrip- 
tion of  the  activities  of  a physician  or  group 
must  not,  of  course,  transcend  the  bounds 
of  truth,  for  it  goes  without  saying  that  it 
i«  unethical  for  a doctor  to  make  false 
claims  about  himself.  (2)  It  must  not  be 
self  laudatory.  Public  expressions  must  be 
confined  to  that  somewhat  vague  field  of 
good  taste  and  courtesy  which  forbids  self 
praise  or  the  claiming  of  superiority  over 
other  physicians  in  the  community,  even 
when  such  claims  mav  be  true.  In  the  days 
when  John  B.  Murphy  visited  Phoenix,  he 
would  come  quietly  and  courteously  into  the 
offices  of  local  doctors,  to  consult  with  pa- 
tients and  advise  the  local  surgeons  about 
treatment.  Never  did  he  claim,  nor  permit 
to  be  published  in  local  papers,  that  he  could 
reconstruct  a joint  better  than  any  local 
doctor.  That  was  ethical  conduct  because 
it  was  common  courtesy.  Had  there  ap- 
peared, with  his  knowledge  and  consent,  any 


newspaper  item  to  the  effect  that  “Dr. 
John  B.  Murphy,  the  leading  surgeon  of 
America,  is  now  in  Phoenix  prepared  to  give 
service  which  no  local  doctor  can  give,”  that 
would  have  been  unethical  advertising,  even 
though  every  word  of  it  would,  without 
question,  have  been  true.  (3)  The  third 
limiting  border  of  the  triangle  of  ethics  in 
personal  advertising  is  that  it  must  not  re- 
flect upon,  nor  do  injury  to.  the  reputation 
or  standing  of  other  physicians  of  the  com- 
munity. Medical  ethics  forbids,  in  unequiv- 
ocal terms,  the  claiming  by  any  physician 
or  group  that  thev  can  render  service  su- 
perior to  that  obtainable  elsewhere  in  the 
community. 

Physicians,  then,  may  ethically  send  out 
cards  of  announcement,  giving  their  loca- 
tion. office  hours,  telephone  numbers,  spe- 
c;alties  practiced,  changes  in  location,  new 
associations  formed,  or  other  information 
which  will  enable  patients  to  find  them  or 
communicate  with  them.  Thev  may  not 
ethicahv  solicit  patients,  directly  or  indi- 
rectly, through  the  mail,  through  agents, 
through  the  newspapers,  over  the  radio,  or 
in  anv  other  manner.  They  cannot  ethically 
sanction  newspaper  articles  of  a laudatory 
nature,  which  directlv  or  indirectlv  are  in- 
tended to  lead  the  public  into  the  belief  that 
such  physicians  possess  superior  ability  or 
can  render  superior  service. 

It  is  very  desirab’e  to  understand  what 
we  shall  regard  as  ethical  and  what  as  un- 
ethical in  newspaper  articles,  radio  talks,  or 
public  communications  of  any  sort.  We 
have  had  too  much  desultory  talk  about  this 
without  a defined  policy.  It  is  stated  in 
most  county  medical  society  constitutions 
that  their  members  are  bound  by  the  Code 
of  Ethics  of  the  American  Medical  Associa- 
tion ; that  violation  of  the  Code  of  Ethics 
constitutes  unprofessional  conduct;  that 
members  guiltv  of  unprofessional  conduct 
are  subject  to  discipline,  varying  all  the  way 
from  censure  to  expulsion  from  membership. 
If  there  is  misunderstanding  about  this,  we 
would  suggest  that  every  medical  society 
adopt  a definite  and  unmistakable  policy  for 
future  guidance.  It  is  further  suggested 
that  this  policy  be  to  the  effect  that  no 
doctor  or  group  of  doctors  shall  advertise  to 
the  public,  in  any  manner  whatsoever,  a 
claim  to  give  a service  superior  to  that  ob- 
tainable elsewhere  in  the  community,  or  to 
advertise  to  render  services  for  charges  be- 
low those  obtainable  elsewhere  in  the  com- 
munity, or  to  seek  to  obtain  patients  by 
solicitation  of  any  kind,  other  than  the  dig- 
nified and  courteous  announcements  recog- 
nized by  ethical  requirements. 
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THE  use  of  cow’s  milk,  water  and  carbohydrate  mixtures  represents  the  one  system  of  infant 
feeding  that  has  consistently,  for  three  decades,  received  universal  pediatric  recognition. 
No  carbohydrate  employed  in  this  system  of  infant  feeding  enjoys  so  rich  and  enduring  a 
background  of  authoritative  clinical  experience  as  Mead’s  Dextri -Maltose. 
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ARIZONA’S  FORTIETH  IN  NOGALES 


The  Fortieth  Annual  Meeting  of  the  Ari- 
zona State  Medical  Association,  which  was 
held  in  Nogales,  Ariz.,  May  6,  7 and  8,  was  a 
very  successful  one.  The  scientific  program 
was  a well  balanced  one,  with  excellent  pa- 
pers and  very  creditable  attendance.  A full 
report  of  it  will  appear  in  an  early  issue  of 
this  journal.  The  social  features  of  the 
meeting  were  very  enjoyable,  showing  evi- 
dence of  careful  planning,  excellent  judg- 
ment in  details,  and  skillful  management  so 
as  not  to  interfere  with  the  scientfiic  pro- 
grams. There  was  a good  attendance  of 
ladies. 

Dr.  Clarence  Gunter,  of  Globe,  was  elected 
president,  a fitting  recognition  of  his  fine 
work  on  the  Public  Welfare  Committee.  The 
next  annual  meeting  will  be  held  in  Miami, 
Ariz.,  the  Gila  County  Medical  Society  to  be 
the  hosts. 


THE  MAYTAG  RESEARCH 

LABORATORY  FOR  TUBERCULOSIS 

We  have  received  the  Bulletin  announcing 
the  dedication  of  the  Maytag  Research  Labo- 
ratory for  Tuberculosis,  which  has  been 
built  in  Albuquerque  and  which  will  be  oper- 
ated in  conjunction  with  the  Southwestern 
Presbyterian  Sanatorium  and  the  University 
of  New  Mexico.  The  laboratory  is  the  gift 
of  Mr.  F.  L.  Maytag,  of  the  Maytag  Washing 
Machine  Company  and  represents  a donation 
of  $150,000.  The  laboratory  is  a very  sub- 
stantial structure,  completely  modern  and 
thorough  in  every  detail.  It  has  three  large 
laboratories,  a central  library,  and  provision 
has  been  made  for  expansion  as  the  work  of 
the  Laboratory  progresses.  The  Director 
of  the  laboratory  has  not  yet  been  selected. 
This  is  a notable  addition  to  the  scientific 
institutions  of  the  west. 


CHIROPRACTIC:  WHY  IT  FLOURISHES 
IN  ARIZONA  AND  FAILS  IN  DELAWARE 

That  species  of  quackery  known  as  “chiro- 
practic” flourishes  like  a green  bay  tree  in 
Arizona.  The  reason  for  that  is  the  lack  of 
fundamental  information  among  the  people 
of  the  state  and  the  failure  to  exercise  any 
great  measure  of  intelligence  on  the  part  of 
legislators.  Several  years  ago  the  chiro- 
rractors  succeeded  in  fooling  the  legislature 
into  creating  a separate  licensing  board  for 
them,  so  that  they  could  examine  themselves 
and  1 'cense  themselves.  In  the  hearing  on 
-othat  bill,  the  representatives  of  the  medical 
U" profession  agreed  that*  the  chiropractors 
might  do  whatever  tftfey  pleased,  so  long  as 
they  might  be  forbidden  to  use  the  name 
“Doctor,”  or  to  hold  themselves  out,  in  any 
manner,  as  directly  or  remotely  connected 
with  the  practice  of  medicine.  In  some  man- 
ner. after  this  was  agreed  upon  in  the  com- 
mittee, the  provision  was  dropped  from  the 
bill.  In  Arizona,  today,  it  requires  a well 
educated  person  to  distinguish  from  the 
newspapers  reference  between  “Dr.  So-and- 
So”  who  is  not  a doctor  but  a chiropractor, 
and  “Dr.  X”  who  is  a bona  fide  member  of 
the  medical  profession.  A recent  news  item 
in  the  Arizona  Republic,  of  Phoenix,  referred 
to  an  accident  to  a chiropractor  with  the 
heading  “Physician  Injured.”  It  is  that  type 
of  education  by  news  articles  which  trains 
people  into  an  inability  to  distinguish  be- 
tween an  honorable  profession  and  a brand  of 
quackery  from  which  the  public  should  be 
protected. 

As  to  Delaware,  we  quote  an  editorial 
from  the  A.  M.  A.  Journal  of  April  4,  1931. 
The  comparison  will  be  obvious: 

“Governor  Buck  of  Delaware  has  returned 
to  the  legislature,  without  his  approval,  a bill 
to  create  a board  of  chiropractic  examiners 
and  to  regulate  the  practice  of  chiropractic. 
His  summarization  of  the  reason  for  his  veto 
is  so  clear  and  terse  that  it  should  be  read 
by  the  legislators  and  governors  of  every 
state  that  is  threatened  or  already  afflicted 
with  this  cult.  His  statement  follows: 

. The  purpose  of  the  act,  as  I understand  it,  is  to 
legalize  the  practice  of  chiropractic  in  this  state. 

: Practitioners  of  this  cult  are  not  recognized  now. 
Do  they  profess  to  be  doctors  in  the  same  sense  of 
the  term  as  is  commonly  understood  to  apply  to 
- men  and  women  of  the  medical  profession?  Insofar 
as  I am  able  to  determine,  there  is  not  a recog- 
nized medical  school  in  the  country  that  includes  in 
its  curriculum  a course  in  chiropractic.  This  fact 
in  itself  seems  singularly  significant. 

Even  to  the  lay  mind  the  idea  that  all  disease  of 
whatever  character  is  due  to  spinal  displacements 
of  a mild  sort,  and  that  cures  of  such  ailments  as 
tuberculosis,  smallpox,  diphtheria,  scarlet  fever  and 
others  can  be  effected  by  manipulation  and  finger- 
ing of  the  spine  is  preposterous. 
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ANTIRABIC  VACCINE 


On  Your  Cabinet  Within  10  Hours 
County  Health  Officers  allowed 
Special  discount  for  indigent  cases  through 
your  State  Health  Department 
Medical  Profession  supplied  by  local  druggist 

or  by 

Dorsey-Burke  Drug  Co. 


Manufactured 
by 

Medical  Arts  Laboratory , 
Inc. 

Oklahoma  City,  Oklahoma 
U.  S.  Government  License  No.  98 
Product  approved  by  the 
American  Council  on 
Pharmacy  and 
Chemistry 


Killed  Virus 
(Semple  method) 
Ready  for  immediate 
Injection 

RETAIL  PRICES 

Ampoule  Pack $14.00 

Individual  Syringe  Pack..  25.00 


DISTRIBUTED  BY 

NEW  MEXICO  BUREAU  OF  PUBLIC  HEALTH 

State  Health  Laboratory 
Albuquerque  New  Mexico 

ARIZONA  STATE  BOARD  OF  HEALTH 

and 

DORSEY-BURKE  DRUG  COMPANY 

Phoenix,  Arizona 
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Before  returning  this  bill  to  you  I have  satisfied 
myself  that  the  training  and  education  a chiroprac- 
tor, or  drugless  healer,  needs  to  practice  his  art 
does  not  fit  him  properly  to  advisedly  treat  the 
sick,  inasmuch  as  he  is  not  qualified  to  diagnose 
ailments  nor  recognize  communicable  diseases  and 
to  take  measures  to  control  them.  He  is  therefore 
an  opponent  to  the  department  of  health. 

Wherefore,  it  seems  to  me  it  would  be  inconsistent 
for  the  legislature  to  appropriate,  as  it  will  do, 
money  for  the  state  board  of  health,  which  board 
is  trying  to  eradicate  communicable  diseases,  and 
at  the  same  time  legalize  the  practice  of  a cult 
which  does  not  believe  in  the  germ  theory  of  a 
disease  but  does  teach  and  believe  that  such  diseases 
as  scarlet  fever,  etc.,  are  due  to  a distracted  ver- 
tebra and  the  method  to  prevent  and  cure  such 
disease  is  to  see  that  everybody  has  a normal  spine.” 


THE  MEDICAL  ASSOCIATION 
DE  LA  LAGUNA 

Torreon,  Coah.,  Mexico, 

Sept.  13,  14  and  15. 

Announcement  has  been  received  of  the 
second  annual  meeting  of  the  Medical  Asso- 
ciation de  la  Laguna,  which  is  the  northern 
branch  of  the  Medical  and  Surgical  Associa- 
tion of  the  Republic  of  Mexico.  This  meet- 
ing will  be  held  at  Torreon,  state  of  Coahuila, 
and  the  Association,  through  its  President, 
Dr.  Salvador  De  Lara,  wishes  to  issue 
through  this  journal  an  invitation  to  the 
medical  men  of  the  Southwest  a cordial  in- 
vitation to  attend  this  meeting.  His  invita- 
tion reads  as  follows: 

“To  The  Medical  and  Surgical  Association  of  the 
Southwest: 

“The  Medical  Association  de  la  Laguna,  a branch 
of  the  Medical  and  Surgical  Association  of  the  Re 
public,  will  celebrate  in  this  city  of  Torreon  dur- 
ing the  13th,  14th  and  15th  days  of  September  next 
the  Second  Medical  Convention  of  the  North  and 
we  have  the  honor  of  extending  our  most  cordial 
invitation  to  your  Association  to  take  an  active  part 
in  our  Convention. 

“We  appreciate  that  this  is  a brilliant  opportunity 
to  have  a better  understanding  between  the  doctors 
of  the  Southwest  of  the  United  States  and  the 
Northwest  Mexican  doctors,  in  which  case  we 
beg  of  you  to  accept  our  invitation. 

“Please  be  kind  enough  as  to  indicate  how  many 
delegates  will  come  and  the  kind  of  work  which 
each  one  of  them  will  present  {General  Medicine, 
General  Surgery,  Gastro-Enterology,  Gynecology 
and  Pediatrics)  to  make  them  figure  in  our  pro- 
gram.” 


AMERICAN  MEDICAL  GOLFING  ASSOCIATION 
TOURNAMENT 
Philadelphia.  June  8,  1931. 

The  Seventeenth  Annual  Tournament  of  the 
American  Medical  Golfing  Association  will  be  held 
in  Philadelphia,  Monday,  June  8th,  at  the  Aronimink 
Golf  Club  instead  of  the  Huntingdon  Valley  Country 
Club,  as  announced  in  the  Brochure  of  the  Associa- 
tion which  was  recently  mailed  to  members.  The 
Aronimink  Coif  Club  is  modem,  the  course  is  in 
splendid  condition  and  is  interesting  and  sporty. 
The  Local  Committee  is  doing  everything  possible 
to  make  the  tournament  a great  success.  The 
Philadelphia  men  composing  the  Local  Committee 


on  Arrangements  are  Dr.  John  W.  Croskey,  Chair- 
man; Dr.  Willis  F.  Manges,  Dr.  Fred  H.  Leavitt, 
Dr.  Frank  J.  Kelly,  and  Dr.  Damon  B.  Pfeiffer. 

Membership  in  the  American  Medical  Golfing 
Association  is  open  to  any  male  Fellow  of  the 
American  Medical  Asscoiation  in  good  standing.  It 
is  hoped  that  many  of  the  medical  golfers  through- 
out this  State  wall  join  the  Association  this  year 
and  take  part  in  the  Philadelphia  tournament. 
There  wall  be  many  attractive  and  valuable  prizes 
awarded  at  the  Annual  Dinner,  to  be  held  on  the 
even'ng  of  the  day  of  the  tournament  at  the  Club 
House.  For  any  additional  information,  communi- 
cate with  any  member  of  the  Local  Committee,  or 
with  the  Executive  Office,  1124  Maccabees  Bldg., 
Detroit  Michigan. 
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MARICOPA  COUNTY  MEDICAL  SOCIETY 
INCORPORATES  AND  ADOPTS 
REVISED  CONSTITUTION 

(Continued  from  page  225) 
of  the  corporate  actions  or  conau  : of  the  corpora- 
tion’s affairs. 

ARTICLE  VII. 

Any  physician  who  desires  to  become  a member 
of  the  Society  must  make  application  in  writing  on 
a regular  blank  form  provided  by  the  Society  for 
that  purpose.  The  application  must  be  accom- 
panied by  the  annual  dues  and  must  be  endorsed 
and  approved  by  two  members  of  the  Society.  Such 
application  shall  have  printed  thereon  as  a part 
of  said  application,  Articles  V and  VI  of  these 
Articles  of  Incorporation,  and  immediately  above 
the  signature  of  the  applicant  there  shall  be  printed 
in  legible  type  thereon  the  following  words: 

“The  undersigned  has  read  this  applica- 
tion and  submits  tSe  same  subject  to  the 
provisions  of  the  Articles  of  Incorporation 
of  the  Maricopa  County  Medical  Society, 
and  particularly  Articles  V and  VI  thereof, 
a copy  of  which  is  included  in  and  made  a 
part  of  this  application,  and  hereby  agrees 
in  case  of  his  election  that  his  membership 
in  the  Maricopa  County  Medical  Society 
shall  be  in  strict  compliance  with  all  the 
By-Laws,  rules  and  regulations  thereof.” 

Such  application  shall  be  referred  to  the  Board 
of  Censors  of  the  Society  and  the  members  of  such 
Board  shall  make  such  investigations  and  reports 
as  they  deem  necessary  and  proper  for  the  welfare 
of  the  Society,  and  they  shall  cause  written  notifi- 
cation of  such  application,  and  the  time  of  the  elec- 
tion to  be  held  thereon,  to  be  sent  to  each  member 
of  the  Society  at  his  last  known  address,  such  no- 
tices to  be  sent  by  TJ.  S.  mail  at  least  ten  days  be- 
fore the  date  of  such  meeting.  It  shall  require  a 
two-thirds  vote  to  admit  the  applicant.  The  vote 
shall  be  by  secret  ballot. 

ARTICLE  VIII 

The  Maricopa  County  Medical  Society  shall  adopt 
By-Laws  for  its  government,  which  By-Laws  may 
be  amended  in  the  following  manner:  By  giving 
written  notice  to  each  member  of  the  Society  of  the 
nature  of  the  proposed  amendment  at  least  ten 
days  in  advance  of  the  meeting  of  the  Society  to 
which  the  question  of  such  amendment  shall  be 
submitted.  It  shall  require  a two-thirds  vote  of 
the  members  of  the  Society  attending  such  meeting 
to  effectuate  such  amendment. 

ARTICLE  IX. 

The  fees  of  admission  and  for  annual  dues  shall 
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A COMPLETE , DEPENDABLE  SERVICE 

for 

PHYSICIANS . . . SURGEONS  . . . HOSPITALS 


The  progress  of  Science  in  our  modern  day,  is  amazingly  rapid 
. . . and  the  physician,  surgeon,  nurse,  and  hospital  best  able  to 

cope  with  the  problems  of  treatment  and  operation,  are  those  who 
co-ordinate  their  own  skill  and  experience  with  efficient  up-to-the- 
minute  professional  equipment  . . . surgical  supplies  and  X-Ray 

apparatus,  such  as  are  produced  by  the  World’s  finest  makers  and 
distributed  by  reliable  supply  houses  such  as  R.  L.  Scherer  Co. 


For  over  20  years  the  name 
Scherer  has  stood  for  the  fin- 
est of  equipment,  efficient 
service  and  ever-dependable 
integrity. 


Authorized  distributors  for 
Westinghouse  X-Ray  Co. 
Scanlon-Morris  Co. 

W.  0.  Allison  Co. 
Hanovia  Chemical  Co. 
A.C.M.I.  Co.  Cystoscopes 
Schering’s  “Iopax” 


Our  Arizona  Representative,  Mr.  Burlingame,  makes  regular 
trips  for  your  convenience  or  for  immediate  needs  call  or  write 
Los  Angeles. 


R.L.  SCHERER  COMPANY 

736  S.  Flower  St.  Los  Angeles,  Calif. 

Phone:  TRinity  6377 

San  Francisco  Long  Beach  San  Diego 


THE  ROBINSON  CLINIC 

The  value  of  the  special  school  for  problem  children  has  been 
proven;  both  the  individual  and  the  group  profit  by  this  system. 
There  are  many  children  attending  the  regular  schools,  who  should 
not  be  sent  there.  This  group  may  be  divided  into  four  classes— 
the  feebleminded,  the  organic  cases,  the  problem  child  and  the 
psychotic. 

These  children  realize  they  are  different  from  other  children, 
and  suffer  from  inferiority  feelings.  They  attempt  to  satisfy  the 
lowered  ego  by  attracting  attention  to  themselves,  by  any  possible 
means.  Because  of  these  actions,  they  become  exaggerated  school 
problems — even  minor  criminals.  The  only  solution  to  their  prob- 
lems is  to  send  them  to  schools  where  they  are  not  exposed  to  cruel 
childish  taunts,  the  other  children  being  like  themselves,  and  so  do 
not  develop  feelings  of  inferiority. 

The  Robinson  School  was  founded  with  this  need  in  view  and 
offers  ideal  conditions.  The  school  gives  a full  curricula,  with  an 
expert  teacher,  constant  medical  and  nursing  care,  and  is  located  on 
the  outskirts  of  the  city,  where  sunshine  and  fresh  air  are  constant 
aids  in  physical  rehabilitation.  The  rates  are  reasonable. 


CURTIS-WRIGHT  FLYING  SERVICE 


Nervous  and  Mental 
Diseases 

G.  Wilse  Robinson,  Jr.,  M.D. 
Associate  Medical  Director 


G.  WILSE  ROBINSON,  M.D. 

Medical  Director 
1432  Professional  Building 
8100  INDEPENDENCE  ROAD 

KANSAS  CITY,  MO. 


Drug  and  Alcohol 
Addiction 

Paul  A.  Johnson,  M.D. 
Internist 


236 


SOUTHWESTERN  MEDICINE 


be  fixed  by  the  By-Laws  of  the  Society  and  shall 
be  paid  into  the  Treasury  of  the  Society. 

ARTICLE  X. 

The  canons  of  ethics  adopted  by  the  American 
Medical  Association  are  hereby  adopted  by  this 
Society  as  the  standard  of  ethical  conduct  of  its 
members.  Violation  of  such  canons  of  ethics  shall 
be  ground  for  expulsion  of  any  member  of  the 
Society  but  such  grounds  shall  not  be  exclusive. 
The  Society  may  in  its  By-Laws  provide  for  other 
grounds  of  expulsion. 

ARTICLE  XI. 

The  existence  of  th's  corporation  shall  begin  at 
the  time  of  the  issuance  of  its  certificate  by  the 
Arizona  Corporation  Commission,  and  shall  extend 
for  a period  of  twenty-five  years  thereafter,  pro- 
vided that  the  same  may  be  extended  beyond  such 
period  in  the  manner  provided  by  law. 

ARTICLE  XII. 

The  corporation  at  no  time  may  subject  itself  to 
any  indebtedness  or  liability  direct  or  contingent. 

ARTICLE  XIII. 

The  affairs  of  the  Society  shall  be  conducted  by 
a Board  of  not  less  than  three  nor  more  than 
twenty-five  Directors,  who  shall  be  elected  by  the 
members  of  the  Society  in  the  manner  prescribed 
by  its  By-Laws,  provided  that  the  Society  may  elect 
such  other  officers  and  executives  as  may  be  pre- 
scribed by  its  By-Laws. 

ARTICLE  XIV. 

It  is  recognized  by  these  Articles  that  the  cor- 
poration formed  hereby  is  the  incorporation  of  an 
unincorporated  body  heretofore  known  as  the  Mari- 
copa County  Medical  Society,  and  every  member 
in  good  standing  in  the  Maricopa  County  Medical 
Society  at  the  time  of  the  incorporation  hereof, 
shall,  ipso  facto,  be  entitled  to  a membership  in 
this  corporation  without  the  making  of  application 
therefor  as  prescribed  herein  for  new  members. 

The  officers  of  the  Maricopa  County  Medical 
Society  as  it  heretofore  existed  shall  continue  as 
the  officers  of  the  corporation  until  the  annual 
election  of  officers  shall  occur  as  provided  by  the 
By-Laws  of  the  corporation. 

ARTICLE  XV. 

The  names,  residences  and  postoffice  addresses 
of  the  incorporators  are  as  follows: 

W.  Warner  Watk’ns.  Goodrich  Building,  Phoenix,, 
Arizona. 

J.  M.  Greer,  Security  Building,  Phoenix,  Arizona. 

Victor  Randolph,  Goodrich  Building,  Phoenix, 
Arizona. 

That  an  elect'on  as  provided  by  Section  602  of 
the  Revised  Code  of  Arizona,  1928,  was  held  for 
the  purpose  of  electing  Directors  on  the  9th  day  of 
March,  1931,  and  at  said  election  the  incorporators 
above  named  were  duly  and  regularly  elected  as 
Directors  and  incorporators. 

BY-LAWS 

CHAPTER  I.— OFFICERS. 

The  officers  of  this  Society  shall  consist  of  a 
President,  a Vice-President,  a Secretary-Treasurer, 
Delegates,  Board  of  Censors  and  Board  of  Direc- 
tors. These  officers  shall  be  elected  at  the  annual 
meeting  to  serve  for  one  year,  except  as  noted 
below.  Delegates  shall  be  elected  in  accordance 
with  the  constitution  and  by-laws  of  the  Arizona 
State  Medical  Association.  The  Board  of  Censors 
shall  consist  of  three  members,  one  member  to  be 
elected  each  year  to  serve  for  three  years.  The 
Board  of  Directors  shall  consist  of  nine  members, 
the  president,  vice-president  and  secretary-treasurer 


being  three  members;  the  remaining  six  shall  be 
elected  in  the  following  manner:  At  the  first  regu- 
lar meeting  following  the  adoption  of  these  by-laws 
two  directors  shall  be  elected  to  serve  the  re- 
mainder of  the  current  year;  two  to  serve  the  re- 
mainder of  this  year  and  one  additional  year,  and 
two  to  serve  the  remainder  of  this  year  and  two 
additional  years;  at  the  next  annual  meeting  and 
at  each  annual  meeting  thereafter  two  directors 
shall  be  elected  to  serve  for  three  years. 

Section  2.  The  officers  of  the  Society  and  cor- 
poration shall  be  elected  at  the  last  meeting  in  De- 
cember of  each  year,  which  shall  be  known  as  the 
annual  meeting.  A nominating  committee  of  three 
shall  be  appointed  by  the  president  to  present 
nominees  for  all  the  offices  to  be  filled;  they  will 
report  at  the  annual  meeting,  following  which  op- 
portunity shall  be  given  for  nominations  from 
the  floor.  Elections  shall  be  by  ballot  and  a ma- 
jority of  the  votes  cast  shall  be  necessary  for 
election. 

Section  3.  The  President  shall  preside  at  meetings 
of  the  Society,  and  perform  such  other  duties  as 
custom  and  parliamentary  usage  may  require.  He 
shall  serve  as  chairman  of  the  Board  of  Directors 
of  the  corporation.  He  shall  be  the  real  head  of  the 
profession  in  the  county  during  the  year,  and  it 
shall  be  his  pride  and  ambition  to  leave  it  in  better 
ccndition  as  regards  both  scientific  attainments  and 
harmony  than  at  the  beginning  of  his  term  of 
office. 

Section  4.  The  Vice-President  shall  assist  the 
President  in  the  performance  of  his  duties,  shall 
preside  in  h's  absence,  and  in  the  event  of  the 
death,  resignation  or  removal  from  the  county  of 
the  President,  shall  succeed  to  the  presidency.  He 
shall  serve  as  member  of  the  Board  of  Directors 
of  the  corporation,  and  shall  be  vice-chairman  of 
said  Board. 

Section  5.  The  Secretary  shall  record  the  minutes 
of  the  meetings  and  receive  and  care  for  all  records1 
and  papers  belonging  to  the  Society,  including  its 
charter.  He  shall  notify  each  member  of  the  So- 
ciety as  to  the  time  and  place  of  each  meeting,  and, 
whenever  poss'ble,  give  the  program  for  the  meet- 
ing. He  shall  receive  and  hold  subject  to  the  order 
of  the  Board  of  Directors,  all  the  funds  of  the 
Society,  paying  out  the  same  only  on  the  order  of 
the  Board  of  Directors,  signed  by  the  chairman  of 
the  Board.  He  shall  make  and  keep  a list  of  the 
members  of  this  Society  in  good  standing,  noting 
of  each  his  correct  name,  address,  place  and  date 
of  graduation,  and  the  date  of  the  certificate  en- 
titling him  to  practice  medicine  in  this  state;  and 
in  a separate  list  he  shall  note  the  same  facts  in 
regard  to  each  legally  qualified  physician  in  this 
county  not  a member  of  this  Society.  It  shall  be 
his  duty  to  send  a copy  of  such  lists,  on  blank 
forms  furnished  him  for  that  purpose,  to  the  Secre- 
tary of  the  state  association  at  such  time  as  may 
be  designated  by  the  state  association.  In  making 
such  lists  he  shall  endeavor  to  account  for  each 
physician  who  has  moved  into  or  out  of  the  county 
during  the  year,  stating,  when  possible,  both  his 
present  and  past  address.  At  the  same  time,  and 
with  his  report  of  such  lists  of  members  and  physi- 
cians, he  shall  transmit  to  the  state  association  re- 
mittance for  the  annual  dues  of  the  Society. 

Section  6.  The  Delegates  shall  attend  and  faith- 
fully represent  the  members  of  this  Society  and  the 
profession  of  this  county  in  the  House  of  Delegates 
of  the  state  association,  and  shall  make  a report 
of  the  proceedings  of  that  body  to  this  Society  at 
the  earliest  opportunity. 

Section  7.  Board  of  Censors.  This  Board  shall 
examine  and  report  on  the  qualification  of  appli- 
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MERCUROCHROME 

220  SOLUBLE 

(Dibrom-oxymercuri-fluorescein) 


THE  STAIN  PROVIDES  FOR 
PENETRATION 
and 

FIXES  THE  GERMICIDE  IN  THE 
TISSUES 

Mercurochrome  is  bacteriostatic  in  exceed- 
ingly high  dilutions  and  as  long  as  the  stain 
is  visible  bacteriostasis  is  present.  Reinfecton 
or  contamination  are  prevented  and  natural 
body  defenses  are  permitted  to  hasten  prompt 
and  clean  healing,  as  Mercurochrome  does  not 
interfere  with  immunological  processes.  This 
germicide  is  non-irritating  and  non-injurious 
w.  en  applied  to  wounds. 

HYNSON,  WESTCOTT  & 
DUNNING,  Inc. 

Baltimore,  Maryland 


June  1 5—26 

Post-Graduate  Course 

and 

Clinical  Conference 

Plan  to  attend  a most  unusual  Post-Grad- 
uate Course  and  Clinical  Conference  in  St. 
Louis,  under  the  d'rection  of  the  St.  Louis 
Clinics. 

Come  and  observe  the  work  being  done  in 
St.  Louis  hospitals  where  the  Conference  will 
be  held.  Attend  the  Round  Table  Discussions 
at  luncheons  to  be  served  in  the  Various 
hospitals. 

Let  eminent  physicians,  surgeons  and 
teachers  help  solve  your  problems.  Gather 
information  that  you  will  be  able  to  use  in 
your  everyday  practice.  Small  registration 
fee. 

Membership  limited  to  100 

Send  for  complete  information  today. 
Write  your  name  on  this  announcement  and 
mail  it  to 

St.  Louis  Clinics 

3839  Lindell  Iilvd.  St.  Louis,  Mo. 


tor  hyper-nutrition  in 
post-operative  cases 


A delicious  food  drink — easily 
digested  — quickly  metabolized 


DOCTORS  have  been  quick  to  discover  in  Coco- 
malt  a high  caloric  food  of  ready  digestibility, 
ideal  in  post-operative  cases. 

This  delicious  chocolate -flavor  food  drink  im- 
poses no  strain  upon  the  digestive  system.  It  meets 
the  demand  for  a highly  nutritious  food  that  does 
not  produce  stasis.  Cocomalt  greatly  aids  digestion 
by  helping  to  digest  the  starches  of  other  foods. 

A scientific  food -concentrate 

Cocomalt  is  a balanced  combination  of  milk 
protein,  milk  minerals,  concentrated  cocoa,  sugar, 
barley  malt  and  whole  egg.  Made  as  directed,  it 
increases  the  caloric  value  of  a glass  of  milk  72% — 
adding  40%  more  protein, 56%  more  mineral  salts, 
188%  more  carbohydrates,  but  only  12%  more  fat. 

Cocomalt  contains  Vitamin  A,  Vitamin  B com- 
plex, and  Vitamin  D.  Especially  valuablefor  grow- 
ing children,  convalescents,  nursing  and  expectant 
mothers.  At  all  grocery  and  leading  drug  stores. 
Mail  coupon  for  free  trial  can. 


MORE 

NOURISHMENT 
TO  MILK 


R.  B.  DAVIS  CO.,  Dept.  Ax4  Hoboken,  N.  J. 
Please  send  me,  without  charge,  a trial  can  of 

Cocomalt. 
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cants  for  membership,  subjecting  each  applicant  to 
such  examination  as  it  may  deem  necessary.  It 
shall  investigate  charges  preferred  against  a mem- 
ber, and  report  its  conclusions  and  recommenda- 
tions to  the  Society.  In  case  of  the  absence  of  a 
member  of  the  Board,  the  President  may  appoint 
some  member  to  fill  the  vacancy.  The  senior 
member  of  the  Board  in  point  of  service  shall  be 
Chairman  of  the  Board. 

Section  8.  Board  of  Directors.  The  Board  of 
Directors  of  the  corporation  shall  include  the  Presi- 
dent, Vice-President  and  Secretary-Treasurer  of  the 
Society  who  shall  be,  respectively,  chairman,  vice- 
chairman  and  secretary-treasurer  of  the  Board  of 
Directors  of  the  corporation,  together  with  six  di- 
rectors elected  by  the  members  of  the  corporation 
as  set  forth  in  Section  1 of  this  chapter.  The  duties 
of  the  Board  of  Directors  shall  be  to  administer  the 
financial  and  bus'ness  affairs  of  the  organization, 
and  all  matters  concerned  with  the  expenditure  of 
the  funds  of  the  society,  or  concerned  with  the 
business  affairs  of  the  corporation  or  society  shall 
be  referred  to  them.  They  shall  be  responsible  to 
the  Scc’ety  for  their  actions  and  shall  make  re- 
ports to  the  incorporated  body  whenever  requested 
by  said  body  to  do  so. 

CHAPTER  II.— COMMITTEES. 

Section  1.  There  shall  be  a standing  Committee 
on  Program  and  Scientific  Work,  and  a Committee 
on  Public  Welfare,  and  such  special  committees  as 
may  from  time  to  time  be  deemed  necessary. 

Section  2.  The  Committee  on  Program  and  Scien- 
tific Work  shall  consist  of  the  President,  Vice-Presi- 
dent, Secretary-Treasurer  and  such  other  members 
as  the  President  may  appoint.  It  shall  be  its  duty 
to  promote  the  scientific  and  social  functions  of  the 
Society  by  arranging  attractive  programs  for  each 
meeting  and  by  urging  each  member  to  take  part 
in  the  scientific  work.  It  shall  stimulate  fraternal- 
ism  and  good  feeling  among  the  members  in  every 
way  possible. 

Section  3.  The  Committee  on  Public  Welfare  shall 
consist  of  three  members  who  shall  be  appointed 
annually  by  the  President.  It  shall  be  its  duty  to 
enforce  and  support  the  sanitary  and  medical  laws 
of  the  state  in  this  county,  to  cooperate  with  the 
Committee  on  Public  Policy  and  Legislation  of  the 
state  association  in  all  matters  pertaining  to  legis- 
lation, and  to  prosecute  quacks  and  medical  pre- 
tenders in  this  county.  The  chairman  of  this  com- 
mittee shall  serve  as  the  representative  of  this  So- 
ciety on  the  Auxiliary  Committee  on  Public  Wel- 
fare of  the  Arizona  State  Medical  Association. 

CHAPTER  III.— RIGHTS  OF  MEMBERS. 

Section  1.  All  members  shall  be  equally  privi- 
leged to  attend  all  meetings  and  take  part  in  all 
proceedings,  and  shall  be  eligible  to  any  office  or 
honor  with  the  gift  of  the  Society  so  long  as  they 
conform  to  this  constitution  and  by-laws,  including 
the  payment  of  dues.  A member  who  is  under  sen- 
tence of  suspension  or  expulsion  shall  not  be  per- 
mitted to  take  part  in  any  of  the  proceedings,  or 
be  eligible  to  any  office  until  relieved  of  such  dis- 
ability. And,  provided  further,  that  none  of  the 
privileges  of  membership  shall  be  extended  to  any 
person  not  a member  of  this  Society  except  on  a 
majority  vote  of  the  Society  In  regular  meeting. 

Section  2.  A member  in  good  standing  who  is 
free  from  all  indebtedness  to  this  Society,  and 
against  whom  no  charges  are  pending,  wishing  to 
withdraw,  shall  be  granted  a transfer  card.  This 
card  shall  state  the  date  the  member  associated 
himself  with  this  Society,  the  date  of  issuance  of 
the  card,  and  shall  be  signed  by  the  President  and 
Secretary.  It  shall  be  accompanied  by  a copy  of 


the  application  presented  at  the  time  the  member 
joined  the  Society,  for  information  to  the  Society 
to  which  the  member  desires  to  attach  himself. 

Section  3.  A member  who  is  guilty  of  a criminal 
offense  or  of  gross  misconduct  as  a citizen,  or 
grossly  unethical  conduct  as  a physician,  or  who 
violates  any  of  the  provisions  of  the  Articles  of  In- 
corporation or  the  By-Laws  of  the  Society,  shall  be 
liable  to  censure,  suspension  or  expulsion.  Charges 
r gainst  a member  must  be  made  in  writing  and  be 
delivered  to  the  Secretary,  who  shall  immediately 
furnish  a copy  to  the  accused  and  to  the  Chairman 
of  the  Board  of  Censors.  The  Board  of  Censors 
shall  investigate  the  charges  on  their  merits,  but 
no  action  shall  be  taken  by  the  Board  within  ten 
days  of  the  presentation  of  the  charges  to  the  ac- 
cused, nor  before  giving  the  accused  and  accusers 
ample  opportunity  to  be  heard.  The  board  shall  re- 
port (1)  that  the  charges  are  not  sustained;  or  (2) 
that  the  charges  are  sustained  and  that  the  accused 
be  (a)  censured;  (b)  suspended  for  a definite  time, 
or  (c)  expelled.  Censure  or  suspension  shall  require 
a two-thirds  vote  of  the  members  present  and  vot- 
ing, and  a three-fourths  vote  of  those  present  and 
voting  shall  be  required  to  expel  a member.  No 
action  shall  be  taken  by  the  Society  in  such  case 
unt'l  at  least  six  weeks  have  elapsed  since  the 
filing  of  the  charges.  A member  suspended  for  a 
definite  time  shall  be  reinstated  at  the  expiration 
of  the  time. 

Section  4.  Kindly  efforts  in  the  interest  of  peace, 
conciliation  or  reformation,  so  far  as  possible  and 
expedient,  shall  precede  the  filing  of  formal  charges 
affecting  the  character  or  standing  of  a member, 
and  the  accused  shall  have  opportunity  to  be  heard 
in  his  own  defense  in  all  trials  and  proceedings 
of  this  nature. 

Section  5.  Members  expelled  from  this  Society 
for  any  cause  shall  be  eligible  for  membership  after 
one  year  from  date  of  expulsion  and  on  the  same 
terms  and  in  like  manner  as  original  applicants. 

CHAPTER  IV.— POWERS  AND  DUTIES. 

Section  1.  This  Society  shall  have  general  direc- 
tion of  the  affa'rs  of  the  medical  profession  of  the 
county,  and  its  influence  shall  be  constantly  exerted 
to  better  the  scientific,  material  and  social  condi- 
tion of  every  physician  within  its  jurisdiction. 
Systematic  efforts  shall  be  made  by  each  member, 
end  by  the  Society  as  a whole,  to  increase  the  mem- 
bership until  it  embraces  every  reputable  and  ethi- 
cal physician  in  the  county. 

Section  2.  Regular  business  and  scientific  meet- 
ings of  the  Society  shall  be  held  on  the  second  and 
fourth  Monday  evenings  of  each  month.  Fifteen 
members  shall  constitute  a quorum  for  the  trans- 
act on  of  the  business  of  the  Society.  Special  meet- 
ings may  be  called  by  the  President  and  shall  be 
called  on  a written  request  of  ten  members.  A call 
for  a special  meeting  shall  state  the  object  of  such 
meeting,  at  which  no  business  except  that  stated 
in  the  call  shall  be  transacted. 

The  officers  and  committee  on  program  shall 
profit  by  exper'ence  and  by  example  of  other  sim- 
ilar societies,  and  strive  to  arrange  for  the  most 
attractive  and  successful  proceedings  for  each 
meeting.  Crisp  papers  and  discussions  and  reports 
of  cases  shall  be  arranged  for  and  encouraged,  and 
tedious  and  profitless  proceedings  shall  be  avoided 
as  far  as  practicable. 

Section  3.  Agreements  and  schedules  of  fees 
shall  not  be  made  by  this  Society,  but  at  least  one 
meeting  during  each  year  shall  be  set  apart  for  a 
discussion  of  the  business  and  ethical  affairs  of  the 
profession  of  the  county,  with  the  view  of  adopting 
the  best  methods  for  the  guidance  of  all.  In  all 
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proper  ways  the  public  shall  be  taught  that  business 
methods  and  prompt  collections  are  essential  to  the 
equipment  of  the  modern  physician  and  surgeon, 
and  that  it  suffers  even  more  than  the  profession 
when  this  is  not  recognized. 

Section  4.  This  Society  shall  endeavor  to  edu- 
cate its  members  to  the  belief  that  the  physician 
should  be  a leader  in  his  community,  in  character, 
in  learning,  in  dignified  and  manly  bearing,  and  in 
courteous  and  open  treatment  of  his  brother  physi- 
sians,  to  the  end  that  the  profession  may  occupy 
that  place  in  its  own  and  the  public  estimation  to 
which  it  is  entitled. 

CHAPTER  V.— FUNDS  AND  EXPENSES. 

Section  1.  The  funds  of  the  corporation  shall  be 
raised  by  annual  dues  in  the  Society,  by  special 
assessments  and  by  voluntary  contributions.  The 
annual  dues  in  the  Society  shall  be  twenty  dollars 
per  year,  which  includes  the  annual  assessment  of 
the  state  association.  These  dues  shall  not  be  pro- 
rated, except  that  a member  transferring  from  an- 
other county  society  and  who  has  paid  dues  in  such 
society  for  the  current  year  may  be  required  to  pay 
only  the  annual  assessment  of  the  state  association 
for  that  year.  Dues  are  payable  on  January  1 of 
each  year,  and  any  member  who  fails  to  pay  his 
annual  dues  by  April  1 shall  be  held  as  suspended 
without  action  on  the  part  of  the  Society.  A mem- 
ber suspended  for  non-payment  of  dues  shall  be 
restored  to  full  membership  on  payment  of  all  in- 
debtedness. Members  more  than  one  year  in  ar- 
rears shall  be  dropped  from  the  roll  of  members. 

Section  2.  The  funds  of  the  Society  shall  be  in 
charge  of  the  Board  of  Directors,  and  may  be  ex- 
pended by  such  Board  for  such  purposes  as  will 
promote  the  welfare  of  the  Society  and  of  the  pro- 
fession. Special  assessments  may  be  recommended 


by  the  Board  of  Directors,  but  shall  become  binding 
on  the  membership  only  when  adopted  by  majority 
vote  of  members  present  at  any  regular  meeting. 

CHAPTER  VI.— ORDER  OF  BUSINESS. 

The  order  of  business  shall  be  as  follows: 

1.  Call  to  order  by  the  President. 

2.  Reading  of  the  minutes  of  last  meeting. 

3.  Clinical  cases. 

4.  Papers  and  discussions. 

5.  Unfinished  business. 

6.  Miscellaneous  business. 

7.  Announcements. 

8.  Adjournment. 

CHAPTER  VII.— RULES  OF  ORDER. 

The  deliberations  of  this  Society  shall  be  gov- 
erned by  parliamentary  usage  as  contained  in 
Roberts’  Rules  of  Order,  unless  otherwise  deter- 
mined by  vote. 


/ 'mVe  pa/abable 

Starch-free  Bread 

iv/ien  i/ou  prescri  be 


Dietetic  Flour 

Self-rising  — contains  no  starch,  no  gluten 
Ask  lor  nearest  Depot  or  order  direct 
LISTER  BROS.  Inc.  41  East  42nd  Street  NEW  YORK,  N.  Y. 


PH  ENYLAZO-ALPH  A-ALPH  A-PYRI  Dl  N E-MONO-HYDROCH  LORI  DE  (M  AN  UFACTU  RED  BY  THE  PYRIDIUM  CORPORATION) 


FOR  GONORRHEA 

The  oral  administration  of  Pyridium  in  tablet  form 
affords  a quick  and  convenient  method  of  obtain- 
ing bactericidal  action  when  treating  Gonorrhea 
and  other  chronic  or  acute  genito-urinary  infec- 
tions ...  Pyridium  penetrates  quickly  through  de- 
luded surfaces  and  mucous  membranes  and  is 


rapidly  eliminated  through  the  urinary  tract.  It  is 
non-toxic  and  non-irritating  in  therapeutic  doses  . . . 
Pyridium  is  available  in  four  convenient  forms,  as 
tablets,  powder,  solution  or  ointment. 


WRITE  FOR  LITE  RATU  RE 


MERCK  & CO  Inc 

MANUFACTURING  CHEMISTS 

RAHWAY,  N.  J. 
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CASE  OF  INTUSSUSCEPTION 

(Case  Report  and  Discussions  at  Staff  Meeting 
of  St.  Joseph’s  Hospital  held  on  March  9,  1931.) 

CASE  REPORT 
Robert  T.  Franklin,  M.D. 

Case  21814.  Mexican  boy,  age  two,  admitted  to 
hospital  on  Feb.  9,  1931. 

This  case  was  brought  to  Dr.  Leff’s  office  on  the 
afternoon  of  Feb.  9,  with  the  following  history: 

Illness  began  suddenly  5 days  ago  with  vomit- 
ing, bloody  diarrhea  and  pain  in  abdomen.  Vomit- 
ing was  of  the  propulsive  type,  and  fecal  in  char- 
acter. Was  given  castor  oil  on  second  day  of  ill- 
ness without  doctor’s  orders.  Condition  did  not 
improve  and  patient  was  taken  to  Dr.  Leff  where 
I saw  him  in  consultation.  Dr.  Leff’s  diagnosis  of 
intussusception  was  confirmed.  Immediate  opera- 
tion was  advised. 

The  past  history  was  negative  with  exception  of 
double  lobar  pneumonia  in  last  July  and  again  in 
November. 

Examination  showed  a well  developed,  well  nour- 
ished boy  of  two  years.  Upon  inspection  the 
patient’s  general  appearance  was  that  of  a very 
sick  baby,  with  anxious  expression  and  dry  skin. 
Temperature  101.2;  pulse  118,  poor  quality;  Res- 
piration 28;  chest  negative;  abdomen  a large 
sausage  like  mass  was  felt  in  left  abdomen  extend- 
ing from  costal  margin  to  brim  of  pelvis.  Abdomen 
distended  and  rigid.  Examination  otherwise  nega- 
tive. 

Operation:  Left  rectus  supra-umbilical  incision 
made  under  ether  anesthesia,  exposing  distended 
transverse  colon  which  had  been  pulled  to  left.  Ex- 
amination showed  the  intussuscipiens  to  be  trans- 
verse and  the  ascending  colon,  cecum  and  appen- 
dix as  the  intussusceptum.  This  was  carefully  dis- 
invaginated  manually.  Serosa  appeared  to  be  in 
good  condition  as  were  the  vessels.  The  appendix 
being  enlarged  and  hyperemic  was  removed  and 
stump  invaginated.  Abdomen  closed  without 
drainage.  Next  day  the  abdomen  -was  quite  dis- 
tended, pulse  140;  respiration  40;  temperature  100. 
Examination  of  chest  disclosed  many  areas  of 
bronchial  breathing,  rales,  etc.,  characteristic  of 
lobular  pneumonia.  Patient  was  put  on  digitalis 
and  mustard  plasters  to  chest.  Caffein-sodio-benzo- 
ate.  Became  gradually  worse  and  died  at  8:30  p.m. 

AUTOPSY 

Body  of  a well  developed,  well  nourished  male 
child  of  two  years  showing  evidence  of  an  incision 
in  the  right  lower  quadrant;  operative  wound.  The 
thorax  and  abdomen  were  opened.  Left  lung 
showed  marked  passive  hyperemia  of  the  lower  lobe 
with  areas  of  consolidation  in  the  stage  of  red 
hepatization.  Similar  changes  were  noted  in  the 
right  lower  lobe.  The  heart  was  not  enlarged  and 
no  gross  pathology  was  found.  The  liver  and  kid- 
neys were  normal.  Spleen  showed  hyperemia  and 
was  slightly  enlarged  and  friable.  The  cecum 
showed  areas  of  dark  brownish  discoloration  evi- 
dently due  to  stasis  and  beginning  necrosis.  The 
stump  of  the  appendix  was  inverted,  showed  no 
evidence  of  leakage.  There  were  small  areas  of 
the  ileum  which  were  dark  in  color  and  showed 
marked  distention.  On  incision  of  the  cecum  and 
ascending  colon  the  mucous  membrane  was  found 
injected  with  a bloody  deposit  over  the  surface  and 
multiple  areas  of  beginning  necrosis.  This  extend- 
ed as  far  as  the  first  portion  of  the  transverse 
colon.  Stomach  was  negative. 

Bronchopneumonia,  bilateral. 

Areas  of  hemorrhage  and  necrosis  in  proximal 


colon  and  cecum  (due  to  intussusception  which  had 
been  reduced). 

Probably  paralytic  ileus  involving  the  distal  por- 
tion of  the  ileum. 

DISCUSSION 

Thomas  W.  Woodman,  M.D. 

In  the  particular  case  under  discussion,  which 
was  promptly  diagnosed  and  properly  handled,  there 
is  certainly  one  feature  at  least  that  makes  the 
prognosis  more  grave  than  even  in  the  average 
similar  case  and  that  i$  the  fact  that  this  baby  had 
had  pneumonia  three  times  within  a period  of  one 
year  and  consequently  was  in  marked  danger  of 
getting  pneumonia  again  following  anesthesia  even 
if  the  operation  was  successful. 

As  has  been  stated,  intussusception  most  com- 
monly occurs  in  babies  under  two  years  old  and 
more  commonly  in  breast-fed  infants.  Irritation  of 
the  mucous  membrane  is  etiologically  important 
for  we  often  find  that  intussusception  follows  a 
diarrhea.  The  irritation  of  the  mucous  membrane 
and  the  resultant  diarrhea  probably  causes  in- 
creased peristalsis  which  results  in  the  invagina- 
tion of  the  intestine.  Castor  oil,  because  of  the  ir- 
regular peristalsis  produced,  is  probably  the  cause 
of  many  of  the  cases  of  intussusception. 

It  has  been  demonstrated  that  dysfunction  in 
nervous  control,  at  least  experimentally,  may  be  a 
factor  in  the  production  of  intussusception.  It  has 
been  produced  in  animals  by  stimulating  a segment 
of  the  intestine  with  a faradic  current  which  re- 
sults in  the  invagination  of  the  stimulated  segment 
into  the  relaxed  distal  portion.  This  dysfunction  in 
nervous  control  assists  in  the  explanation  of  why 
the  majority  of  the  intussusceptions  occur  in  the 
ileocecal  region,  for  at  this  point  the  nervous  con- 
trol changes  from  a dual  supply  consisting  of  sym- 
pathetic and  parasympathetic  supply  to  the  small 
intestine,  to  a single  nerve  supply  from  the  sym- 
pathetic system  to  the  large  bowel.  It  is  suggested 
that  during  rapid  peristalsis,  which  may  extend  the 
whole  length  of  the  small  intestine  in  a few  sec- 
onds, the  active  movement  in  the  small  intestine 
may  not  be  continued  by  the  cecal  segment,  which 
is  supplied  by  the  sympathetics  alone,  and  intussus- 
ception results. 

Early  diagnosis  is  of  the  utmost  importance  for 
gangrene  of  the  invaginated  portion  of  the  bowel 
occurs  rapidly  resulting  from  the  cutting  off  of 
blood  supply.  The  onset  of  the  pain  is  very  rapid 
and  the  infant  will  draw  up  his  knees,  turn  pale, 
scream  because  of  pain,  and  vomit.  The  passage 
of  blood  and  mucus  in  the  stool  is  of  extreme 
diagnostic  importance  but  this  sign  may  appear 
early,  (within  an  hour)  or  last  12  or  14  hours,  or 
it  may  not  occur  at  all.  A sausage  shaped  tumor 
can  be  nalpated  in  the  large  percentages  of  cases. 
It  should  always  be  remembered  that  acute  en- 
terocolitis, which  is  frequently  confused  with  in- 
tussusception, may  result  in  intussusception  and  we 
should  always  be  on  guard  when  treating  this  con- 
dition. 

The  treatment  is  very  definitely  surgical  and 
operation  should  be  done  as  early  as  possible  for 
gangrene  of  the  invaginated  portion  of  the  bowel 
occurs  early.  Unless  gangrene  is  present  attempt 
should  be  made  to  reduce  the  invagination  by  ex- 
erting pressure  on  the  apex  of  the  intussusceptum 
and  gentle  traction  on  the  gut  proximal  to  the  ob- 
struction. Placing  a warm  towel  about  the  in- 
tussusception and  even  pressure  along  the  bowel 
will  frequently  aid  in  reducing  the  hemorrhage  and 
swelling  so  that  reduction  can  be  accomplished. 
Cutting  the  contracted  portion  is  sometimes  neces- 
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sary,  with  subsequent  closure  of  the  gut.  If  gan- 
grene has  occurred  the  bowel  must  be  resected. 

DR.  F.  C.  JORDAN  said  he  thought  the  length  of 
time  this  child  had  been  sick  was  significant.  Five 
days  for  any  kind  of  intussusception  makes  the  out- 
look practically  hopeless,  no  matter  how  good  the 
general  condition  may  seem  to  be. 

DR.  R.  J.  STROUD  recalled  the  motion  picture  of 
the  intestines  and  how  they  illustrated  the.  ease 
w.th  which  intussusception  may  occur.  It  is  re- 
markable that  we  do  not  have  this  condition  oftener; 
the  sympathetic  nervous  system  must  coordinate  the 
intestinal  muscular  movements  in  a wonderful 
manner.  Dr.  Franklin  made  some  remarks  about 
using  ether  anesthesia  because  the  patient  could  not 
afford  gas.  This  is  a good  illustration  of  the  need 
for  a county  hospital  and  just  another  reason  why 
the  medical  profession  should  back  the  legislation 
looking  toward  this  devoutly  to  be  desired  goal. 

DR.  0.  H.  BROWN  recalled  a case  of  intussus- 
ception in  an  adult  caused  by  a malignant  tumor. 

DR.  FRANKLIN,  in  closing  said  that  intestinal 
polyps  is  mentioned  as  a cause  of  intussusceptino. 
The  amount  of  intestine  involved  in  this  case  was.  in- 
teresting; the  ascending  colon  was  invaginated  into 
the  transverse  and  the  entire  mass  was  in  the  left 
side. 


NEW  LIGHT  ON  RICKETS 

In  the  Journal  of  the  American  Medical  Associa- 
tion, April  4th,  1931,  page  100,  appears  an  imposing 
list  of  scientific  papers  on  vitamin  D,  the  basis  for 
which  is  Mead’s  Viosterol  in  Oil,  250  D. 

It  is  highly  significant  that  almost  all  of  the 
authorities  in  this  field  have  accepted  the  Mead 
brand  as  the  standard.  This  is  due  to  the  medical 
profession’s  unique  respect  for  Mead  Johnson  & 
Company  and  the  fact  that  this  particular  brand 
of  viosterol  enjoys  the  longest  continuous  labora- 
tory and  clinical  experience  in  America — dating 
back  to  1927. 

On  page  12  of  the  J.  A.  M.  A.  for  April  11th, 
1931,  under  the  title  “Viosterol  is  not  a substitute 
for  cod  liver  oil  except  in  rickets,”  is  a very  in- 
teresting statement  of  the  comparative  values  of 
viosterol,  cod  liver  oil  and  10  D cod  liver  oil  which 
clarifies  the  respective  advantages  of  each  of  these 
antiricketic  agents. 


SITUATIONS  WANTED 
WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
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for  your  opening.  Our  nation-wide  connections  en- 
able us  to  give  superior  service.  Aznoes  National 
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Established  1896.  Member  The  Chicago  Association 
of  Commerce. 


Eye,  Ear,  Nose  and  Throat  man  in  active  prac- 
tice and  good  standing,  experienced  and  accom- 
plished, desires  location  or  association  in  New 
Mexico  cr  Texas  for  the  benefit  of  a warmer  cli- 
mate. Add.  Box  W,  Southwestern  Medicine. 


WANTED — Locum  Tenens  work;  or  Arizona  af- 
filiation by  M.D.  qualified  to  do  medicine,  surgery, 
a,nd  Physical  Therapy.  Address  E.  C.  Wills,  M.D., 
Wickenburg,  Arizona. 
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VENTRICULIN 

(Desiccated,  Defatted  Hog  Stomach) 

Specific  in  Pernicious  Anemia 

Accepted  for  N.N.R.  by 
Council  on  Pharmacy  and 
Chemistry  of  the  A.M.A. 


HB. 


Result  of  12  days 
treatment  with  Ven- 
triculin.  See  Chart. 


We  believe  you  will  find  of  inter- 
est the  chart  reproduced  below, 
including  summary  of  findings  in 
typical  case  of  pernicious  anemia 
treated  with  Ventriculin  . . . Book- 
let on  Pernicious  Anemia  will  be 
sent  promptly  on  request. 

PARKE,  DAVIS  & CO. 

Detroit,  Mich.  - Walkerville,  Ont. 


DIAGNOSIS.  Pernicious  anemia. 

INITIAL  BLOOD  COUNT:  Red  blood  cells 
1.5  million  per  cu.  mm.;  Hemoglobin  (New- 
comer) 21  per  cent;  Reticulocytes  1.0  per  cent. 

TREATMENT.  Ventriculin  30  Gm.  daily. 

PHASE  OF  REMISSION.  On  sixth  day  of 
treatment:  RBC  2.0  million;  Hemoglobin  (New- 
comer) 30  per  cent;  Reticulocytes  32.0  per 
cent  (calculated  rise  for  1.5  million  red  blood 


cells  at  beginning  of  treatment  = 22.3  per 
cent,  exceeding  expected  rise  by  9.7  per  cent). 

PROGRESS  REPORT.  On  the  twelfth  day 
after  Ventriculin  was  begun  the  following  blood 
count  was  recorded:  RBC  2.9  million;  Hemo- 
globin 52  per  cent;  Reticulocytes  0.4  per  cent. 
(Expected  weekly  increase  = 500,000  red  blood 
cells  per  cu.  mm.  Actual  increase  in  this 
patient  = 700,000  red  blood  cells  per  cu.  mm.). 


Just  think  of  the  convenience— 


Two  X-Ray  Tubes 
in  One! 


( Right ) Cathode, 
showing  double 
filament  mounting 


Roentgenologists  acclaim  the 
Double  Focus  Coolidge  Tube 


DESCRIBED  in  the  simplest  terms, 
the  Double  Focus  Coolidge  Tube 
is,  as  its  name  implies,  one  tube  in  which 
either  of  its  two  focal  spots  is  instantly 
available. 

Which  means  that  the  radiographic 
advantages  formerly  obtained  with  the 
use  of  two  Radiator  type  tubes,  io  Ma. 
and  ioo  Ma.,  respectively,  are  now  to 
be  had  with  a single  tube. 

Think  of  the  added  convenience  with 
this  tube  in  routine  radiography,  when 
you  may  select  as  between  the  use  of  a 
fine  or  a broad  focal  spot,  without  the 
necessity  of  changing  tubes  in  the  holder, 
nor  the  attendant  danger  of  breakage. 
Simply  throw  the  small  switch  at  the 


cathode  end  of  the  tube,  and  you  are 
ready  to  proceed. 

In  short,  here  is  a tube  which  covers 
practically  the  entire  range  of  routine 
radiography,  as  may  be  seen  in  the  fol- 
lowing table  of  its  capacity  ratings: 


Small 

Kv.  P. 
85 

Ma. 

30 

Sec. 

i/2 

Focal 

85 

20 

41/2 

Spot 

100 

100 

10 

20 

45 

2V2 

Large 

100 

85 

50 

50 

9‘/2 

121/2 

Focal 

100 

75 

3 

Spot 

100 

75 

100 

100 

V2 

3 

Well  gladly  send  further  information 
upon  request. 
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Treatment. 
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ENZYMOL 


For  Topical  Application 

Observations  of  the  action  of  gastric  juice  outside  the  body  show  a 
usefulness  for  a properly  prepared  product  of  this  nature.  An  example 
of  one  of  its  indications  is  solution  of  necrotic  and  carious  bone  tissue. 

ENZYMOL  is  an  extract  of  the  fresh  stomach  tissue  juice,  specially 
designed  for  topical  application. 

ENZYMOL  is  put  up  in  convenient  vials.  It  requires  ordinarily  for  use 
dilution  with  an  equal  volume  of  water;  also  with  hydrochloric  acid  es- 
pecially for  cases  in  which  this  may  be  desirable — refractory  tissue,  large 
cavities,  etc. 

Originated  and  Made  by 

Fairchild  Bros.  & Foster 

NEW  YORK 


A Paradox 
in  Medicine 


A period  of  eight  years  has  elapsed  since 
Insulin  was  discovered  and  placed  at  the 
disposal  of  the  medical  profession  as  a 
means  of  prolonging  the  lives  of  diabetic 
patients. 

Yet,  today  only  a comparatively  small 
percentage  of  diabetic  patients  is  receiv- 
ing the  benefits  of  this  great  contribution 
of  science  which  would  enable  them  to 
live  normal  lives  despite  the  fact  that  In- 
sulin has  proved  itself  to  be  effective  in 
checking  the  progress  of  diabetes  when 
properly  used. 

There  is  much  educational  work  to  be 
done.  Unfortunately  it  is  not  always  rec- 
ognized that  Insulin  is  not  a cure,  but  is 
simply  intended  to  supplement  a substance 
normally  secreted  in  the  body. 


Insulin  Squibb,  be- 
cause of  its  stability, 
uniform  potency, low 
nitrogen  content  and 
freedom  from  reac- 
tion-producing pro- 
teins, will  always  be 
found  dependable.  It 
is  manufactured  un- 
der license  from  the 
University  of  Toronto 
and  conforms  to  the 
standards  maintained 
by  the  Insulin  Com- 
mittee. It  is  accepted 
by  the  Council  on 
Pharmacy  & Chem- 
istry of  the  A.  M.  A. 
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HEAD  INJURIES 
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May  7-9,  1931.) 

The  title  of  this  paper  without  some  ex- 
planation is  all  too  comprehensive,  but  it  was 
chosen  deliberately  in  order  to  contrast  it 
with  skull  fractures.  Skull  fractures,  of 
course,  are  types  of  head  injuries;  but  skull 
fractures,  unless  depressed  or  compounded, 
are  of  minor  importance  when  viewed  from 
(he  standpoint  of  skeletal  damage  and  may, 
at  times,  be  life-saving  when  the  type  is 
such  as  to  prevent  intracranial  pressure  of 
a not  too  seriously  damaged  brain.  For  many 
hundreds  of  years  head  injuries  or,  more 
properly  speaking,  skull  fractures,  have  been 
the  subject  of  many  acrimonious  discussions 
by  the  leading  men  of  their  times,  some  tak- 
ing the  attitude  that  all  skull  fractures 
should  be  operated,  regardless  of  type ; other 
men,  equally  prominent  and  capable,  taking 
the  other  horn  of  the  dilemma  and  advocat- 
ing conservative  or  non-operative  treatment 
for  all  cases — both  frequently  losing  sight  of 
the  anatomical,  pathological,  and  physiologi- 
cal factors  involved. 

No  anatomical  description  of  the  head  will 
be  undertaken ; neither  will  I attempt  to 
classify  types  of  skull  fractures,  but  rather 
will  attempt  to  summarize  the  present  rather 
generally  accepted  methods  (which  tend 
toward  conservatism)  now  employed  which 
seem  rational  and  are  showing  a lowered 
mortality  rate  in  cases  of  severe  head  in- 
juries, with  brain  damage  and  shock.  These 
cases  are  the  most  serious  problems  con- 
fronting us  and  tax  the  ingenuity  of  the 
most  skilled  surgeons,  and  can  be  success- 
fully treated  only  by  taking  into  considera- 


tion the  pathological  condition  present  and 
the  physiological  disturbances  in  each  in- 
dividual case.  Cases  of  simple  concussion 
and  lineal  fractures  without  shock  are  not 
included  in  the  scope  of  this  paper. 

Many  years  ago,  after  repeated  surgical 
attempts  at  relief  for  this  type  of  case, 
usually  with  disastrous  results,  I commenced 
a rather  intensive  study  of  this  subject, 
reading  many  texts,  all  the  available  current 
literature,  visiting  many  neurosurgical  clin- 
ics and  neurosurgeons,  but  always  finding 
them  at  variance  with  each  other  on  many  of 
the  apparently  essential  points  of  treatment. 
So  much  so,  in  fact,  that  in  my  efforts  to 
reconcile  their  viewpoints,  I was  reminded 
of  one  of  Goldsmith’s  verses:  “They  who 
travel  in  search  of  wisdom  walk  only  in  cir- 
cles and  finally,  after  all  their  labors,  return 
to  their  own  pristine  ignorance.” 

In  these  days  of  high  speed  and  tension, 
both  industrial  and  civil,  and  especially  since 
the  advent  of  the  automobile,  head  injuries 
have  been  an  increasing  factor  in  the  work 
of  every  surgeon,  especilaly  the  industrial 
surgeon.  Hospitals  report  as  high  as  300 
per  cent  increase  in  this  type  of  case  in  the 
past  decade.  Not  only  is  there  a very  great 
increase  in  numbers,  but  the  type  of  injury 
is  much  more  severe  than  formerly.  Instead 
of  having  a majority  of  head  injuries  of  the 
milder  type — concussion  and  simple  fracture 
— we  now  have  a far  greater  percentage  of 
the  more  severe  type,  composed  of  every 
variety  of  fracture,  with  every  degree  of 
brain  damage  and  all  of  them  complicated  by 
edema,  which  frequently  proves  to  be  the 
factor  which  determines  the  outcome  of  the 
case. 

Until  the  beginning  of  the  twentieth  cen- 
tury, the  rather  generally  accepted  method 
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of  treatment  was  surgical,  which  may  ac- 
count for  some  of  the  enormous  mortality, 
and  only  in  the  last  few  years  has  there  been 
established  any  considerable  uniformity  of 
opinion  along  more  conservative  lines,  with 
due  regard  for  the  physiological  disturb- 
ances present — immediate  shock  and  ulti- 
mate edema.  Recent  statistics,  based  on 
large  numbers  of  cases  by  many  authors, 
will  give  sanction  to  a division  of  thetfe 
cases  jiho  three  groups:  (1)  Those  whose  in- 
jury is  so  severe  that  they  die  in  the  first 
8 or  10  hours,  comprising  35  rer  cent;  (2) 
those  who  will  get  well  if  not  mistreated, 
probably  40  per  cent;  (3)  the  borderline 
cases,  who  may  die  but  who  can  be  greatly 
he’ped  and,  possibly,  by  the  proper  treat- 
ment, be  p’aced  in  the  second  group,  making 
up  the  ba'ance,  or  25  per  cent.  I do  not 
mean  that  no  effort  at  treatment  of  group  1 
should  be  made — relief  of  shock  should  be 
attempted.  Class  2 shou'd  be  as  diligently 
trra'ed  as  class  3,  to  hasten  recovery  and 
prevent  avoidable  sequelae. 

Since  tlrs  paper  is  not  intended  as  a dis- 
sertation on  the  surgical  technic  or  operative 
procedures  in  these  cases,  the  indications  for 
surgery  will  be  mentioned  and  no  further 
reference  made  to  them.  No  surgery  should 
ever  be  attempted  on  any  of  the  35  per  cent 
of  the  most  serious  injuries  who  are  unable 
to  react  from  shock. 

It  is  my  ser’ous  conviction  that  very  few 
surgeons  are  sufficiently  well  informed  as 
to  the  time  to  operate  and  are  skillful  enough 
to  operate  these  cases  without  producing 
sufficient  additional  truma  to  be  “the  straw 
that  breaks  the  camel’s  back.”  In  other 
words,  I am  thoroughly  convinced  that  if 
there  were  fewer  operations  more  patients 
would  get  well.  So  strongly  do  I feel  on 
this  subject  that  I am  constrained,  even  in 
the  face  of  being  considered  academic,  to 
quote  two  surgical  adages:  “Never  operate 
a moribund  patient,”  and,  “No  surgical  emer- 
gency except  hemorrhage  is  so  great  that 
preparation  of  the  patient  can  be  dispensed 
with.” 

Extradural  hemorrhage,  while  much 
talked  of  and  of  much  importance  when 
present,  really  is  very  rare  and  represents 
only  about  2 or  3 per  cent  of  the  65  per  cent 
of  cases  where  treatment  offers  any  hope  of 
recovery.  It  is  frequently  a complication  in 
the  35  per  cent  where  treatment  is  of  no 
avail  (being  found  in  20  per  cent  of  post- 
mortems), but  in  this  class  of  cases  the 
symptoms  are  masked  beyond  recognition. 
This  condition  can  usually  be  recognized  in 
class  2 or  3 by  the  following  three  symp- 
toms: (1)  Period  of  lucidity  followed  by  in- 


creasing coma ; (2)  gradual  developing  hemi- 
pleg'a  involv'ng  face,  arm,  and  leg,  in  order 
mentioned;  (3)  convulsions,  beginning  in 
face,  and  extending  to  arm  and  leg  in  same 
order.  This  condiiton  constitutes  the  one 
and  on'y  indication  for  emergency  operation, 
end  should  be  diligently  sought  for,  because, 
if  detected  early,  it  is  readily  amenable  to 
surgical  treatment. 

Depressed  fracture  is  present  in  a larger 
per  c°nt  of  cases  but  should  never  be  treated 
as  an  emergency ; operation  may  be  per- 
formed on  any  subsequent  day  when  condi- 
tion of  patient  will  permit.  Elevate  de- 
pressed portion  back  in  place,  without  remov- 
al of  fragments,  if  possible.  Lacerations  of 
sca'p  should  be  treated  as  soon  as  possible 
aDer  patient  has  reacted  from  shock,  with 
debridement  and  suture.  Decompression, 
like  many  other  procedures  in  head  injuries, 
has  been,  and  still  is  being,  much  abused  by 
some  surgeons,  with  a frightful  mortality. 
This  procedure  is  really  only  indicated  in 
those  of  the  borderline  cases  (20  per  cent) 
whose  cerebral  edema  cannot  be  controlled 
bv  dehvdration  treatment  and  which  present 
the  fohowing  symptoms:  Increasing  coma, 
increasing  intrasp'nal  pressure,  more  marked 
restlessness,  pulse  pressure  equaling  or  ex- 
ceeding pulse  rate.  When  these  symptoms 
arise  together  thev  mean  stage  4,  which 
frequently  lasts  only  one  hour.  At  most,  a 
very  few  hours  elapse  before  the  case  passes 
into  stage  5 of  the  chart  and  the  patient  is 
moribund. 

The  management  of  a severe  case  of  head 
injury,  then,  resolves  itself  into  the  treat- 
ment of  its  several  stages:  (1)  shock;  (2) 
stage  of  recovery  from  shock  and  before  be- 
g'nning  of  medullary  edema;  (3)  medullary 
compression,  beginning  edema;  (4)  definite 
medullary  edema  (decompression  indicated)  ; 
(5)  fixed  medullary  edema,  moribund. 

A patient  with  serious  head  injury  should 
be  immediately  transported  to  hospital,  as 
carefully  and  as  quickly  as  possible,  and 
placed  under  the  care  of  a competent  nurse 
who  will  make  and  record  half-hour  ob- 
servations of  pulse,  respiration,  treatment, 
and  blood  pressure.  Particular  attention 
should  be  paid  to  character  of  pulse  and 
respiration,  also,  to  pulse  pressure  and  its 
relation  to  pulse  rate.  Patient  should  be 
treated  for  shock,  which  is  usually  present 
and  is  manifest  by  the  following  symptoms: 
Greater  or  less  degree  of  unconsciousness ; 
subnormal  temperature;  cold  clammy  skin; 
rapid,  feeble  pulse ; low  blood  pressure ; slow, 
shallow  respiration.  These  symptoms  may 
be  due  to  head  or  other  injury,  but  are  not 
head  injury  per  se;  consequently,  no  effort 
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shou’d  be  expended  on  the  head  at  this  stage 
except  for  the  control  of  hemorrhage  and  to 
r'ace  a steri’e  dressing  if  there  are  lacera- 
tions. If  wound  is  compounded  into  nose  or 
ears,  use  simp’e  cleansing  and  sterile  dress- 
ings. 

The  foregoing  symptoms  should  be  com- 
bated by  removing  all  damp  and  dirty  cloth- 
ing. Apply  dry,  warm  clothing,  cover  in 
warm  blankets  to  conserve  body  temperature 
and  apoly  additional  heat  by  use  of  hot  wa- 
ter bottles,  or,  better  still,  by  application  of 
d'atbermy  through  hepatic  region.  Blood 
transfus:on  is  indicated  and  if  donor  is  avail- 
able should  be  given.  If  blood  transfusion 
cannot  be  given,  then  50  or  100  c.c.  of  50 
per  cent  glucose  should  be  given  intraven- 
ously and  oxygen  subcutaneously.  Probably 
no  other  drugs  should  be  given ; certainly  the 
f1eetim>-  stimulants  such  as  adrenalin,  strych- 
nine, nituitrin,  should  not  be  given.  Their 
st'mulat:ng  effect  is  short-lived  and  is  fol- 
’owed  by  a depression  which  leaves  the  pa- 
tient in  a worse  condition.  Atropin  and  mor- 
phine, the  sheet  anchors  in  shock  from  other 
rau°es,  should  not  be  used  because  they  both 
interfere  with  pupillary  reaction,  which  is  a 
va’uaMe  prognostic  sign,  and  morphine  also 
interferes  with  s^ate  of  consciousness  and 
has  effect  of  further  depressing  respiratory 
center^.  Do  not  give  saline  infusion — its 
ch’oride  content  tends  to  fix  the  fluids  in 
cQ)ls  and  materially  interferes  with  dehydra- 
tion treatment  to  be  given  in  the  second 
rtage  or  following  shock. 

Pro1  aMv  the  most  pernicious  habit  now 
being  indulged  in,  in  management  of  these 
cases,  is  taking  x-rays  while  patient  is  still 
in  shock.  This  amount  of  trauma  and  ex- 
pos re  may  be  sufficient  to  turn  the  tide 
against  the  ratient.  There  should  be  no  un- 
necessary consultation  or  examination.  Af- 
ter the  first  4 to  6 hours  of  treatment,  or 
as  soon  as  the  patient  has  reacted  from  shock 
and  has  entered  the  second  stage,  careful 
physical  and  neurological  examination  should 
be  made,  not  with  the  idea  of  diagnosis,  but 
to  determine  if  complicating  injuries  are 
present,  also,  to  establish  a reasonable  prog- 
nosis. This  can  usually  be  done  by  exam- 
ination of  eyes  and  ears.  Of  utmost  value 
from  a prognostic  standpoint  are  the  eyes 
and  their  reactions.  Ochsner  states  that  78 
per  cent  of  serious  head  injuries  show  eye 
signs.  Of  those  with  both  pupils  dilated  and 
fived.  95  per  cent  die;  of  those  with  widely 
dilated  pupils  which  react  to  light,  30  per 
cent  d'e;  of  those  with  unilateral  dilated  or 
contracted  fixed  pupils,  6 per  cent  die;  of 
thnse  wi  h unequal  dilated  or  contracted  pu- 
p'ls,  44  per  cent  die;  of  those  with  contracted 
and  fixed  pupils,  70  per  cent  die.  In  other 


words,  fixation  of  pupils  represents  the  most 
serious  single  sign.  Eyeground  changes 
come  on  too  late  to  be  of  much  value  as 
either  d:agnostic  or  prognostic  signs.  Ear 
examination  is  made  with  the  idea  of  de- 
termining  if  there  is  blood  or  spinal  fluid 
escaping.  Either  of  these,  if  coming  from 
middle  ear,  establishes  the  diagnosis  of  basal 
fracture  and  makes  the  prognosis  more  grave 
on  account  of  possibility  of  infection.  If 
both  ears  are  involved  the  prognosis  is 
doubly  grave.  Of  course,  severe  injuries  of 
other  portions  of  the  body  make  the  prog- 
nosis even  more  grave.  X-rays  of  head 
should  include  stereo  of  two  different  sides 
and  stereo  of  front  and  back  of  head,  espe- 
cially if  depressed  fracture  is  suspected. 

After  preliminary  examination,  being  ex- 
tremely careful  to  rule  out  extradural  hem- 
orrhage, the  routine  dehydration  treatment 
is  begun  and  consists  of  the  following:  (1) 
50  to  100  c.c.  of  50  per  cent  glucose,  in- 
travenously; (2)  follow  in  2 hours  by  1% 
ounce  magnesium  sulphate  by  mouth,  if  able 
to  take — if  not,  by  rectum — these  measures 
to  be  repeated  every  six  or  eight  hours  as 
indicated,  (physiological  action)  ; (3)  the 
much-discussed  spinal  tap  is  here  advocated 
as  the  third  and  essential  part  of  the  treat- 
ment, and  should  be  repeated  at  8 to  12  hour 
intervals  as  indicated  by  symptoms.  The 
spinal  tap  is  used  (1)  to  determine  the  in- 
tracranial pressure;  (2)  to  reduce  the  in- 
tracranial pressure;  (3)  to  determine  the 
character  of  fluid.  Repeated  taps  will  also 
furn'sh  the  more  important  information  as 
to  whether  or  not  the  spinal  pressure  is  in- 
creasing or  diminishing,  which  is  also  an  in- 
dication as  to  whether  or  not  further  treat- 
mert  is  necessary.  A word  of  caution  about 
spinal  taps  probably  would  be  in  order.  Like 
ba^al  metabolism,  spinal  taps  should  be  done 
under  certain  basic  conditions;  deep  inspira- 
tion, ho’ding  breath,  acute  flexion  of  head, 
ah  exert  pressure  on  venous  system  of  head, 
and  invalidate  numerical  reading.  Under 
normal  conditions  the  spinal  pressure  should 
be  about  8 mm.  of  Hg.  If  manometer  read- 
ings are  always  taken  and  only  sufficient 
fluid  removed  to  bring  the  reading  down  to 
8 mm.,  or  normal,  serious  accidents  may  be 
avoided.  Some  surgeons  are  even  more  cau- 
tious and  draw  off  only  sufficient  to  reduce 
the  intracranial  pressure  by  half.  In  several 
hu  wired  taps,  we  have  had  no  untoward  ac- 
c'dent.  The  fourth  essential  part  of  the  de- 
hydration is  the  limiting  of  the  amount  of 
fluid  intake ; a maximum  of  20  ounces  in 
21  hours  is  given  until  the  intracranial  pres- 
sure warrants  an  increase.  These  measures, 
intravenous  glucose,  magnesium  sulphate 
(always  two  hours  after  glucose),  limited 
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(20  ounces)  fluids,  together  with  spinal  taps, 
have  in  most  cases  proved  themselves  quite 
sufficient  to  control  the  edema  and  relieve 
the  patient.  The  failure  of  these  remedies 
is  manifested  by  the  following  signs:  (1) 
increasing  blood  pressure;  (2)  increasing 
pulse  pressure ; (3)  slowing  pulse,  40  to  60 ; 
(4)  increasing  spinal  pressure  as  told  by 
manometer;  (5)  stupor  (gradually  increas- 
ing stupor  is  indicative  of  cerebral  edema 
and  increasing  intracranial  pressure) ; (6) 
choked  disc  (comes  on  too  late  to  be  of 
value)  ; (7)  loss  of  autonomic  control  (in- 
dicating break).  The  foregoing  signs  are 
usually  present  in  all  cases  of  uncontrollable 
intracranial  pressure,  and  are  used  as  indi- 
cation for  the  time  for  operative  treatment. 
If  the  above  treatment  will  not  control  in- 
tracranial pressure  and  the  symptoms  per- 
sist, subtemporal  decompression  may  become 
necessary  and  should  be  done  before  break 
in  autonomic  control  of  cerebral  center.  The 
symptoms  indicating  an  impending  break  of 
autonomic  control  are : Increasing  tempera- 
ture, 102  or  above;  very  slow  or  irregular 
pulse;  inversion  pulse  pressure  and  pulse 
rate,  as  indicated  in  stage  4.  If  decompres- 
sion is  done  dehydration  treatment  should 
be  continued  as  before  operation. 

The  rationality  of  the  treatment  is  ap- 
parent when  the  physiological  effect  of  these 
drugs  is  considered.  Glucose  intravenously 
in  concentrated  solution  is  nontoxic  and  its 
dehydrating  effect  is  specific,  drawing  the 
stored  fluid  from  the  body  cells  and  intra- 
cellu’ar  spaces,  thus  filling  blood  vessels, 
while  magnesium  sulphate,  on  the  other 
hand,  draws  its  fluids  from  the  blood  ves- 
sels and  thus  by  its  hydroscopic  effect  elim- 
inates from  the  body  large  quantities  of 
fluids  very  promptly.  Neither  of  these 
drugs  has  any  specific  effect  on  the  brain 
substance  per  se,  but  lowered  intracranial 
pressure  is  due  to  dehydration  of  the  whole 
body. 

SEQUELAE  OR  POST-TRAUMATIC  NEUROSIS 

Based  on  work  of  Fay  and  Pancoast,  it 
now  appears  that  many  of  these  disabling 
and  annoying  conditions  can  be  either  pre- 
vented or  controlled  by  the  dehydration 
regime.  The  first  important  part  in  this 
regime  is  to  continue  spinal  taps  in  the  cases 
of  intraspinal  hemorrhage  until  all  blood 
cells  have  been  drained  away  as  shown  by 
centrifuged  specimen.  This  is  to  avoid  chem- 
cal  reaction  or  meningitis  which  closes  the 
pacchionian  bodies  and  ports  of  exit  around 
spinal  nerves,  thus  blocking  the  normal 
drainage  system  of  brain  and  spinal  canal, 
producing  a degree  of  hydrocephalus  which, 
;n  turn,  by  hydrostatic  pressure  produces  an 
ischemia  and  anoxemia  of  the  cerebrum. 


This,  if  left  unrelieved,  soon  becomes  a fixed 
condition  and  forms  a pathological  basis  for 
many  so-called  sequelae  or  post-traumatic 
neuroses,  even  accounting  for  periodic  head- 
aches and  epilepsy. 

The  second  important  part  in  treatment  is 
limitation  of  fluid  intake  to  20  ounces,  which 
inc’udes  all  fluids  taken,  such  as  milk,  soup, 
coffee,  tea,  and  so  forth.  The  diet  should 
a' so  be  free  from  salt  and  carbohydrates, 
which  tend  to  fix  fluid  in  the  cells  and  pre- 
vent proper  elimination. 

CONCLUSIONS 

1.  Head  injuries  of  type  dealt  with  in 
this  paper  are  of  the  most  serious  problems 
in  surgery  and  in  dealing  with  these  cases 
the  two  surgical  adages  should  always  be 
remembered. 

2.  There  is  only  one  condition  calling  for 
immediate  surgical  operation  — extradural 
hemorrhage. 

3.  Treatment  of  shock  should  be  of  prime 
consideration  in  most  cases.  Morphine,  sul- 
phate and  atropine  are  contra-indicated. 

4.  Dehydration  treatment,  as  outlined, 
has  proved  satisfactory  in  most  cases. 

5.  Sequelae,  or  post-traumatic  neurosis, 
can  be  prevented  in  most  cases  by  the  de- 
hydration treatment,  freeing  the  spinal  fluid 
of  blood  as  determined  by  the  microscope, 
and  prolonged  period  of  rest. 
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read,  it  seems  to  me,  quite  thoroughly  covers  the 
field  as  far  as  the  management  of  acute  brain  in- 
jury is  concerned;  however,  in  every  part  of  the 
country,  not  only  in  well  organized  hospitals,  but  in 
rural  districts,  the  laws  of  rational  management 
have  been  so  disastrously  violated,  with  such  an  ap- 
palling mortality,  that  I feel  a number  of  points 
which  may  be  considered  academic  should  be  stress- 
ed and  stressed  rigidly.  The  field  of  neurological 
surgery  is  a field  all  in  itself,  and  successful  man- 
agement of  cases  can  be  attained  only  through  a 
thorough  understanding  of  that  with  which  we  are 
dealing. 

With  the  classification  of  favorable,  borderline, 
and  unfavorable  cases,  they  all  represent  during 
the  first  few  hours,  shock,  and  to  do  anything  with 
these  patients  other  than  supportive  for  the  shock, 
is  nothing  short  of  criminal. 

From  day  to  day,  in  every  hospital  in  the  country, 
We  see  these  patients  brought  in  from  the  ambu- 
lances and  transferred  to  the  operating  table,  which 
will  favorably  compare  with  the  removal  of  the 
criminal  from  his  cell  to  the  electric  chair.  Any  pa- 
tient operated  during  the  stage  of  shock,  who  re- 
covers, has  done  so  in  spite  of  the  surgery,  and  I 
feel  that  this  even  holds  true  for  intracranial  hem- 
orrhage. As  we  all  know,  during  the  stage  of  shock 
there  is  a marked  diminution  in  the  blood  pressure 
and  as  hemorrhage  takes  place  the  pressure  be- 
comes equalized  and  bleeding  ceases,  so  there  is  no 
ground  gained  in  operating  at  this  particular  time. 
As  the  patient  passes  through  the  stage  of  shock, 
the  blood  pressure  begins  to  rise  and  the  signs  of 
hemorrhage,  coma,  and  so  forth,  if  present,  increase 
in  intensity.  This  is  well  brought  out  in  the  mid- 
meningeal  artery  syndrome,  mild  shock  at  first,  pa- 
tient conscious  and  feeling  that  he  has  probably  es- 
caped serious  injury.  A few  hours  later  the  blood, 
pressure  elevates,  drowsiness  develops,  increasing  to 
coma,  hemiplegia,  pupillary  inequality,  convulsive 
seizures  and  death,  if  not  relieved. 

One  of  the  most  valuable  guides  that  we  have  to- 
ward surgical  interference  is  the  frequent  record- 
ing of  spinal  fluid  pressure.  Shock  is  not  a contra- 
indication for  spinal  puncture.  If  the  inflammatory 
reaction  develops,  it  is  usually  at  the  end  of  6 to 
12  hours,  the  patient  having  survived  shock  to  the 
stage  of  beginning  medullary  edema.  It  is  in  the 
first  part  of  this  stage  that  the  better  results  can 
be  obtained  by  decompression.  If  there  is  a marked 
rise  in  spinal  fluid  pressure,  with  the  blood  pressure 
climbing  rapidlv,  but  still  within  normal  limits,  and 
a similar  condition  existing  in  the  pulse  rate,  de- 
compression is  indicated,  and  these  cases  will  com- 
prise approximately  30  per  cent  of  cases  that  have 
survived  the  stage  of  shock.  If  we  allow  them  to 
go  on  to  the  beginning  stage  of  medullary  compres- 
sion, the  surgical  mortality  will  be  just  exactly  100 
per  cent. 

_ After  the  patient  has  been  placed  at  rest  upon 
first  admission  and  first  aid  measures  have  been 
attended  to,  I feel  that  spinal  puncture  with  an  ac- 
curate record  of  pressure,  if  possible,  is  a most  val- 
uable procedure,  as  it  is  associated  with  absolute- 
ly no  shock  and  is  without  discomfort  to  the  patient, 
if  a little  novocaine  is  used.  During  the  stage  of 
shock,  if  the  pressure  is  considerably  elevated,  it 
mav  be  diminished  to  the  normal  limits,  for  if  the 
patient  happens  to  be  one  of  those  that  are  poten- 
tially hemorrhage  cases,  wiht  reduction  of  pressure 
to  normal,  hemorrhage  will  most  surely  occur.  It 
is  not  so  much  of  value  in  relieving  pressure  in  the 
majority  of  cases  as  it  is  an  index  to  pressure 
changes  that  develop  during  the  subsequent  stage. 
In  other  words,  if  a patient  presents  definite  symp- 
toms of  acute  brain,  spinal  fluid  pressure  is  normal 
or  slightly  above  normal,  any  deviation  from  this 
at  subsequent  examinations  during  the  inflamma- 


tory stage  is  most  helpful  in  anticipating  acute 
medullary  edema  and  compression  before  it  precipi- 
tates. If  there  is  marked  increase  in  pressure  at 
any  of  the  subsequent  examinations,  edema  and 
compression  are  most  surely  to  follow.  Operative 
procedure  at  any  other  stage  represents  poor  ob- 
servation or  ignorance,  the  latter  being  a mental 
state  that  the  law  does  not  excuse.  As  to  the  ques- 
tion of  limitation  of  spnial  decompression,  I per- 
sonally prefer  to  withdraw  fluid  to  the  extent  that 
the  pressure  remains  at  the  upper  normal  limits  or 
slightly  above.  This  is  especially  true  in  diagnostic 
work,  ventriculography,  spinal  puncture,  cisternal 
puncture,  and  so  forth,  in  the  presence  of  organic 
brain  disease,  especially  tumors.  Any  sudden  devia- 
tion from  the  acquired  pressure  frequently  precipi- 
tates fatal  hemorrhage,  complicated  with  an  acute 
medullary  compression.  This  is  explained  on  the 
basis  of  hemorrhage  from  sudden  pressure  chang- 
es produced  by  rupturing  of  already  diseased  ves- 
sels, that  is  so  characteristic  of  malignancies.  How- 
ever, in  acute  brain  injury,  the  increased  pressure 
is  sudden  in  its  onset  and  of  only  a short  duration, 
and,  resistance  to  high  tension  not  having  been  ac- 
quired, there  will  probably  be  better  response  to 
upper  limit  normal  pressure  (12  to  16  mm.  of  mer- 
cury). ) 

In  regard  to  decompression  in  the  selected  cases 
in  which  medullary  compression  has  been  antici- 
pated, the  procedure  is  associated,  in  the  hands  of 
a capable  surgeon,  with  no  shock  whatsoever.  It 
can  usually  be  accomplished  under  novocaine  infil- 
tration and  in  a very  brief  period  of  time.  The 
procedure  of  choice  is  the  muscle-split  incision  in 
the  subtemporal  region,  unless  the  injury  and  devel- 
oping edema  are  in  the  posterior  fossa  beneath  the 
tentorium;  in  this  event,  the  suboccipital  decom- 
pression. 

In  conclusion,  the  appalling  mortality  in  acute 
brain  injury  will  be  tremendously  diminished,  pro- 
viding the  attending  surgeon  will  refrain  from  the 
urge  to  operate  during  shock  and  anticipate  im- 
pending medullary  compression  and  administer  sur- 
gical relief  before  the  symptoms  appear.  The  con- 
clusions drawn  may  seem  academic,  but  it  is,  unfor- 
tunately, true  that  good  surgeons  every  day,  in 
every  part  of  the  country,  are  violating  every  law 
in  rational  therapy  of  acute  brain  injury. 

DR.  E.  PAYNE  PALMER  (Phoenix)  : The  posi- 
tion of  the  patient,  with  head  injuries,  is  important. 
The  blood  pressure  is  highest  when  the  patient  is  in 
the  recumbent  position  and  lowest  in  an  upright 
position.  The  Fowler  position  should  be  maintained 
as  soon  as  the  patient  has  recovered  from  shock. 

Caffeine  sodium  benzoate,  given  intravenously  or 
subcutaneously,  will  reduce  the  intraspinal  pressure 
within  a few  minutes.  Its  administration  should  be 
repeated  every  two  to  four  hours  until  the  intra- 
spinal pressure  is  normal. 

Dr.  Thomas  has  advised  us  against  morphine.  It 
should  be  given  only  when  the  caffeine  is  used,  as  it 
increases  intracranial  pressure.  A prolonged  rest 
during  and  after  recovery,  for  weeks  or  months  af- 
ter head  injuries,  is  necessary. 

DR.  A.  P.  KIMBALL  (Yuma)  : Many  times  it  is 
impossible  to  localize  the  head  injury.  The  chief 
aids  in  diagnosis  are  that  the  pupil  of  the  eye  on 
the  opposite  side  of  the  head  contracts,  the  blood 
pressure  on  the  opposite  side  is  higher  than  other 
arm,  and  the  axillary  temperature  on  the  opposite 
side  is  higher. 

DR.  JOHN  J.  McLOONE  (Phoenix)  : Following 
skull  fractures  and  concussion  of  the  brain,  we  fre- 
quently encounter  sequelae  pertaining  to  either 
the  labyrinthine  or  auditory  function  of  the  eighth 
nerve.  Following  head  injuries  of  the  above  tvpe, 
it  is  not  unusual  to  see  patients  who  suffer  from 
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attacks  of  vertigo  and  diminished  audition  in  vary- 
ing degrees,  depending  upon  the  extent  of  injury 
and  the  location  of  the  lesion  resulting  from  the 
ccommotio  cerebri;  (2)  commotio  cerebri  et  auri  in- 
ccommotio  cei'ebri;  (2)  commotio  cerebri  et  auri  in- 
ternae;  (3)  fracture  capsuli  labyrinthi.  . 

The  first  gi’oup  includes  cases  in  which  the  ear 
findings  point  to  a central  involvement  of  the 
eighth  nerve;  in  the  second  group,  we  have  those 
cases  in  which  there  is  inner  ear  involvement  due  to 
a concussion  of  the  membranous  labyrinth.  Trans- 
verse fractures  through  the  petrous  bone  resulting 
in  vertigo  and  deafness  are  placed  in  the  third 
group. 

It  is  estimated  by  various  observers  that  skull 
fractures  and  concussions  result  in  either  temporary 
or  permanent  impairment  of  the  vestibular  and 
cochlear  portion  of  the  eighth  nerve  in  40  to  50 
per  cent  of  the  cases.  By  the  Barany  and  Kobreck 
tests,  we  can  often  disclose  the  location  of  the  le- 
sion. The  degree  of  loss  of  hearing  can  always  be 
ascertained  by  the  usual  functional  test  for  audi- 
tion. 

DR.  W.  A.  HOLT,  (Globe):  There  has  been  much 
improvement  in  the  handling  of  head  injuries.  Two 
or  three  decades  ago  it  was  quite  the  practice  to 
take  the  badly  injured  head  cases  immediately  to 
the  surgery  and  subject  them  to  a major  operation. 
This  practice  is  passe  and  we  now  accept  the  head 
injury  as  being  an  acute  case  requiring  careful 
handling  and  study,  the  study  consisting  of  keen 
observations  as  to  shock,  motor  disturbances,  rate 
and  character  of  pulse,  character  of  breathing, 
pupillary  sensitiveness  and  irregularities,  blood 
pressure  and  hemorrhages  whether  intra  or  extra 
dural.  Intracranial  hemorrhage  is  the  most  com- 
mon cause  of  serious  symptoms  following  injury  to 
the  head,  which  is  fatal  if  unrecognized  and  unre- 
lieved and  which  may  be  accompanied  by  fracture 
either  simple  or  compound.  The  first  24  to  48  hours 
is  the  time  of  greatest  importance  in  the  handling 
of  these  cases.  There  have  been  many  fallacies 
handed  down  to  us  regarding  head  injuries  and 
particularly  do  I refer  to  the  one  of  hemorrhage 
from  the  ears.  The  real  old  time  medical  men  ac- 
cepted and  passed  it  along  to  us  that  hemorrhage 
from  the  ears  was  pathognomonic  of  fracture  at  the 
base  and  was  just  about  100  per  cent  fatal.  I am 
sure  that  today  we  see  numerous  cases  of  head 
injuries  with  hemorrhage  from  the  ears  in  which 
grave  symptoms  are  absent  and  the  x-ray  is  neg- 
ative. 

Blood  pressure  and  pulse  reading  are  very  im- 
portant and  certainly  tell  a true  story  of  the  pa- 
tient’s condition.  A slow  pulse  and  a high  systolic 
blood  pressure,  regardless  of  other  symptoms,  call 
for  an  immediate  tapping,  and  in  all  severe  head 
injuries  a reading  of  pulse  and  blood  pressure  will 
place  the  medical  man  completely  in  control  of  the 
situation.  And  while  speaking  of  pulse  and  blood 
pressure,  please  let  me  speak  of  the  case  of  a 
miner  who  had  fallen  on  his  head  and  was  brought 
in  unconscious,  with  sterterous  breathing,  vomiting, 
restlessness,  pulse  50,  respiration  12,  deep  and 
heavy.  Blood  pressure  154/80,  laceration  of  scalp 
in  mid-vertex  region,  no  paralyses,  blood  pressure 
rapidly  climbed  to  190,  pulse  46  to  50  and  maniacal 
symptoms  appeared.  A tapping  of  30  c.c.  of  bloody 
fluid,  which  was  under  increased  pressure,  almost 
immediately  relieved  the  mania  which  would  again 
reappear  when  his  systolic  blood  pressure  rose  to 
190.  For  six  weeks  tapping  was  done  on  this  man, 
one  to  three  times  every  24  hours,  with  a complete 
recovery.  In  this  case  there  was  evidently  a dis- 
turbance in  the  equilibrium  of  the  cerebro-spinal 
fluid,  either  an  excessive  secretion,  or  its  gravity 


was  added  to  by  hemorrhage  or  there  was  an  in- 
terference with  its  exit  into  the  subarachnoid  space 
through  the  roof  of  the  fourth  ventricle.  In  this 
case,  although  the  x-ray  disclosed  a linear  fracture 
of  the  right  parietal  bone,  there  was  no  indication 
for  surgical  intervention,  causing  us  to  believe  that 
the  gravity  of  head  injuries  depends  upon  trauma 
of  brain  tissue,  hemorrhage  and  pressure. 

DR.  D.  R.  GASKINS  (Phoenix):  Dr.  Muck  of 
Germany  has  made  a very  interesting  observation 
which  is  of  value  in  those  cases  where  there  is  a 
doubt  as  to  which  side  there  is  a definite  brain  in- 
jury. He  sprays  a fine  spray  of  adrenalin  toward 
the  floor  of  the  nose,  shrinking  the  inferior  turbin- 
ate. A blunt  probe  is  then  pressed  against  the  body 
of  the  turbinate  in  the  longitudinal  direction  for  a 
few  seconds.  A thin  white  line  developing  at  the 
side  of  pressure  is  a positive  reaction  for  injury  to 
the  cortex  of  the  corresponding  side.  He  explains 
the  reaction  as  being  due  to  a disturbance  of  the  vas- 
cular fibers  of  the  sympathetic  which  has  a definite 
relation  with  the  cortex.  The  test  is  also  positive 
for  brain  abscess  and  tumors  located  near  or  pro- 
ducing slight  pressure  on  the  cortex. 

DR.  C.  A.  THOMAS  (closing)  : Frequently  pa- 
tients are  operated  on  in  Tucson  when  they  should 
be  left  alone.  I am  not  familiar  with  Dr.  Gaskins' 
method  of  determining  the  side  of  the  head  on  which 
there  is  an  injury.  Cases  in  which  there  is  increase 
in  the  pulse  pressure,  elevation  of  spinal  pressure 
or  elevation  of  blood  pressure  deserve  dehydration. 
Long  continued  rest  is  essential.  Spinal  fluid  should 
be  drawn  off  at  intervals  until  all  blood,  even  mi- 
croscopical on  centrifuged  specimen  has  been  elim- 
inated. This  because  it  has  been  proven  that  blood 
left  in  spinal  fluid  causes  chemical  reaction  which 
closes  ports  of  exit  of  spinal  fluid,  thus  interfering 
with  the  hydraulics  of  the  brain,  and  giving  hydro- 
cephalus to  a greater  or  lesser  degree.  This  point 
has  been  demonstrated  by  Temple  Fay  and  is  pos- 
sibly the  cause  of  the  unpleasant  sequelae  in  many 
of  these  cases. 


WHAT  CONSTITUTES  A MODERN  BONE 
SURGEON 

WILLIAM  L.  BELL,  M.D., 

Oakland,  California. 

(Read  before  the  Fort'eth  Annual  Meeting  of  the 
Arizona  State  Medical  Association,  held  at  Nogales, 
Mav  7-9,  1931.) 

“What,  Constitutes  a Modern  Bone  Sur- 
geon ?”  You  have  given  me  freedom  and 
wide  latitude  in  the  selection  of  this  subject. 
Acide  from  the  grammatical  inelegance  of 
the  t ’ tie,  two  fundamental  errors  are  evident 
at  the  outset,  too  much  subject  for  the  gen- 
erous time  allotted  and  too  much  subject  for 
the  speaker  persenting  it.  Permit  me  to  say 
that  one  may  voice  standards  and  require- 
ments which  he  does  not  pretend  to  possess. 

The  modern  bone  surgeon  faces  a complex- 
ity of  contradictory  and,  apparently,  equally 
well-grounded,  opinions.  It  would  appear 
that  a narrower  ossification  of  surgeons, 
rather  than  methods,  would  give  us  a more 
dependable  answer. 

I feel  that  my  personal  surgeon  should 
know  when  to  apply  skin  traction,  naturally 
the  safest,  then  skeletal  traction  and,  third, 
open  reduction.  I do  not  desire  to  suffer  for 
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days  and  weeks  under  a simple  method  to 
find  that,  after  this  suffering  and  fibrosis, 
I must  have  an  open  reduction  or  some  other 
method  done  at  this  difficult  stage.  Nor  do 
I wish  to  have  much  cutting  and  prying  and 
drilling  done,  for  a thing  which  could  have 
been  accomplished  more  painlessly  and  safe- 
ly. Both  the  orthopedic  surgeon  and  the 
bone  surgeon  claim  invasion  of  their  terri- 
tory. The  orthopedic  surgeon  is  widening 
his  activities,  as  compared  with  the  original 
acceptance  of  the  term.  No  definite  line  of 
cleavage  exists.  I would  prefer  to  have  a 
good  arthroplasty  or  a good  saucering  by  a 
bone  surgeon  than  to  have  an  ineffectual  one 
bv  an  orthopedic  surgeon,  or  the  converse  of 
this,  if  the  orthopedist  happened  to  be  more 
capable.  In  short,  good  surgerv  is  iust  that, 
without  regard  to  the  surgeon’s  title,  and  I 
feel  that  no  cause  whatever  for  argument 
exists  between  the  many  poorly  defined  spe- 
cialties. Too  many  border-line  disputes  and 
technicalities  arise  in  what  is  one  great  sub- 
ject. In  this  disputed  area,  fundamentals 
are  not  in  the  least  involved  and  what  are 
good  methods  for  one  group  are  equally  good 
for  the  other. 

In  short,  the  professionally  equipped  frac- 
ture surgeon  must  present  a spectrum  of 
versatility  from  the  simple  board  splint  and 
quick  manual  replacement  on  the  left, 
through  all  the  methods  of  tongs,  pins,  plas- 
ter of  Paris,  zinc  gelatine,  moleskin,  ad- 
hesive, semi-internals,  and  true  internal 
fasteners,  absorbable  and  otherwise,  to  the 
extreme  right  wing,  calling  for  that  rarest 
of  devices,  the  true  internal  splint.  This 
may  be  flashed  in  one  sentence  but  in  prac- 
tical knowledge  covers  more  than  I think 
any  one  man  has  as  yet  mastered.  I do  not 
believe  that  any  single  principle  is  ever  ideal- 
ly applicable  to  all  cases,  nor  do  I believe  that 
any  individual  surgeon,  however  vast  his  ex- 
perience may  be,  has  encountered  all  the  in- 
dications. Granted  that  he  has  encountered 
them,  has  he  been  wide  enough  and  clear 
thinking  enough  to  have  employed,  let  us 
say,  just  the  best  method  in  just  the  right 
case. 

I understand  that  one  of  our  captains  of 
vast  industry  expected  fifty  per  cent  of  mis- 
takes from  his  employes.  That  would  hardly 
suffice  in  fracture  work.  I think  five  per 
cent  should  cover  a sufficient  number  of 
mistakes,  and  disagreements  and  retrials  in 
this  work.  This  may  be  too  narrow.  I have 
known  men  of  excellent  judgment  who  ar- 
gued for  thirty  per  cent. 

As  briefly  as  possible,  I shall  now  give  you 
one  case  history,  representing  what  I claim 
to  be  a near  approach  to  an  internal  splint. 


That  we  had  a sufficient  result  does  not 
justify  this.  The  question  is,  just  what  else 
could  we  have  done  at  this  time  short. of  am- 
putation? I should  be  glad  to  have  vigorous 
and  free  expressions  of  views  concerning 
this. 

This  middle-aged,  sturdy  woman  was 
dragged  some  two  hundred  feet  along  a 
board  fence  by  a motor  bus  running  wild.  I 
was  a spectator  until  about  the  eighth  day 
after  accident.  She  was  literally  perforated 
with  wood  splinters  from  the  dimensions  of 
a match  to  the  size  of  a full-sized  lead  pen- 
cil, some  dozens  of  perforations.  No  internal 
perforations  at  all.  The  only  normal  area 
as  to  skin  was  her  right  thigh,  tuber  ischii 
to  knee,  and  this  contained  a shattered  femur 
about  its  middle.  I never  saw  so  much  pus 
pour  from  a patient.  She  was  bathed  in  it, 
almost  swam  in  it.  She  was  tipped  to  the 
left,  supported,  hosed,  what  not.  Her  gen- 
eral condition  was  surprisingly  good,  but  we 
could  not  devise  any  splint  that  would  not 
become  soaked  in  an  hour;  pulleys  and 
weights,  with  penetrating  pins,  with  the  con- 
stant movement  necessary,  seemed  out. 
With  repeated  skin  preparation  and  enor- 
mous vaseline  walls,  and  vaseline  packs  and 
lamps,  the  thigh  was  prepared  for  two  days, 
the  vaseline  partly  removed,  a quick  long  in- 
cision made  and  an  enormous  concave  steel 
plate  bolted  through  the  reduced  fragments. 
Frcatically  no  external  splinting.  I never 
saw  a finer  primary  union  nor  a better  bone 
result.  Fain  was  negligible  after  operation. 
This  patient  had  some  other  worries.  She 
came  right  through  to  a quick  convalescence 
and  had  ultimately  about  five  degrees  loss 
of  full  flexion  as  compared  with  normal 
knee. 

Were  we  justified  in  risking  the  patient’s 
life  by  this  method?  We  could  not  let  her 
welter  in  pus.  The  agony  from  necessary 
moving  was  killing  her.  Enormous  opiates 
were  certainly  not  curative.  Amputation,  I 
felt,  could  be  done  later  if  necessary.  We 
have  very  competent  one-method  men  who 
have  told  me  that  they  considered  it  never 
necessary  to  use  open  methods.  We  have 
others  who  colorfully,  indeed,  and  efficient- 
ly do  much  open  work.  Frankly  without 
criticism,  I hold  that  both  views  are  just  a 
trifle  restricted.  In  indicated  cases  I feel 
that  open  work  fastenings  are  better  accom- 
plished with  absorbable  material  rather  than 
with  steel  plates  and  screws.  Yet  nothing 
but  steel  would  have  answered  in  the  case 
just  described. 

So  my  contention  is  that  such  a field  is 
not  so  simple;  that  it  requires  absence  of 
jealousy,  an  open  mind,  a certain  boldness, 


250 


SOUTHWESTERN  MEDICINE 


a wide  knowledge  of  materials  and  methods. 
I feel  that  the  experienced  surgeon  is  fully 
justified  in  doing  an  occasional  open  reduc- 
tion when  his  particular  case  presents  con- 
ditions and  indications  of  which  he  only  can 
be  the  judge. 

DISCUSSION 

DR.  J.  M.  GREER  (Phoenix)  : Far  be  it  from  me 
to  really  discuss  Dr.  Bell’s  paper;  however,  I should 
like  to  emphasize  a few  points  brought  out  by  Dr. 
Bell.  As  he  has  said,  “I  feel  that  my  personal  sur- 
geon should  know  when  to  apply  skin  traction,  skel- 
etal traction  and  open  reduction.” 

This  all  comes  back  to  surgical  judgment,  which 
is  the  all-important  thing,  after  all.  The  ideal  sur- 
geon, of  course,  would  be  the  one  who  could,  at  the 
outset,  decide  upon  the  proper  method  of  treatment 
and  care  for  the  particular  case  at  hand  and  out- 
line it  from  beginning  to  end  in  his  own  mind,  as 
well  as  in  the  minds  of  his  associates  and  helpers, 
and  carry  this  procedure  through.  It  is  true  that 
some  bone  cases  are  applicable  to  the  “cut  and  try” 
method,  but  the  greater  the  experience  of  the  sur- 
geon the  fewer  cases  he  will  see  of  this  type. 

It  is  my  feeling  that  the  general  practitioner 
should  pay  more  attention  to  bone  surgery.  I do  not 
mean  that  he  should  waste  his  time — and  it  would 
be  a waste  of  time — in  fitting  himself  to  do  highly 
specialized  bone  operations  with  Lane  technic,  and 
so  forth.  But  he  should  be  able  to  visualize  in  his 
own  mind  the  entire  treatment  of  a bone  case  and 
start  it  out  accordingly,  whether  he  intends  to  fin- 
ish the  treatment  or  not. 

I might  illustrate  this  by  a recent  example.  A 
doctor  called  me  on  the  phone  saying  he  had  a se- 
vere injury  of  the  forearm  in  which  there  was  lacer- 
ation, contusion,  marked  swelling,  and  fracture  of 
both  bones  of  the  forearm,  with  over-riding  frag- 
ments. He  said  he  did  not  think  he  could  reduce  it 
and  if  he  attempted  it  he  would  only  produce  more 
traumatism,  and  if  he  did  succeed  in  getting  it  re- 
duced he  did  not  believe  that  it  could  be  held.  He 
said,  “Suppose  I clear  up  the  infection,  get  the 
swelling  down,  and  send  him  on  down  to  you  for 
open  reduction.”  This  doctor  could  visualize  the 
treatment  of  this  case  from  beginning  to  end. 

As  to  percentage  of  mistakes  that  Dr.  E'en  men- 
tions, of  course  there  will  be  mistakes  and  plenty  of 
them.  However,  I believe  that  more  careful  study  of 
the  patients  and  their  physical  and  mental  make-up, 
as  well  as  the  mechanics  of  their  bone  conditions, 
will  cut  down  this  percentage.  I should  like  to  make 
a plea  for  a more  careful  study  of  our  end  results, 
one,  two,  three  and  five  years  following  first  treat- 
ment. 

As  to  one-method  surgeons,  I do  not  believe  we 
should  have  them.  I know  a very  competent  bone 
surgeon  who  once  said,  “I  am  off  of  steel  plates 
and  metal  of  all  kinds;  I have  not  used  one  for  four 
years  or  more,”  and  he  had  a large  fracture  service. 
Within  the  next  two  weeks  or  so,  he  told  me,  he 
plated  three  cases.  He  is  certainly  a surgeon  with 
an  open  mind. 

If  I may  be  permitted  to  discuss  or  mention  some- 
thing that  was  not  included  in  Dr.  Bell’s  paper,  may 
I here  make  a plea  for  the  patient.  In  severe  in- 
juries, with  shock,  particularly  head  and  spinal  in- 
juries, may  I ask  that  the  patient  be  treated  and 
his  bone  injuries  receive  secondary  consideration, 
for  the  time  being.  May  I ask  that  the  patient  not 
be  turned  over  to  an  x-ray  technician  to  be  rolled 
and  tumbled  about  to  get  proper  x-ray  exposures 
and  films,  the  only  value  of  which  would  be  to  sat- 
isfy early  curiosity  of  the  surgeon,  the  patient’s 
relatives  or  an  over-anxious  insurance  adjuster. 


Again,  may  I ask  that  our  “modern  home  sur- 
geon,” when  given  a severe  case  with  shock  and 
fractures  with  displacement,  be  not  too  eager  in 
his  desire  to  get  a mechanically  accurate  adjust- 
ment of  the  fractures  and  lose  sight  of  the  general 
condition  of  his  patient.  I believe  that  if  this  be 
kept  in  mind,  we  can  save  some  of  the  patients  who 
would  otherwise  be  lost. 

In  closing  my  remarks  may  I ask:  First,  that  we 
always  keep  an  open  mind  in  the  treatment  of  our 
cases;  second,  that  we  keep  ourselves  informed  as 
to  all  methods  of  care  and  treatment;  third,  that  we 
study  carefuly  our  end  resuts;  fourth,  that  we 
treat  our  patients,  as  well  as  their  bone  injuries 
and  bone  conditions. 

DR.  A.  P.  KIMBALL,  Yuma,  Ariz. : I would  like 
to  ask  Dr.  Bell  if  he  does  not  get  more  rarefication 
with  steel  plates  than  he  does  with  autogenous  ma- 
terial. Does  he  advise  the  use  of  steel  plates  in 
preference  to  autogenous  bone  grafts? 

DR.  WILLIAM  L.  BELL  (closing)  : This  case 
was  a problem  to  all  of  us.  Of  course  we  could 
have  amputated.  The  preparation  of  the  skin  was 
not  so  difficult  as  it  seems,  so  long  as  organisms  are 
not  embedded.  We  used  five  pounds  of  vaseline. 
We  did  ordinary  routine  preparation  of  the  skin, 
and  afterward  used  a thermolite  lamp.  The  vase- 
line was  rather  unsatisfactory,  as  it  melted,  and  we 
finally  used  one  centimeter  of  vaseline  uniformly 
over  whole  thigh  held  in  place  by  a thin  plaster 
cast,  through  which  a large  fenestrum  was  cut.  I 
like  to  use  a soft  absorbable  ox-bone  screw  that  is 
thoroughly  sterilized  by  heat  and  pressure  in  cases 
in  which  bone  stimulation  is  not  necessary,  but  of 
course  we  need  to  use  autogenous  grafts  where  bone 
stimulation  is  needed.  Tibias  from  which  grafts 
have  been  taken  are  sometimes  left  in  a painful  con- 
dition. In  using  bone  grafts,  however,  use  large 
slabs  of  bone,  i.  e.,  large  enough  to  insure  growth  of 
the  transplant  and  secure  fixation.  We  do  not  find 
much  tendency  to  infection.  We  prefer  to  fix  all 
autogenous  grafts  with  ox-bone  screws  rather  than 
with  gut  or  kangaroo  tendon. 


THE  NEWER  ANESTHETICS 
THOMAS  O.  BURGER,  M.D.,  F.A.C.S., 

San  Diego,  California. 

(Read  before  the  Fortieth  Annual  Meeting  of  the 
Arizona  State  Medical  Association,  held  at  Nogales, 
Ariz.,  May  7-9,  1931.) 

No  chapter  in  the  history  of  medicine  is 
more  fascinating  than  that  relating  to  the 
development  of  anesthesia.  We  have  had 
during  the  past  year  or  two  more  articles 
written  upon  “The  Newer  Anesthetics”  than 
upon  any  other  subject;  the  literature  now 
has  assumed  vast  proportions,  clearly  show- 
ing the  interest  that  has  been  aroused  in 
the  improvement  of  anesthesia.  It  is  possi- 
ble only  to  point  out  here  and  there  certain 
events  and  names  which  have  served  as  mile- 
stones in  the  path  of  our  progress.  Every 
clinic  of  any  size  or  importance  has  given 
these  different  drugs  a tryout  in  order  to 
determine  for  themselves  the  best  results  ob- 
tainable. 

Agents  and  drugs  have  been  developed  by 
the  different  pharmaceutical  houses,  who  are 
our  benefactors,  until  now  we  have  what  we 
term  the  “newer  anesthetic”  drugs  and  auxil- 
iaries as  aids,  which,  together  with  our  es- 
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tablished  anesthetics,  are  a great  improve- 
ment in  the  operative  procedure  and  for  the 
patient’s  welfare.  But  the  fact  remains 
that  the  ideal  anesthetic  is  still  in  the  future, 
a veritable  will-o’-the-wisp. 

We  recall  that  there  have  been  many  shifts 
from  one  anesthetic  to  another.  For  many 
years  surgeons  were  content  to  feel  that  the 
use  of  chloroform  was  satisfactory;  then 
came  ether  as  a still  safer  method;  later, 
came  the  gases,  first  of  which  was  nitrous 
oxide,  and  later  ethylene,  both  distinct  im- 
provements in  so  far  as  the  comfort  and 
safety  of  inhalation  anesthesia  is  concerned. 
Novocaine  suDplanted  the  very  toxic  cocaine, 
and  then  local  anesthesia  became  more  pop- 
ular. 

The  ideal  anesthetic  is,  of  course,  one  caus- 
ing the  patient  no  discomfort,  with  freedom 
from  danger,  affording  a depth  of  anes- 
thesia under  which  operative  procedure  can 
be  carried  on  easily,  and  producing  minimal 
injurious  effects  and  sequelae.  Still  further, 
in  order  to  be  ideal  for  abdominal  work,  an 
anesthetic  must  afford  sufficient  relaxation 
to  make  the  work  of  the  operator  easy  and, 
especia'ly,  without  trauma  to  the  abdominal 
contents. 

In  our  present  day  a wide  range  of  anes- 
thetic agents  are  required  due  to  our  increas- 
ing and  rapid  advancement  in  both  medical 
and  surgical  knowledge.  We  do  not  have, 
up  to  the  present  time,  a single  agent  that 
fulfills  or  even  approaches  the  fulfilment  of 
our  requirements;  but,  with  the  newer 
agencies  combined,  we  feel  that  we  are  now 
nearer  an  ideal  anesthetic. 

Of  the  newer  anesthetics  and  adjuncts 
that  we  shall  discuss  are:  nupercaine,  per- 
nocton,  avertin,  local,  spinal,  luminal,  and 
sodium  amytal.  These  are  the  agents  and 
adjuncts  that  are  apparently  being  used 
more  than  any  others  by  the  surgical  world 
at  this  time. 

Nupercaine  is  an  agent  that  is  supposedly 
more  ideal  than  novocaine  in  that  its  action 
is  more  prolonged.  Reports  have  been  re- 
ceived regarding  its  combination  with  novo- 
caine for  spinal  anesthesia;  thereby  making 
an  ideal  anesthetic  for  prolonged  operation. 
However,  time  will  soon  tell  whether  or  not 
it  has  proved  its  claim  for  local  as  well  as 
for  spinal. 

Pernocton,  a German  product,  should  be 
mentioned  as  one  of  the  newer  anesthetics. 
We  have  had  no  experience  with  it,  and  could 
only  quote  literature,  which  is  very  exten- 
sive. Frielander,  in  a recent  paper,  had  a 
bibliography  of  195  articles,  practically  all 
from  German  authors.  From  a study  made 
of  the  papers,  I feel  that  avertin,  sodium 


amvtal,  and  other  drugs  at  our  command 
fulfill  all  the  requirements  or  indications  of- 
fered by  pernocton. 

Luminal  is  an  adjunct  suitable  as  a psychic 
sedative  to  a certain  degree.  Bartlett  and 
a few  others  seem  rather  strongly  in  favor 
of  it,  but,  as  a barbital  preparation,  I see  no 
advantage  in  its  use  over  sodium  amytal. 

Sodium  amytal.  at  the  present  time,  seems 
to  be  the  most  popular  and  the  most  satis- 
factory of  any  of  the  sedatives  or  prelim- 
inary anesthetics  used.  The  chief  advantage 
of  sodium  amytal  in  surgical  management  is 
the  way  in  which  it  spares  the  feelings  and 
nerves  of  the  natient.  He  is  put  to  sleep  in 
his  room  and  remembers  nothing  of  the 
dreaded  trip  to  the  operating  room.  My  per- 
sonal enthusiasm  for  its  use,  though  great, 
need  find  no  further  expression  here,  since 
it  will  be  fully  discussed  by  Drs.  Palmer  and 
Fournier  under  the  title  of  “Sodium  Amytal 
in  Surgery  and  Obstetrics.” 

Avertin,  the  new  German  anesthetic, 
chemically  known  as  tribromethyl  alcohol,  in 
our  opinion  has  a definite  place  among  the 
anesthetic  agents  now  available,  and  we  are 
very  enthusiastic  in  its  use  for  many  opera- 
tions, especially  those  about  the  head  and 
neck,  i.e.,  neck  dissections,  lip  resections,  and 
plastic  repairs. 

We  believe  that  it  is  entitled  to  a fairly 
high  rating  in  respect  to  safety,  and  the 
outstanding  feature  which  makes  avertin 
such  a remarkable  agent  is  the  ease  with 
which  anesthesia  is  produced.  No  anesthetic 
with  which  we  are  familiar  approaches  it  in 
this  respect.  Although  used  in  over  a hun- 
dred thousand  cases  on  the  continent,  and  in 
this  country  since  1929,  we  now  regard  it  as 
rot  suff'eiently  safe  to  be  used  for  com- 
plete anesthesia  but  in  a limited  number 
of  patients.  Other  cases  require  a light  gas 
anesthesia,  a small  amount  of  inhalation 
anesthesia,  or  only  local  infiltration  occa- 
sionally administered  during  the  operation, 
to  produce  the  desired  result.  In  this  par- 
ticular, it  is  interesting  to  note  many  times 
the  small  amount  of  the  latter  agents  needed 
to  produce  anesthesia. 

When  prepared  with  perfect  accuracy  and 
given  with  meticulous  care,  anesthesia  is  ob- 
tained usually  lasting  about  two  and  one-half 
hours.  This  feature  aids  materially  in  les- 
sening the  postoperative  pain,  and  eliminates 
nausea  (postoperative)  and  vomiting  to  a 
marked  degree.  Like  any  other  rectal  anes- 
thetic, it  presents  one  difficulty,  however,  in 
that  the  regulation  of  dosage  is  practically 
impossible  once  the  drug  is  administered. 
The  dosage,  although  regulated  according  to 
the  individual’s  weight,  is  variable,  and  must 
be  varied  according  to  the  experience  of  the 
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operator.  To  meet  the  requirements  of  a 
basic  anesthetic,  80  milligrams  per  kilo  body 
weight  is  recommended.  As  experience  in 
administration  is  gained,  it  will  be  necessary 
in  some  cases  to  administer  100  milligrams 
per  kilo  body  weight,  particularly  in  the 
young  healthy  individual. 

No  attempt  should  be  made  to  administer 
it  in  “shock  predisposed”  patients.  It  is 
contra-indicated  in  severe  diseases  of  the 
liver  and  kidneys,  advanced  pulmonary  tu- 
berculosis, ulcerative  diseases  of  the  rectum 
and  colon,  extreme  cachexia,  anemia,  in  ex- 
tremelv  dekcate  children,  and  in  dehydrated 
and  elderly  patients.  Avertin  should  be  used 
with  great  care. 

We  received  two  consignments  direct  from 
Germany  some  time  before  the  drug  was 
available,  and  used  it  in  fourteen  cases  as  a 
complete  anesthetic,  using  110  mgs.  per  kilo, 
and  it  proved  most  ideal  with  the  exception 
of  one  death  which  could  possibly  be  at- 
tributed to  avertin.  We  are  now  using  it 
only  as  a basic  anesthetic,  giving  as  a maxi- 
mum not  more  than  100  mgs.  per  kilo. 

As  there  are  two  papers  following  this  one 
on  these  newer  anesthetics,  and  as  obviously 
this  is  too  large  a task  for  one,  I shall  make 
here  just  a few  remarks  with  examples  on 
the  selection  of  an  anesthetic  which  will  be 
to  the  best  advantage  of  the  patient. 

Figures  showing  the  death  rates  of  the 
various  agents  must  be  considered,  but  there 
may  be  other  factors  which  often  lead  us  to 
disregard  the  actual  statistics  and  force  us 
to  use  an  anesthetic  which  would  be  consid- 
ered a greater  risk.  To  illustrate:  Avertin, 
we  have  admitted,  has  too  high  a death  rate 
to  be  used  for  full  anesthesia,  and  yet  in 
carbuncle  of  the  upper  lip  with  pus  exuding, 
extreme  swelling,  tenderness,  and  its  prox- 
imity to  the  nose  and  oral  cavities,  and  when 
ligation  of  the  angular  vein  is  indicated,  it 
is  the  judicious  choice  for  complete  anes- 
thesia. Obviously  local  and  spinal  are  im- 
possible ; the  using  of  a mask  for  a general 
anesthetic,  with  the  danger  of  pressure  and 
infiltration  of  the  surrounding  tissues  and 
inhalation  of  pus,  is  clearly  out  of  the  ques- 
tion. Too,  a cautery  would  be  dangerous  in 
combination  with  ethylene  or  ether.  Aver- 
tin in  this  instance  meets  all  the  require- 
ments, and  the  advantage  in  its  selection  is 
inestimable. 

Local  anesthesia  is  still  one  of  the  safest 
methods,  and  in  selective  cases,  in  conjunc- 
tion with  the  preliminary  newer  auxiliaries, 
makes  for  ideal  surgery  in  many  more  pro- 
cedures than  has  heretofore  been  the  case. 

We  are  enthusiastic  in  regard  to  spinal 
anesthesia  for  surgery  below  the  diaphragm, 
and  have  used  it  in  570  private  cases  since 


1927.  However,  we  do  not  use  it  in  all 
hernias  or  hemorrhoids  when  local  is  consid- 
ered just  as  satisfactory. 

We  do  not  use  spinal  in  children  under  the 
reasoning  age,  or  on  people  who  can  not  be 
readily  sold  to  its  advantages,  and  spinal 
anesthesia  is  contra-indicated  in  the  follow- 
ing: infections  of  the  skin  on  the  back;  gen- 
eral septicemia,  syphilis ; where  there  is  any 
possibility  of  cerebral  or  cord  tumor;  a possi- 
ble meningitis;  where  turbid  fluid  is  found 
on  tapping,  or  on  a bleeding  patient,  or  on 
one  whose  loss  of  blood  has  already  caused  a 
decided  drop  in  blood  pressure. 

Patients  with  a very  high  blood  pressure 
and  marked  sclerosis  are  perhaps  better 
suited  to  inhalation  anesthesia  if  other  con- 
ditions present  permit.  In  an  abscess,  peri- 
tonitis, or  perforation  of  the  lower  abdo- 
men, spmal  is  not  the  choice  on  account  of 
the  Trendelenburg  position  during  the  opera- 
tion and  postoperatively,  and  because  of  the 
possibility  of  more  soiling  of  the  peritoneal 
cavity  in  perforations. 

Fractures  are  most  ideally  adjusted  by 
local  infiltration  into  the  hematoma  around 
the  fractured  ends  of  bones.  It  is  remark- 
able how  relaxed  the  muscles  become  when 
novocaine  is  instilled  only  in  the  bloody  space 
at  the  fracture  ends.  When  the  needle  is 
thought  to  be  at  the  site  of  the  fracture, 
aspirate,  and  if  blood  and  serum  are  ob- 
tained, then  slowly  fill  with  novocaine  and 
allow  three  to  five  minutes  before  manipula- 
tion. One  mistake  that  I made  at  first  was 
to  use  the  accustomed  % per  cent,  which, 
when  d'luted,  as  it  obviously  is  by  fluid, 
makes  a solution  too  weak.  Therefore,  one 
should  use  a 1 per  cent  or  a 2 per  cent  solu- 
tion, as  it  does  not  require  a very  large 
quantity  of  fluid.  If  the  periosteum  is  in- 
jected close  to  the  fractured  ends,  it  will 
help,  though  that  is  not  necessary.  Recently 
there  have  been  written  three  articles  on 
this  procedure,  by  Englsih,  German,  and 
American  authors,  who  very  convincingly 
have  demonstrated  its  use  and  practicability. 

Dislocations  are  just  as  painlessly  reduced 
by  injecting  a 1 per  cent  solution  into  the 
joint  space.  The  efficacy  of  this  procedure 
is  shown  by  complete  muscular  relaxation 
and  lack  of  pain  on  reduction. 

In  the  lower  extremity,  50  mgs.  of  novo- 
caine in  a small  amount  of  spinal,  is  ideal. 
However,  if  local  does  just  as  well,  probably 
its  use  here  is  more  desirable,  even  though 
I am  admittedly  a spinal  enthusiast.  It  is  a 
great  advantage  in  that  many  cases  can  be 
treated  in  the  office,  can  be  fluoroscoped 
easily,  and  hospitalization  can  be  avoided  if 
an  anesthetic  must  be  given. 

Ethylene  is  very  popular  among  our  local 
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surgeons,  and  it  is  to  be  hoped  that  with  ex- 
treme care  we  may  be  spared  an  explosion. 

The  following  table  will  show  a percentage 
of  anesthetics  for  the  past  six  years,  which 
will  cover  the  period  of  our  awakening  to 
duty  in  better  anesthesia  and  especially  bet- 
ter selection  for  individual  patients  and  dif- 
ferent operative  procedures. 

Ether  Gas  Local  Sacral  Spinal  Ether-oil  Avertin 


1925 

.44 

20 

34 

2 

1926 

.45 

25 

28 

2 

1927.... 

..36 

34 

28 

2 

1928 

.19 

30 

25 

25 

1 

1929 

12 

21 

26 

38 

3 

1930 

. 9 

17 

17 

56 

1 

We 

do 

not 

use 

sacrals  any 

more,  as  we 

believe  spinal  in  small  quantity  of  fluid  is 
easier  to  administer,  more  sure,  and  equally 
safe. 


SPINAL  ANESTHESIA 
A.  P.  KIMBALL,  M.D., 

Yuma,  Arizona. 

(Read  before  the  Fortieth  Annual  Meeting  of  the 
Arizona  State  Medical  Association,  held  at  Nogales, 
Arizona,  May  7-9,  1931.) 

The  popularity  that  spinal  anesthesia  has 
received  in  the  past  three  or  four  years  is 
caused,  without  doubt,  by  the  dissatisfaction 
which  other  methods  of  anesthesia  have 
given.  To  those  of  you  who  have  used  spinal 
anesthesia  to  any  extent  and  with  any  de- 
gree of  success,  it  is  very  apparent  why  this 
method  is  becoming  so  popular.  The  ease 
with  which  you  can  perform  your  operation, 
the  relaxation,  especially  of  the  abdominal 
contents,  the  minimum  hemorrhage,  and  the 
confidence  you  have  in  the  ultimate  outcome 
of  the  surgical  procedure.  John  B.  Deaver* 1 
in  a recent  article  certainly  stated  the  truth 
when  he  said  “Spinal  anesthesia  makes  the 
surgeon  master  of  the  situation.” 

I do  not  believe  that  you  are  interested  in 

the  history  of  spinal  anesthesia  more  than  in 

the  fact  that  Dr.  J.  J.  Corning2,  in  1885,  pro- 

duced, accidentally,  the  first  spinal  anes- 

thesia in  a dog  by  injecting  2 cubic  centi- 

meters of  1 per  cent  cocaine  solution  into 

the  lumbar  region.  You  are  all  acquainted 

with  the  dissatisfaction  and  the  high  mor- 

tality rate  which  eventually  followed  this 
discovery.  And  not  until  1908  did  the 

method  really  show  any  real  improvement 
and  this  was  due  to  the  courage  and  perse- 
verance of  Wayne  Babcock1  who  really 
stands  out  today  as  a pioneer  in  this  method 
of  anesthesia.  However,  it  remained  for 
Labat1 * *  and  Pitkin"’  really  to  bring  this  method 
into  the  popularity  it  enjoys  today.  Pitkin 
probably  has  done  more  to  bring  this  method 
into  general  use  than  any  one  of  the  pion- 
eers of  the  procedure,  due  to  his  experiments 
and  the  formation  of  a lighter  than  spinal 


fluid  preparation  called  spinocaine,  also  to 
his  use  of  the  different  degrees  of  Trendelen- 
burg position,  depending  upon  the  result  de- 
sired. 

It  is  impossible  at  the  present  time  to 
state  how  many  cases  have  been  operated 
upon  by  spinal  anesthesia,  owing  to  the  fact 
that  many  surgeons  have  not  reported  the 
number  of  cases  on  which  they  have  used 
the  method.  However,  Rygh"  and  Bessesen 
complied]  statistics  in  1928  of  44,241  ad- 
ministrations of  spinal  anesthesia,  with  four 
deaths;  Tendler7 *  tabulated  326,910  cases, 
with  80  deaths  (this  embraced  a large  vari- 
ety of  technics  and  drugs  used)  ; Roster’  has 
reported  over  6,000  cases  with  a mortality 
rate  of  nine  deaths.  Deaver  has  reported 
over  5,000  cases  with  only  one  death  and  that 
was  due  to  the  fact  that,  by  mistake,  apothe- 
sine  was  used  instead  of  novocaine.  Bab- 
cock has  reported  over  6,000  cases  with 
twelve  deaths — up  to  1914.  Case9  reports 
1,100  cases  without  a single  death.  Labat 
reports  12  years’  use  without  a single  death ; 
and  the  Jackson  Clinic10  reports  1,000  cases 
without  a single  death  and  reports  80  per 
cent  of  the  major  operations  at  the  Jackson 
Clinic  being  performed  under  spinal  anes- 
thesia. Campbell  of  Bellevue  also  reports 
1,520  urological  cases,  with  one  death. 

I could  quote  further  statistics  like  the 
above,  but  I feel  all  of  you  are  aware  of  the 
effectiveness  of  this  method  provided  the 
technic  of  the  preparation  which  you  are 
using  is  followed,  according  to  that  individ- 
ual preparation.  I am  sure  that  most  of 
you  are  aware  of  the  Pitkin  technic,  in  which 
the  patient  is  placed  in  a lateral  position 
upon  the  table  with  the  knees  and  chin 
brought  together  as  nearly  as  possible,  and 
in  this  position  the  preliminary  injection  of 
50  milligrams  of  ephedrine  and  1 per  cent 
solution  of  rovocaine  is  injected,  to  prepare 
the  patient  for  the  introduction  of  the  20 
or  22  gauge  45-degree-angle  Pitkin  needle. 
The  skin  and  subcutaneous  tissue  down  to 
the  spinal  column  is  anesthetized,  then  the 
Pitkin  need'e  is  introduced  until  you  feel 
the  snap  as  it  enters  the  subdural  space.  The 
stylet  of  the  needle  is  withdrawn  and  care 
is  exercised  that  the  needle  is  not  displaced. 
The  syringe  with  the  spinocaine  is  attached 
to  the  needle  and  barbotage  is  then  carried 
on,  depending  upon  the  anesthesia  desired, 
from  4 to  8 c.c.  spinal  fluid  being  drawn 
tack  into  the  syringe  and  mixed  with  spino- 
caine. The  needle  is  quickly  withdrawn  and 
the  patient  is  then  straightened  out  on  the 
1 able  and  dropped  to  the  Trendelenburg  posi- 
tion to  the  desired  degree. 

The  Labat  technic  with  neocaine  differs 
only  in  the  fact  that  the  patient  is  placed 
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on  the  table  in  a sitting  position  and  bent 
forward,  and  the  preliminary  local  anes- 
thetic given  without  ephedrine.  Dr.  Labat 
advises  a medium  gauge  80/1  nickeloid 
Labat  needle  for  withdrawing  the  spinal 
fluid,  which  is  allowed  to  drop  into  an  am- 
pule of  neocaine  of  1/10  to  2/10  gram,  as 
deemed  necessary  for  the  surgical  procedure 
contemp’ated.  After  the  ampule,  which 
holds  3 c.c.,  is  full,  the  stylet  is  placed  in 
the  spinal  needle  and,  with  the  syringe,  the 
solution  of  neocaine  and  spinal  fluid  is  thor- 
oughly mixed  until  all  crystals  are  dissolved. 
As  soon  as  this  has  been  accomplished  the 
syringe  is  attached  to  the  needle  and  bar- 
botage is  carried  out,  always  reducing  the 
quantity  of  new  fluid  aspirated,  as  lower 
punctures  are  made,  in  order  to  lower  the 
level  of  the  anesthesia. 

In  other  words,  Labat  advises,  upon  con- 
necting the  syringe  to  the  needle  and  as- 
pirating as  much  new  spinal  fluid  as  the 
amount  the  syringe  contains,  and  then  in- 
jecting more  than  half  of  the  contents  of 
the  syringe,  lowering  the  aspirations  and 
the  fluid  in  quantity  equal  to  that  remain- 
ing in  the  syringe  and  again  injecting  more 
than  half  of  the  contents  of  the  syringe. 
These  maneuvers  are  repeated  three  or  four 
t:mes  until  the  syringe  is  emptied.  The 
needle  is  then  suddenly  withdrawn  and  the 
paUent  is  placed  flat  on  his  back  and  the 
head  of  the  table  lowered  just  enough  to 
raise  the  patient’s  pelvis  above  his  head. 
This  must  be  done  without  loss  of  time  and 
in  this  position  the  patient  must  stay  until 
the  operation  is  completed.  Anesthesia  sets 
in  rapidly  and  is  completed  by  the  time  the 
operative  field  is  prepared  and  the  duration 
of  the  anesthesia  varies  from  45  minutes  to 
one  and  a half  hours.  The  patient  should 
be  removed  from  the  operating  table  in  the 
same  Trendelenburg  position  that  he  occu- 
pied on  the  table  and  should  be  kept  in  this 
position  for  at  least  three  hours  after  the 
operation.  If  you  do  not  have  a stretcher 
where  the  head  of  the  patient  is  lower  than 
the  pelvis,  one  may  use  a cushion  to  raise 
the  pelvis  higher  than  the  head  and.  when 
the  patient  is  put  to  bed,  the  foot  of  the  bed 
is  raised  and  placed  upon  the  seat  of  a chair, 
if  shock  blocks  are  not  available.  A pre- 
liminary injection  of  morphine,  1/6  to  1/4, 
and  scopolamine  1/100,  is  given  one-half 
hour  before  the  patient  goes  to  the  operating 
room. 

Labat  advises  cold  sponges  to  the  face  and 
neck  in  the  presence  of  nausea.  The  nose  is 
closed  with  the  fingers  used  as  a clamp  on 
the  nostrils  and  the  patient  is  forced  to  take 
deep  breaths  through  the  mouth.  He  also 
advises  caffeine  or  strychnia  one-half  hour 


before  the  operation  on  account  of  its  effect 
upon  the  tone  of  the  heart  muscle,  if  it  is 
deemed  necessary.  For  the  post-operative 
care,  he  advises  a cup  of  black  coffee  taken 
by  sips,  occasionally  an  ounce  of  whisky. 

In  referring  again  to  the  mortality  of  this 
method,  it  is  no  doubt  apparent  that  many 
operations  are  being  done  under  spinal  anes- 
thesia today  that  formerly  were  considered 
inoperable,  and  not  only  inoperable  but  fa- 
talities as  well.  When  we  stop  to  realize  the 
wonderful  change  in  the  situation  today  by 
the  use  of  this  method,  only  then  can  we 
rea’ize  the  benefit  to  humanity  that  the  in- 
troduction of  this  method  has  brought. 

There  is  at  present  a wide  divergence  of 
opinion  as  to  whether  this  method  should  be 
used  for  operations  above  the  diaphragm. 
Labat4  claims  that  spinal  anesthesia  should 
not  be  used  for  any  operation  above  the  dia- 
phragm. Roster’  has  done  many  operations 
above  the  diaphragm — more  than  27  mas- 
toids  with  perfect  anesthesia,  minimum  hem- 
orrhage and  without  any  pulmonary  compli- 
cations— and  claims,  also,  wonderful  results 
in  tendoplasties  in  the  upper  extremity. 

Everyone  who  has  used  spinal  anesthesia 
is  impressed  with  the  manner  in  which 
spinal  anesthesia  facilitates  abdominal  sur- 
gical procedure.  The  lack  of  unnecessary 
and  harmful  trauma  of  the  peritoneum  cer- 
tainly goes  a long  way  to  prevent  post- 
operative complications  and  possible  death 
of  the  ratient.  The  block  of  the  afferent 
and  efferent  nerves,  with  the  prevention  of 
shock,  which  was  brought  so  noticeably  to 
our  attention  by  none  other  than  Crile12  many 
years  ago,  adds  an  additional  safety  factor 
in  many  cachectic,  anemic,  nephritic,  pul- 
monic and  toxic  patients.  One  has  only  to 
compare  the  patient  operated  upon  by  the 
inhalation  method  and  the  one  operated  up- 
on by  the  spinal  anesthesia  (block)  method 
to  note  the  difference  in  the  amount  of  nurs- 
ing care  necessary.  This  would  lead  one  to 
conclude  that  spinal  anesthesia  is  followed 
by  fewer  sequelae  than  inhalation  anes- 
thesia, and  it  is  natural  for  us  all  to  form  an 
opinion  of  the  merits  of  any  procedure  by 
the  clear  impressions  reached  through  a 
comparison. 

While  I can  report  only  seventy  cases  of 
spinal  anesthesia,  yet  the  contrast  is  so  ap- 
parent, the  complications  are  so  much  fewer, 
the  well  being  of  the  patient  is  so  much  en- 
hanced by  spinal  anesthesia,  that  it  is  my 
;mpression  that  a decided  reduction  is  made 
in  the  length  of  time  these  patients  are  hos- 
pitalized. Thus  it  may  be  seen  that  this 
me' hod  is  an  economical  measure  as  well  as 
a safety  factor.  In  this  number  of  cases  I 
have  never  felt  at  any  time  that  my  patients 
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were  in  any  danger  whatsoever  with  refer- 
ence to  anesthesia,  and,  so  far,  I cannot  at- 
tribute any  mortality  to  this  method  of  anes- 
thesia. There  is  only  one  thing  about  spinal 
anesthesia  that  to  me  has  been  a disappoint- 
ment and  that  is  that  I have  had  cases  in 
which,  apparently  with  excellent  technic,  the 
desired  degree  of  anesthesia  was  not  ob- 
tained, even  when  a second  injection  was 
given.  The  most  peculiar  part  of  this  is  that 
for  a period  of  over  one  and  a half  years,  my 
results  were,  to  me,  nearly  perfect  and  in  the 
only  cases  in  which  I did  not  obtain  perfect 
anesthesia,  upon  serious  thought  I could 
b’ame  my  technic  for  that  lack  and  that 
failure.  But  recently  I have  noted  that, 
even  after  a second  injection  has  been  given, 
in  some  cases  a supplemental  anesthesia, 
such  as  a few  whiffs  of  ether,  was  necessary 
in  order  to  finish  the  operation. 

I have  carefully  examined  and  studied 
these  cases  and  the  only  conclusion  I could 
reach  was  the  fact  that  possibly  the  drugs 
used  had  lost  their  potency  or  strength  and 
I have,  therefore,  taken  the  matter  up  with 
the  different  manufacturers,  sending  in  my 
old  preparations  for  new.  Naturally,  if  such 
results  as  I have  recently  experienced  would 
hapoen  in  a large,  busy,  surgical  clinic,  it 
would  be  very  disastrous  and  would  cause  a 
great  loss  of  t;me.  T note  only  slight  refer- 
ence to  the  lack  of  obtaining  anesthesia  in 
the  articles  read,  and  am  wondering  if  other 
surgeons  are  having  the  same  results  as  I 
have  recently  experienced.  However,  I do 
not  feel  discouraged  with  the  method,  be- 
cause I have  had  so  many  brilliant  results 
from  its  use  for  such  a long  period  of  time 
I feel  that,  with  a change  to  fresh  prepara- 
tions, there  will  be  a change  to  better  anes- 
thesia. 

Koster  and  Kasman',  after  extensive  ex- 
periments, were  able  to  employ  spinal  anes- 
thesia in  every  form  and  type  of  operative 
p-ocedure  encountered  in  an  active  surgical 
service.  They  found  that  the  height  of  the 
anesthesia  is  regulated  by  the  amount  of 
sp'nal  fluid  utilized  for  dissolving  the  drug. 
In  other  words,  the  greater  the  amount  of 
sninal  fluid  withdrawn,  the  greater  will  be 
the  amount  of  diffusion  and  therefore  the 
higher  the  level  of  the  diffusion  and  of  the 
anesthesia.  This  is  according  to  the  law  of 
diffusion  of  liquids  under  pressure.  The 
diminution  of  the  cerebrospinal  fluid  pres- 
sure caused  by  withdrawing  a greater 
amount  of  spinal  fluid,  causes  greater  dif- 
fusion of  the  re-injected  fluid.  All  their 
spinal  taps  and  injections  are  made  in  the 
interspace  between  the  second  and  third 
lumbar  vertebrae.  They  have  found  that 
1/10  gram  of  neocaine  dissolved  in  approx- 


imately 4 c.c.  of  spinal  fluid,  which  is  what 
the  ampules  of  neocaine  hold,  is  sufficient 
for  the  average  operation  below  the  dia- 
phragm, if  completion  of  the  operation  can 
be  expected  within  50  minutes.  If  anes- 
thesia of  the  head  and  thorax  is  desired,  250 
milligrams  of  neocaine  dissolved  in  8 c.c.  of 
spinal  fluid  and  injected  between  the  second 
and  thh-d  lumbar  vertebrae,  are  used.  This 
method  applies  to  adults  and  children  over 
seven  years  of  age.  Under  that  age  the  dose 
must  be  diminished  proportionately.  Be- 
tween five  and  seven  years  of  age,  head 
anesthesia  can  be  obtained  by  means  of  150 
to  200  milligrams  of  neocaine  dissolved  in  6 
c.c.  of  fluid.  Between  the  ages  of  two  and 
five  similar  anesthesia  may  be  obtained  with 
100  to  150  milligrams  dissolved  in  4 c.c.  of 
fluid;  and  below  the  age  of  two  years,  head 
anesthesia  can  be  obtained  with  from  5/100 
to  1/10  of  a gram  dissolved  in  3 c.c.  of  cere- 
brospinal fluid. 

There  is  another  preparation  which  I wish 
to  mention  that  has  created  very  favorable 
comment  from  those  who  have  used  it,  both 
in  Enrone  and  in  the  United  States.  This 
preparation  is  called  percaine  in  Europe,  but 
goes  under  the  name  of  nupereaine  in  this 
country.  The  claims  for  this  preparation 
are  that  anesthesia  is  very  much  longer  in 
durat:on  than  with  preparations  of  novo- 
caine,  thereby  giving  the  surgeon  ample 
time  to  conmlete  extensive  operative  pro- 
cedures without  the  aid  of  supplemental 
anesthetics.  Many  operators  using  this  drug 
claim  the  anesthesia  lasts  from  one  and  a 
half  to  ten  hours.  The  average  duration  was 
between  seven  and  eight  hours. 

This  preparation  is  given  as  follows:  The 
patient  is  given,  as  a preliminary  injection, 
morphine  gr.  14,  scopolamine  gr.  1/200,  half- 
hour  before  before  the  time  of  operation  and, 
at  the  time  of  operation,  50  mg.  of  ephedrine. 
With  the  patient  sitting  on  the  operating 
table,  bent  over  and  supported  by  assistant, 
the  skin  and  subcutaneous  tissue  is  anes- 
thetized with  1 per  cent  novocaine  or  with 
1-1000  solution  of  nupereaine.  Spinal  tap  is 
then  made  and  10  c.c.  of  spinal  fluid  drawn 
off,  stylet  inserted  into  spinal  needle,  and  2 
c.c.  of  spinal  fluid  discarded  if  2 c.c.  of  nuper- 
caine  (1-200  solution)  is  used.  If  only  1 c.c. 
of  nupereaine  solution  is  used,  then  1 c.c.  of 
spinal  fluid  is  thrown  away;  in  other 
words,  same  amount  of  spinal  fluid  is 
thrown  away  as  amount  of  nupereaine 
solution  to  be  injected.  After  mixing  the 
nupereaine  solution  thoroughly  with  the 
withdrawn  spinal  fluid,  it  is  reinjected  very 
slowly  into  the  subdural  space.  After  this 
the  patient  is  put  into  the  Trendelenburg 
position  and  operation  started.  No  bar- 
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botage.  The  patient  is  kept  in  the  Trendelen- 
burg position  for  at  least  three  hours.  This 
produces  an  anesthesia  sufficient  to  perform 
any  operation  below  the  diaphragm. 

Records  of  over  a thousand  operations  per- 
formed by  the  use  of  this  anesthetic  agent, 
nupercaine.  where  proper  dosage  was  used, 
show  no  alarming  symptoms  and,  in  most 
caces,  perfect  anesthesia  and  a marked  dif- 
ference in  the  curve  of  blood  pressure  as 
comnared  with  novocaine  and  spinocaine.  A 
whole  series  was  plotted  by  Keyes  and  Mc- 
Lellan12  and  they  find  that  the  nupercaine 
series  shows  a much  smaller  drop  in  blood 
pressure  and  that  the  pressure  returns  to 
normal  as  soon  as  it  does  after  novocaine. 

The  contra-indications  of  the  spinal  anal- 
gesic method  also  have  a difference  of  opin- 
ions exoressed  by  different  operators.  La- 
bat  claims  that  the  method  should  not  be 
used  for  operations  above  the  diaphragm, 
while  Koster  claims  it  is  just  as  safe  for 
operations  above  the  diaphragm  as  below, 
and  has  ably  demonstrated,  according  to  his 
reports  and  experiments,  that  he  is  correct 
in  that  opinion.  He  claims  that  the  only 
contra-indications  to  the  method  are  sup- 
purative processes  in  the  region  of  injection 
or  suppurative  disease  of  spinal  column,  and 
cerebellar  neoplasms. 

In  controlling  the  blood  pressure  drop, 
prompt  tilting  into  the  Trendelenburg  posi- 
tion is  the  only  measure  that  has  been  found 
that  will  alleviate  the  anemia  of  the  brain 
which  occurs  when  the  blood  fills  the 
splanchnic  area  following  the  subdural  block. 

The  indications  for  spinal  anesthesia  are : 

(1)  Prevention  of  pulmonary  complica- 
tions, either  in  those  who  are  normal  but 
suffering  from  an  acute  infection  of  the 
nose,  throat  or  lungs,  or  in  those  suffering 
from  some  chronic  infection  of  the  lungs. 

(2)  Cardiac  cases  with  failing  compensa- 
tion, hypertension  cases,  hypotension  cases, 
and  cases  suffering  from  shock,  either  from 
toxic  obsorption  or  from  trauma. 

(3)  The  aged,  cachetic,  especially  cases 
of  hypertrophied  prostate,  diabetic  gan- 
grene, hernia,  and  pelvic,  perineal  and  rectal 
disorders. 

(4)  Intestinal  obstruction,  strangulated 
hernia,  and  acute  abdomen. 

(5)  Fractures  of  lower  extremity  and  all 
bone  work  of  lower  extremity,  on  account  of 
prevention  of  shock  from  bone  trauma. 

(6)  In  nephrectomy,  peritonitis,  gastric 
and  gallbladder  surgery  and  especially  in 
cesarean  section. 

SUMMARY 

Spinal  anesthesia  offers  to  the  surgeon 
who  is  careful  in  the  details  of  his  technic, 


the  maximum  of  safety,  total  freedom  from 
pain,  complete  relaxation  with  quiet  intes- 
tines, and  a minimum  of  hemorrhage;  need- 
ing little  or  no  artificial  restraint,  with  a 
complete  anoci-association,  as  detailed  by 
Crile11,  with  a simple  surgical  technic  which 
has  broadened  the  field  of  surgical  endeavor 
to  a marked  degree,  with  a decrease  in  mor- 
tality rate,  in  pulmonic,  cardiac  and  nephri- 
tic cases  and  in  the  aged  and  cachetic,  that 
is  impossible  to  accurately  tabulate;  bring- 
ing with  it  a smoother  and  less  complicated 
post-operative  convalescence. 
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The  ideal  anesthetic  is  yet  to  be  found. 
Since  the  days  of  Crawford  W.  Long  and 
Horace  Weds  the  medical  profession  has 
been  busy  improving  methods  of  administra- 
tion and  seeking  new  anesthetics. 

When  one  of  the  authors  of  this  paper  be- 
gan the  practice  of  medicine,  chloroform  was 
Ihe  anesthetic  most  generally  used  and  he 
read  a paper  on  the  superiority  of  chloroform 
as  an  anesthetic,  before  this  association 
thirty  years  ago,  which  was  later  published 
in  the  New  York  Medical  Journal.  At  a 
la^er  date,  ether,  by  drop  method,  became 
the  anesthetic  of  choice  and  many  still  think 
it  is  our  best  anesthetic  and,  the  world  over, 
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its  use  is  most  general.  The  discomforts  ex- 
perienced by  the  patient  during  its  adminis- 
tration and  the  large  amount  necessary  to 
produce  anesthesia  and  relaxation  in  most 
cases,  frequently  result  in  post-anesthesia 
nausea  and  vomiting  and  other  more  serious 
complications  and  sequelae.  All  patients  ob- 
ject to  ether  as  it  is  usually  administered. 

Realizing  that,  in  the  selection  of  an  anes- 
thetic, the  patient’s  comfort  and  preference, 
the  rapidity  of  induction  of  narcosis,  safety 
during  administration,  and  the  possible 
harmful  effects  upon  the  body  tissues  are  of 
paramount  importance  and  in  order  to  try 
to  overcome  the  objection  to  or  fear  of  anes- 
thesia that  so  manv  patients  have,  we  have 
used  practically  all  of  the  various  anes- 
thetics as  thev  have  been  proved  and  popu- 
larized, and,  while  all  of  them  have  their  ad- 
vantages, we  were  frequently  compelled  to 
resort  to  the  use  of  ether  supplementary  to 
the  other  anesthetics. 

For  two  years  we  have  used  sodium  amy- 
tal  or  iso-amylethylbarbituric  acid,  intraven- 
ously, by  mouth  and  rectum,  as  a prelim- 
inary medication  prior  to  the  use  of  various 
inhalation,  local,  and  spinal  anesthetics,  and 
for  one  year,  have  been  using  it  intravenous- 
ly and  by  mouth,  in  obstetrics. 

The  increasinglv  satisfactory  results  ob- 
tained and  the  patients’  enthusiasm  for  this 
method  of  induced  anesthesia,  make  us  feel 
that  we  are  justified  in  recommending  it  to 
you  for  your  serious  consideration.  The  par- 
ticular advantages  of  this  form  of  hypnosis 
are  that  the  patient  is  put  to  sleep  quietly, 
pleasantly  and  rapidly  in  her  room,  thereby 
avoiding  the  apprehension,  excitement  and 
worry  incident  to  being  “taken  for  a ride” 
to  the  operating  room : protection  is  afforded 
against  the  undesirable  psychic  effects  of 
the  operating  room ; there  is  absence  of  the 
knowledge  of  the  discomforts  caused  by  the 
administration  of  the  anesthetic — most  of 
our  patients  do  not  know  that  an  anesthetic 
has  been  given  other  than  the  “injection  in 
the  vein.”  It  produces  an  oblivion  from  the 
lime  of  its  administration  in  the  room  and 
until  three  to  twelve  hours  afterwards  with- 
out added  risk  or  morbidity.  In  fact,  it  is 
our  opinion  that  operative  and  obstetrical 
cases  so  treated  have  a much  smoother  and 
more  rapid  convalescence.  This  is  accounted 
for  by  the  elimination  of  apprehension  and 
induction  excitement,  giving  a protection  to 
the  patient  against  psychic  shock,  and  the 
usual  absence  of  nausea,  vomiting  and 
straining  after  the  operation.  Patients  are 
much  more  comfortable  after  its  use  and  it 
reduces  the  postoperative  requirements  for 
morphia.  Patients  who  have  had  unpleas- 


ant experiences  with  previous  general  anes- 
thetics are  pleased  and  enthused  with  the 
administration  of  the  sodium  amytal  in  the 
room.  Its  use  is  especially  called  for  in  nerv- 
ous and  apprehensive  patients  and  those  who 
dread  the  anesthetic  more  than  the  opera- 
tion. 

In  surgery  we  used  nitrous  oxide  oxygen 
and  ethylene  as  a supplementary  anesthetic, 
but  when  there  is  to  be  a prolonged  opera- 
tion, say  an  horn-  or  more,  and  good  relaxa- 
tion is  desired,  sodium  amytal-ether  is  in  all 
respects  our  most  satisfactory  anesthetic. 
There  is  a noticeable  absence  of  excitement 
during  the  early  administration  of  the  ether 
and  less  than  one-fourth  of  the  usual  amount 
of  ether  is  required  to  get  a relaxation  that 
is  almost  equal  to  a lumbar  anesthesia.  The 
breathing  is  regular  and  quiet.  The  respira- 
tory rate  is  decreased.  The  pulse  rate  is 
increased.  Sodium  amytal  reduces  the  blood 
pressure  during  the  administration  and  usu- 
ally it  returns  to  normal  during  the  opera- 
tion. Ether  increases  the  blood  pressure 
There  is  usually  a contraction,  and  frequent- 
ly a fixation,  of  the  pupils.  The  color  of  the 
skin  is  normal  unless  too  large  a dose  is 
given.  We  should  endeavor  to  get  a “bal- 
anced anesthesia,”  giving  just  enough  of  the 
sodium  amytal  intravenously  to  obtain  the 
desired  preliminary  hypnosis  and  only 
enough  of  the  ether  to  produce  relaxation. 
The  small  dose  eliminates  danger,  gives  little 
or  no  restlessness  and  a quicker  return  to 
consciousness.  When  given  intravenously, 
its  effects  can  be  watched  and  the  dose  regu- 
lated so  its  administration  stops  immediate- 
ly when  the  patient  loses  consciousness.  We 
never  give  more  than  gm.  1.  Too  large  a 
dose  or  too  rapid  injection  of  the  solution 
may  produce  a marked  fall  in  blood  pressure 
and  cause  cessation  of  respiration. 

It  should  not  be  given  to  patients  in  coma 
or  shock,  to  those  having  diabetes,  a respira- 
tory infection  or  obstruction,  low  blood  pres- 
sure, generalized  arteriosclerosis,  nor  to 
those  markedly  debilitated. 

We  should  make  a careful  selection  of  the 
cases  for  its  use  and  it  is  necessary  to  real- 
ize its  limitations.  It  is  another  choice  for 
the  anesthetist  and  the  surgeon  to  aid  them 
in  fitting  the  individual  requirements  of  a 
given  patient. 

The  surgical  patient  is  told  of  the  use  and 
hypnotic  effect  of  sdoium  amytal  when  it  is 
to  be  given  intravenously.  One  hour  before 
operation,  atropine  sulphate  gr.  1/150  to  gr. 
1/100  is  given  hypodermically  to  lessen  the 
secretions  in  the  respiratory  tract;  this  is 
important.  If  the  blood  pressure  is  low, 
half  an  hour  later,  ephedrine  sulphate,  gr.  % 
or  gr.  1,  is  given  hypodermically.  The  sodi- 


258 


SOUTHWESTERN  MEDICINE 


urn  amytal  should  be  given  in  the  patient’s 
room,  with  quiet  surroundings  and  the  usual 
precautions  of  a general  anesthetic.  The 
injection  of  sodium  amytal  should  always  be 
made  very  slowly  and  it  is  very  important 
to  observe  the  ratient  very  closely  during 
the  injection  and  to  stop  as  soon  as  the  pa- 
tient is  asleep.  The  hypnotic  dose  should 
do  nothing  more  than  produce  a quiet,  peace- 
ful sleep.  The  patient  should  never  be  left 
alone,  after  its  administration,  until  com- 
plete consciousness  is  restored.  While  in  the 
unconscious  states,  the  patient  may  attempt 
to  get  out  of  bed.  The  most  serious  and 
urgent  danger  is  from  a relaxation  of  the 
jaw,  the  tongue  falling  back  and  producing 
respiratory  obstruction. 

Complications  following  the  administra- 
tion of  sodium  amytal  are:  Slow  and  shal- 
low breathing,  delirium,  restlessness,  edema 
of  the  lungs,  atelectasis  and  pneumonia.  To 
avoid  these,  ventilate  the  lungs  with  a mix- 
ture of  carbon  dioxide  10  per  cent  and  oxy- 
gen 90  per  cent  before  the  patient  leaves  the 
operating  room  and  repeat  several  times 
after  returning  to  bed.  Ephedrine  sulphate, 
gr.  % to  gr.  1,  is  to  be  given  if  necessary  to 
restore  the  blood  pressure.  Patients  should 
be  allowed  to  become  restless  and  breathe 
deeply  before  morphia  is  given.  Do  not  al- 
low postoperative  patients  to  remain  in  one 
position  too  long. 

Sodium  amytal  administered  by  mouth  or 
rectum,  as  a preliminary  medication  prior  to 
the  use  of  a local  or  spinal  anesthetic,  puts 
the  patient  in  a quiet  state,  free  from 
anxiety  and  cooperative  in  the  operating 
room  and  reduces  the  toxicity  of  the  anes- 
thetic. It  is  especially  advantageous  with 
spinal  anesthesia.  The  patient  rarely  mani- 
fests any  symptoms  or  vasomotor  depression, 
so  frequent’ y seen  without  its  use.  Sodium 
amytal,  gr.  6 to  gr.  9,  is  given  by  mouth  or 
gr.  12  to  gr.  15  by  rectum,  60  to  90  minutes 
before  the  patient  is  taken  to  the  operating 
room.  These  patients  have  but  a vague 
memory  of  the  operating  day  occurrences 
and  their  convalescence  is  smoother  and  is 
apt  to  be  somewhat  shortened. 

Our  results  in  over  one  hundred  obstetrical 
cases  in  which  sodium  amytal  was  used, 
were  very  satisfactory.  Our  aim  was  to 
abolish  the  pain  of  labor  and  also  the  re- 
membrance of  it,  and  this  was  obtained  to 
a marked  degree.  Sedatives,  as  a rule,  tend 
to  prolong  labor,  rather  than  to  shorten  it, 
by  diminishing  the  expulsive  forces  of  the 
uterine  contractions.  This  adds  to  the  risks 
of  labor  for  the  mother,  but  more  especially 
for  the  child.  We  must,  therefore,  have  a 
thorough  knowledge  of  the  action  of  seda- 


tive drugs  and  employ  only  those  which  give 
the  maximum  of  relief  with  the  minimum  of 
danger.  The  problem  is  intensified  by  the 
fact  that  childbirth  differs  from  a surgical 
operation.  Much  depends  on  the  tempera- 
ment of  the  patient,  her  environment,  and 
her  uterine  contractions.  The  process  of 
la1:  or  is  prolonged  in  comparison  with  surgi- 
cal conditions  and  two  lives  have  to  be  con- 
sidered. Some  women  have  little  or  no  suf- 
fering, while  others  under  the  same  ob- 
stetrical conditions  suffer  acutely.  Each 
case  must  be  treated  individually,  and  ex- 
perience and  caution  are  necessary.  How- 
ever, with  the  use  of  sodium  amytal,  labor 
is  apparently  shortened,  owing  to  the  great 
relaxation  obtained  in  the  perineum,  and  the 
risks  to  the  child  are  practically  nil. 

Charles  M.  Boucek  and  Arthur  D.  Renton, 
of  Pittsburgh,  have  just  recently  published 
a very  interesting  article  dealing  with  the 
effect  of  sodium  amytal  on  the  fetus.  Their 
experiments  showed  that,  in  the  white  rat, 
sodium  amytal  passes  through  the  placenta 
more  readily  in  one  direction  than  in  the 
other.  They  state  that  sodium  amytal 
passes  with  difficulty  or  perhaps  not  at  all 
from  mother  to  fetus,  yet  readily  passes 
from  fetus  to  mother.  This  experiment  ex- 
plains why  these  babies  show  no  signs  of 
hypnosis  and  cry  immediately  after  they 
are  born. 

In  obstetrics,  we  use  both  the  capsules  by 
mouth  and  the  aqueous  solution  intraven- 
ously. In  the  first  stage  of  labor,  as  soon 
as  it  becomes  well  established  and  the  pa- 
tient is  conscious  of  the  discomfort  of  the 
uterine  contractions,  the  cervix  is  partially 
effaced  and  about  two  centimeters  dilata- 
tion, we  give  the  patient  a capsule  containing 
six  grains  of  sodium  amytal.  This  is  enough 
to  produce  a hypnotic  effect  and  the  patient 
sleeps  between  her  pains.  The  effect  of  the 
sodium  amytal  is  pretty  well  gone  by  the 
time  the  cervix  has  dilated  to  five  to  eight 
centimeters  and  at  this  time,  if  she  shows 
signs  of  returning  consciousness,  she  is 
given  the  10  per  cent  solution  intravenously. 
This  is  made  by  dissolving  one  gram  of  so- 
dium amytal  in  10  c.c.  of  distilled  water. 
Before  administering  the  sodium  amytal,  the 
patient’s  blood  pressure  is  taken  and  if  it  is 
below  one  hundred  millimeters  of  mercury, 
she  is  given  an  ampoule  of  ephedrine.  The 
sodium  amytal  is  administered  very  slowly, 
not  more  than  1 c.c.  per  minute  and  it  is 
very  interesting  to  watch  the  reaction.  After 
the  administration  of  1 to  2 c.c.,  the  patient 
may  smile  slightly  and  say  that  the  effect  is 
a pleasant  sensation.  Then  after  3 or  4 c.c., 
she  yawns  quite  vigorously  and  usually  is 
sound  asleep  by  the  time  she  has  had  5 to 
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6 c.c  of  the  solution.  There  is  no  set  dosage 
for  the  individual.  Each  patient  is  a law 
unto  herself.  One  would  be  sound  asleep 
with  3 or  4 c.c.  and  another  would  take  8 or 
9 c.c.  The  size  or  age  of  the  patient  did  not 
influence  the  dose,  as  some  large  robust 
women  took  less  sodium  amytal  to  produce 
hypnosis  than  a small  thin  individual. 

The  fetal  heart  tones  were  unaffected  and 
a large  dose  had  no  more  effect  than  a small 
one.  This  coincides  also  with  the  result  of 
the  experiment  on  rats,  by  Boucek  and  Ren- 
ton of  Pittsburgh. 

In  multipara  the  average  length  of  time, 
from  the  intravenous  iniection  of  sodium 
amytal  until  the  delivery,  was  about  one 
hour  and  in  primipara  the  average  length 
of  time  was  about  two  to  two  and  one-half 
hours.  In  multiparas,  we  rarely  ever  had 
to  give  any  ether,  but  in  primiparas,  if  the 
delivery  was  not  effected  in  two  and  one-half 
hours  after  the  intravenous  administration, 
it  was  necessary  to  supplement  the  sodium 
amytal  with  a small  amount  of  ether  by  in- 
halation just  as  the  head  was  passing 
through  the  vulva.  However,  in  the  vast 
majority  of  the  cases,  no  other  anesthetic 
was  necessary.  The  patients  sleep  soundly 
for  several  hours  after  going  back  to  their 
room  and  upon  awakening  have  no  recollec- 
tion whatever  of  what  has  transpired  and 
a’l  are  very  enthusiastic  about  the  effect 
produced. 

In  a few  cases  some  restlessness  occurred 
with  the  pains  and  many  of  them  wanted  to 
turn  on  their  side.  Those  who  were  at  all 
restless  were  restrained  with  a sheet.  In 
the  expulsive  stage  it  was  necessary  to  re- 
strain the  hands  to  prevent  their  soiling  the 
sterile  drapings. 

There  was  no  delay  in  the  expulsion  of  the 
placenta,  as  all  patients  were  given  1 c.c.  of 
pituitrin  immediately  after  the  birth  of  the 
baby.  There  was  no  increase  in  postpartum 
bleeding  and  afterpains  were  only  slightly 
complained  of. 

Of  the  whole  series  I was  fortunate 
enough  to  have  no  loss  of  mother  or  child. 
The  morbidity  was  no  more  than  one  or- 
dinarily has  when  practising  obstetrics  and, 
taking  them  all  in  all,  their  convalescence 
was  quite  satisfactory. 

CONCLUSIONS 

In  the  selection  of  an  anesthetic  the  pa- 
tient should  be  given  first  consideration. 
The  individual  requirement  of  the  patient 
should  be  studied  before  time  for  operation. 

The  preliminary  administration  of  sodium 
amytal  in  the  patient’s  room  prior  to  the  use 
of  inhalation,  local  and  spinal  anesthetics, 
rids  him  of  the  apprehension,  excitement 
and  worry  incident  to  going  to  and  being  in 


the  operating  room  and  the  discomforts 
caused  by  administration  of  an  anesthetic, 
thereby  eliminating  psychic  shock. 

Intravenous  sodium  amytal-inhalation 
ether  is  in  all  respects  our  most  satisfactory 
anesthetic  in  selected  cases  for  prolonged 
operations.  They  must  be  administered  cau- 
t'ously  and  the  patient  watched  closely  until 
full  consciousness  is  restored. 

Sodmm  amytal  by  mouth  or  rectum  is  in- 
dicated as  a preliminary  medication  prior  to 
the  use  of  local  or  spinal  anesthetic  to  quiet 
the  patient  and  counteract  the  toxicity  of 
the  anesthetic. 

Ventilation  of  the  lungs  with  a mixture 
of  carbon  dioxide  10  per  cent  and  oxygen 
90  per  cent,  before  the  patient  leaves  the 
operating  room  and  repeated  several  times 
after  returning  to  bed,  is  a most  important 
procedure  after  all  major  operations,  as  a 
prophylaxis  against  lung  complications. 

The  cant  ons  use  of  sodium  amytal  is  in- 
dicated in  obstetrical  practice. 

It  abolishes  all  remembrance  of  labor  pain 
and  does  not  delay  labor  but,  on  the  con- 
trary, seems  to  hasten  it  by  the  complete 
relaxation  obtained  in  the  cervix  and 
perineum. 

When  given  to  the  mother,  the  effect  on 
the  fetus  is  apparently  negative — the  fetal 
heart  tones  are  unaffected  and  the  baby 
shows  no  signs  of  hypnosis,  but  breathes  and 
cries  normally,  shortly  after  birth. 

DISCUSSION 

(Of  papers  of  Drs.  Burger,  Kimball,  Palmer  and 
Fournier.) 

DR.  C.  E.  YOUNT  (Prescott,  Ariz.)  : In  the 
“Transactions  of  the  Arizona  Medical  Association,’1 
reporting  the  Thirteenth  Annual  Session,  held  at 
Prescott,  June  1-2,  1905,  you  will  find  my  report  on 
“Spinal  Anesthesia.”  At  that  time  we  stated,  “It 
is  not  our  intention  to  burden  you  with  an  extensive 
review  of  the  history  of  this  method  of  surgical  an- 
esthesia, but  as  our  report  is  to  show  something  in 
the  way  of  evolution  of  this  method  and  its  stead- 
ily improving  technic,  we  may  be  pardoned  for  a 
little  historical  retrospection,”  so,  after  a quarter 
of  a century,  I should  like  to  discuss  Dr.  Kimball’s 
paper  in  historical  retrospect,  again  recording  in 
our  proceedings  my  personal  experience  with  this 
form  of  anesthesia. 

“My  first  experience  with  this  method  of  anal- 
gesia occurred  in  November,  1900,  at  the  Columbia 
Hospital  for  Women,  Washington,  D.  C.,  as  a result, 
so  to  speak,  of  the  enthusiasm  gathered  from  the 
French  accouchers  who  were  employing  it  with 
success  to  relieve  the  pain  of  child-birth.  The  tech- 
nic then  employed  was  as  follows:  A glass  syringe 
of  thirty  minims  capacity  with  glass  piston,  capable 
of  rapid  and  thorough  sterilization;  a slender  needle 
about  one  mm.  diameter,  point  long  and  sharp, 
(common  salt  solution  needle)  ; one-quarter  grain 
cocaine  tablets;  sterile  water  heated  to  boiling,  in- 
to which  the  cocaine  tablet  was  dropped  and  boiled 
for  a minute  toi  sterilize  the  cocainej  this  solution 
drawn  into  the  syringe,  which  had  been  previously 
sterilized.” 

My  experience  at  this  time  was  limited  to  five 
cases.  “In  summarizing  the  results  in  these  cases, 
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we  noted  that  only  in  three  was  the  subarachnoid 
space  entered  and  in  these  the  headaches  super- 
vened in  two  cases  and  were  of  extreme  severity, 
morphine  alone  relieving.  The  twitching  of  the 
muscles  of  the  face  and  the  throwing  of  the  head 
fi'om  side  to  side  pointed  to  profound  centric  dis- 
turbance and  warranted  the  discontinuance  of  the 
method  in  obstetric  work  until  some  improved  tech- 
nic should  be  evolved.1' 

“In  April,  1904,  Dr.  A.  W.  Morton,  of  San  Fran- 
cisco, demonstrated  before  the  Arizona  Medical  As- 
sociation the  efficiency  and  apparent  harmlessness 
of  what  we  consider  a decidedly  improved  technic. 

“The  two  new  distinguishing  features  of  this 
method  are,  first,  that  the  cerebrospinal  fluid 
serves  as  the  solvent  for  the  tropacocaine,  thereby 
reducing  to  a minimum  the  danger  of  infection  and 
avoiding  increased  intra-cranial  and  spinal  pressure, 
as  so  often  resulted  in  the  old  method  when  cocaine 
was  dissolved  in  a foreign  solvent,  its  injection  be- 
ing followed  by  a train  of  unpleasant  symptoms, 
viz.,  prolonged  headaches,  nausea,  muscular  twitch- 
ings,  and  toxic  symptoms. 

“Tropococaine  hydrochlorate  of  reliable  manufac- 
ture is  employed  because  it  possesses  less  toxic 
properties  than  coccaine  hydrochlorate.  The  absence 
of  this  toxicity,  however,  is  found  to  be  in  propor- 
tion to  its  lessened  analgesic  power.  Cocaine  hydro- 
chlorate possessing  greater  analgetic  strength,  is 
more  toxic,  hence,  its  use  in  smaller  doses,  but  it  is 
more  often  the  choice  where  operations  are  done 
above  the  umbilicus. 

“R.  Klapp,  Germany,  in  his  experiments  upon 
dogs,  found  that  cocaine  in  an  oily  vehicle  was 
capable  of  securing  total  anesthesia  without  tox- 
icity, but  we  have  no  personal  experience  with  this 
mehtod,  tropococaine  being  the  safer  in  our  judg- 
ment. 

“The  tropococaine  hydrochlorate  is  sterilized  by 
placing  the  dose,  grain  three-fourths  to  grain  one, 
in  small  glass  tubes  previously  drawn  out  in  the 
flame  and  sealed  at  one  end,  the  other  end  being 
treated  in  the  same  manner  after  the  tube  is  loaded. 
Care  must  be  taken  to  have  the  tubes  long  enough, 
say  three  inches,  so  that  sealing  the  open  end  will 
not  subject  the  tropococaine  to  excessive  heat.  A 
file  mark  is  then  made  a little  beyond  the  middle 
of  the  tube  to  facilitate  breaking  same  when  want- 
ed for  injection.  It  has  been  our  custom  to  load  a 
number  of  tubes  at  one  time,  but  to  sterilize  just 
before  use,  as  it  is  not  improbable  that  an  old  ster- 
ilized product  loses  its  analgetic  properties  and  de- 
velops toxic  qualities.  (See  Archives  de  Medicine  et 
de  Pharmacie  Militaires — Dr.  T.  Caccia,  translation 
by  First  Lieut.  Sam’l.  S.  De  Effre,  assistant  sur- 
geon U.  S.  Army,  in  the  Journal  of  the  Associa- 
tion of  Military  Surgeons,  June,  1905). 

“We  have  tried  numerous  methods  of  steriliza- 
tion, one,  that  of  keeping  the  tubes  at  232  degrees 
C.  for  one-half  hour,  having  been  found  deleterious 
to  the  analgetic  properties  of  the  tropococaine,  and 
we  believe  responsible  for  partial  results  in  some  of 
our  cases.  We  now  place  the  tubes  in  boiling  water 
for  five  minutes,  and  this  has  not  been  observed 
to  impair  analgesia  nor  has  there  been  any  mani- 
festation of  toxic  or  septic  effects.  This  really 
means  sterilizing  at  a temperature  of  boiling  wa- 
ter (a  little  less  than  100  degrees  C.  in  this  alti- 
tude, plus  the  bactericidal  effect  of  compressed 
air) .” 

At  that  time  Captain  Henry  D.  Thomason,  M.  C., 
U.  S.  Army,  and  I reported  seventy-two  cases  op- 
erated by  the  Morton  technic. 

I should  like  to  quote  our  notes  on  Case  1 of  this 
my  second,  series,  because  it  gives  the  Yavapai 
County  Hospital  credit  for  our  first  operation ; 
“Case  1-P.  B.,  white,  male,  age  59;  occupation,  min- 
er. Diagnosis,  urethral  fistula  membranous  portion, 


result  of  urethral  stricture.  Operation;  external 
urethrotomy,  May  2,  1904.  Tropococaine,  grain  one- 
half,  spinal  injection,  third  and  fourth  lumbar  in- 
terspace. Analgesia  complete  in  10  minutes.  Oper- 
ation lasted  one  hour  and  ten  minutes  and  absolute- 
ly painless.  This  was  performed  in  the  county  hos- 
pital, which  at  that  time  possessed  but  primitive 
equipment.  Patient  held  basins,  trays,  and  so  forth, 
and  talked  and  laughed  during  procedure.” 

From  our  limited  experience  we  were  not  in  a po- 
sition to  make  authoritative  deductions  but  pre- 
sented several  “conclusions,”  one  of  which  was: 
“Operations  can  safely  be  performed  upon  a class 
of  cases  in  which  general  anethestics  are  contra- 
indicated.” 

Because  of  the  great  difficulty  in  preparing  the 
glass  tubes  and  keeping  an  adequate  supply  of  tro- 
pococaine on  hand,  together  with  the  skeptical  at- 
titude of  my  confreres,  I used  the  method  but  in- 
frequently. After  the  World  war  we  gave  consid- 
eration to  methods  of  anesthesia  calculated  to  les- 
sen the  risk  in  surgery  in  tuberculars.  The  Gwath- 
mey,  ether-oil  colonic,  anesthesia  was  tried  and  dis- 
continued. Local  and  regional  anesthesia  were  used 
where  possible,  with  or  without  nitrous  oxide.  Spinal 
anesthesia,  using  novocaine  instead  of  tropococaien, 
was  revived  and  we  are  employing  it  today  in  select- 
ed cases.  Our  operations  would  exceed  350,  the  last 
“selected  case”  being  eclampsia,  in  which  it  was 
the  anesthetic  of  “choice.”  The  patient  had  a pre- 
operative blood  pressure  of  192,  with  increasing  al- 
bumin, casts  and  convulsions. 

However,  I still  feel  as  I expressed  it  before  the 
Medical  and  Surgical  Association  of  the  Southwest 
in  1921,  “When  you  let  go  of  the  plunger,  you  let 
go  your  hold  upon  this  type  of  anesthesia, 5 posture, 
ephedrin,  and  so  forth,  having  little  influence  upon 
splanchnic  shock. 

It  is  my  observation  that  spinal  anesthesia  is  a 
real  boon  to  humanity;  its  use  has  well-defined  in- 
dications and  limitations;  it  should  not  be  used 
without  a fair  evaluation  of  both,  then  with  meticu- 
lous care  as  to  technic.  Research — chemical,  biologic 
and  opei’ative — is  gradually  contributing  to  its  saf- 
ety, but  the  optimum  results  are  a goal  yet  to  be 
attained. 

DR.  THOS.  O.  BURGER:  I am  a great  enthusi- 
ast for  spinal  anesthesia.  Out  of  about  600  private 
cases  which  we  have  done,  we  had  three  failures, 
all  due  to  faulty  technic  in  the  administration  of 
the  drug.  The  fluid  was  obtained  from  the  spinal 
canal,  but  in  the  interim  of  dissolving  the  novo- 
caine the  needle  eye  evidently  slipped  out  of  the 
arachnoid  and  permitted  the  novocaine  to  be  in- 
stilled extra-arachnoid,  thus  accounting  for  the  fail- 
ures. 

The  word  meticulous,  when  used  in  medicine,  cer- 
tainly should  apply  to  the  care  in  which  spinal  an- 
esthesia is  administered,  as  well  as  to  the  manage- 
ment and  control  of  the  patient  during  the  time  of 
operative  procedure  and  the  few  hours  following. 
The  condition  which  has  caused  most  disturbance 
has  been  the  drop  in  the  blood  pressure,  which  is 
strictly  a mechanical  or  physical  proposition,  on 
account  of  all  the  blood  vessels  being  dilated  below 
the  anesthetized  area,  allowing  the  blood  to  pool 
without  any  contracting  tone  of  the  blood  vessel 
walls.  This  can  be  avoided  if  the  patient  is  im- 
mediately placed  and  kept  in  an  extreme  head-down 
position. 

Some  time  ago  we  instituted  the  strapping  of  our 
pad  to  the  table  to  prevent  the  slipping  of  the  pa- 
tient downward,  and  have  made  it  a rule  not  to 
wait  for  any  dressing  on  the  puncture  wound,  but 
to  put  the  patient’s  feet  up  at  once  while  the  pa- 
tient is  being  turned  over  on  his  back.  The  foot  of 
the  table  is  rapidly  stuck  up  in  the  air  and  the 
head  down  in  order  to  catch  the  blood  before  it  has 
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had  time  to  get  into  the  dilated  vessels  in  the  low- 
er half  of  the  body.  This  one  fact  has  caused  us 
to  have  at  least  fifty  per  cent  less  drop  in  blood 
pressure  in  our  last  hundred  or  two  patients.  And 
also,  as  a result  of  this  procedure,  we  note  that 
headaches  have  been  very,  very  much  less;  in  fact, 
we  now  hardly  ever  hear  of  a headache  following 
our  spinal  anesthesias. 

Spinal  gives  us  perfect  anesthesia  to  do  any  work 
in  the  abdomen  if  the  amount  of  spinal  fluid  is 
withdrawn  and  the  proper  amount  of  solution  _ is 
used.  Complete  anesthesia  and  absolute  relaxation 
can  be  gotten  for  stomach  resectioins,  for  gall  blad- 
ders, and  for  any  other  work  that  does  not  require 
over  an  hour’s  time  for  performance,  and  most  op- 
erations can  be  done  within  that  time. 

Dr.  Beasley  of  Chicago,  at  a meeting  in  Oakland 
a few  weeks  ago,  warned  physicians  against  the  use 
of  spinal  anesthesia  on  the  grounds  of  producing  a 
later  degeneration  of  the  spinal  cord,  and  stated 
that  experiments  were  being  carried  on  by  some 
men  in  Chicago  with  this  belief  in  mind  and  would 
show  some  evidence  of  degeneration  occurring  in 
the  dogs  later  on.  Possibly  this  may  be  so;  we  have 
done  600  or  more  and  we  have  seen  no  case  follow- 
ing where  there  has  been  any  suspicion  whatsoever 
of  injury  or  damage  to  the  cord.  And  it  is  illogi- 
cal to  believe  that  pure  novocaine  crystals  dissolved 
in  spinal  fluid,  which  are  absorbed  very  promptly, 
and  without  touching  the  cord  or  any  of  its  fila- 
ments, should  in  any  way  disturb  tbe  cord  more 
than  it  does  the  tissues  in  other  regions  of  the  body. 
The  illustration  comparing  the  pain  in  the  nerve 
from  dental  administration  where  the  nerve  is  di- 
rectly traumatized  by  the  needle  as  it  enters  the 
bony  canal,  is  in  no  way  similar  to  this  type  of  an- 
esthesia, for  in  the  dental  injection  the  nerve  itself 
is  directly  truamatized,  but  where  it  is  injected 
into  the  spinal  canal  there  should  be  no  nerve  trau- 
ma. Occasionally  there  may  be  a prick  of  a fila- 
ment that  is  felt  down  the  foot  which  is  usually 
not  complained  of  afterward.  In  only  one  instance 
have  we  had  a patient  complain  of  it  following  the 
operative  procedure,  and  that  cleared  un  within 
two  weeks,  and  after  two  years’  time  no  ill  effects 
have  been  observed. 

If  spinal  anesthesia  is  administered  with  extreme 
care,  it  is  in  my  estimation  a very  safe  and  unques- 
tionably a most  ideal  anesthesia,  not  only  from  the 
standpoint  of  the  operative  procedure  but  also  for 
the  convalescent  stage.  Certainly  postoperative 
complications  are  less  than  with  any  inhalation 
method  in  so  far  as  gas  pains,  vomiting,  etc.,  are 
concerned. 

Spinocaine,  in  my  opinion,  is  absolutely  contra- 
indicated. I see  no  benefit  whatsoever  from  its  use. 
On  the  other  hand,  very  great  danger,  if  it  is  light- 
er than  spinal  fluid,  and  the  patient  should  become 
obstreperous  and  sit  up  in  an  upright  position.  Also 
the  foreign  matter  is  undesirable  in  my  humble 
opinion. 

Nupercaine  may  be  of  value  in  prolonging  anes- 
thesia. However,  we  still  feel  that  spinal  novocaine 
is  the  more  ideal  and  will  give  all  the  time  that  is 
necessary,  for  the  hour  that  the  operator  requires, 
if  given  properly,  and  the  procedure  can  be  carried 
out  without  resorting  to  speed  in  most  of  our  ab- 
dominal procedures. 

We  know  that  the  normal  adult’s  spinal  canal 
holds  about  10  c.  c.  below  the  danger  level,  and  if 
novocaine  dissolved  in  spinal  fluid  is  not  made  to 
exceed  that  quantity,  there  is  practically  no  dan- 
ger of  involving  the  nerve  centers  that  control 
respiration  and  the  heart  action.  Usually  we  give 
about  5 c.  c.  of  fluid  containing  150  mgs.  of  novo- 
caine in  the  third  space:  sometimes  the  second  space 
in  instances  where  high  abdominal  operations  are 
to  be  done.  For  anything  not  above  the  umbilicus 


the  fourth  space  with  120  mgs.  novocaine  dissolved 
in  not  to  exceed  3 c.  c.  of  spinal  fluid,  will  give  per- 
fect anesthesia  for  pelvic,  appendix,  and  such  oper- 
ations, and  will  last,  in  practically  all  instances, 
longer  than  forty-five  minutes,  usually  one  hour. 

Preliminary  psychic  sedatives,  preferably  with 
sodium  amytal  by  mouth,  with  a dose  of  ephedrin 
in  few  minutes  prior  to  coming  to  the  surgery,  will 
in  a majority  of  instances  make  for  ideal  operative 
procedure  both  psychically  and  physically. 

DR.  H.  R.  CARSON,  Phoenix:  Anesthetic  agents 
are  primarily  used  to  enable  the  surgeon  to  operate 
with  the  least  amount  of  shock,  both  psychic  and 
traumatic  to  the  patient.  All  anesthetic  agents  used 
for  preliminary  narcosis  and  as  relaxing  anesthet- 
ics are  toxic.  I feel  that  it  is  less  toxic  to  use  the 
combination  of  several  agents,  like  sodium  amytal 
and  morphine,  for  preliminary,  and  novocaine  plus 
nitrous  oxide  or  ethylene,  and  lastly  ether  which  is 
most  toxic  (and  should  be  eliminated  where  pos- 
sible) for  relaxing  narcosis.  Blood  pressure  read- 
ings during  the  operative  period  and  immediately 
afterward  will  show  the  surgeon  graphically  on  the 
anesthesia  chart  the  proof  of  this  statement  and, 
as  well,  the  fall  in  blood  pressure  from  trauma  of 
rough  handling  of  tissue. 

Therefore,  I will  recommend  the  addition  of  mor- 
phine and  the  use  of  less  sodium  amytal  than  the 
intravenous  doses  demanded  to  produce  sleep.  Two 
capsules  of  3 gr.  each  of  sodium  amytal,  one  three 
hours,  one  two  hours  before  surgery,  and  at  one 
hour  before  operation  a dose  of  morphine.  The  use 
of  novocaine  in  the  pertoneum  for  relaxation  and 
a light  nitrous  oxide  or  ethylene  gas  for  uncon- 
sciousness. This  method  has  been  used  all  winter 
at  St.  Joseph’s  Hospital  in  Phoenix  without  having 
to  resort  to  ether  for  relaxation  or  to  boost  the  low- 
ered blood  pressure  of  intravenous  sodium  amytal. 
I agree  with  the  winters  of  these  papers  thoroughly 
in  the  desire  to  link  psychic  shock  and  feel  that  pro- 
longed surgery  with  only  local  or  spinal  can  be  im- 
proved by  the  suggestion  regarding  preliminary  nar- 
cosis in  the  room,  and  I know  that  the  gentle  hand- 
ling of  tissues,  in  which  we  all  know  Dr.  Palmer 
has  masterly  technic,  can  eliminate  the  last  men- 
tioned most  toxic  agent, — ether. 


successful  trpatmfnt  of  eczema, 

FTIFM \.  URTICARIA, 
PRUIDTIS,  ETC..  RY  DIETARY  REGULA- 
TION AND  DIGEST  ANTS. 

ORVILLE  HARRY  BROWN,  M.D.,  PH.D.,  F.A.C.P., 
Phoenix,  Arizona. 

(Read  before  the  Fortieth  Annual  Meeting  of  the 
Arizona  State  Medical  Association,  held  at  No- 
gales, May  7-9,  1931.) 

The  purpose  of  this  paper  is  to  show  that 
eczema  and  allied  conditions  may  be  treated 
successfully  by  dietary  regulation  and  the 
use  of  digestants.  The  theory  which  forms 
the  basis  of  the  work  is  outlined  in  order 
better  to  present  the  principles  of  treatment. 
Twelve  typical  cases  are  briefly  described. 

Though  the  number  of  cases  is  not  great, 
I deem  it  mv  duty  to  make  this  report;  a 
part  of  dermatology  is  reclaimed  for  internal 
medicine. 

Eczema,  angioneurotic  edema,  urticaria, 
pruritis,  and  so  forth,  result  from  food  sensi- 
tization. It  a?so  appears  to  me  that  certain 
cases  of  herpes,  of  acne,  and  even  of  psoriasis 
may  have  as  a basis  a food  factor,  perhaps 
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a sensitization.  The  typical  manifestation 
of  a skin  lesion  form  of  sensitization  appears 
to  be  pruritis. 

In  order  to  get  results  with  severe  cases, 
a physician  will  need  to  have  assurance  and 
a great  deal  of  ingenuity.  Therefore  my 
theory  should  be  understood.  Many  of  the 
observations  on  the  vagaries  of  these  con- 
ditions seem  to  fit  nicely  into  the  theory ; it 
has  helped  me  to  know  what  to  expect  and 
predict  under  various  conditions. 

The  theory  has  been  discussed  in  previous 
publications;  it  is  presented  here  in  outline: 
Protein  or  split-protein  reaches  the  tissues; 
the  toxic  portion  of  the  molecule  is  liberated; 
it  is  produced  faster  than  destroyed ; there- 
fore, it  irritates  and  inflames  the  skin  or 
another  tissue  of  the  body.  An  oversupply 
of  split-protein  in  the  tissues  results  from 
too  free  a supply  by  way  of  the  alimentary 
canal,  or  from  too  slow  a destruction  in  the 
tissues,  or  both. 

The  supply  of  split-protein  is  from  inade- 
quate digestion,  overloading  of  normal  diges- 
tion, or  too  rapid  absorption  from  the  ali- 
mentary canal,  or  all  three.  The  cause  of 
too  slow  a destruction  can  only  be  due  to  the 
lack  of  certain  enzymes  or  antibodies. 

The  causes,  direct  and  indirect,  of  inade- 
quate digestion  are  numerous  and  need  to 
be  ana’yzed  for  each  individual  case.  The 
outstanding  factors  are:  Absent  or  low  gas- 
tric aciditv  (common  in  sensitization  cases), 
perhaps  diminished  pepsin,  inadequate  pan- 
creatic digestion,  too  rapid  eating,  poor  mas- 
t’ cation,  uncooked  or  poorly  cooked  food,  eat- 
ing when  nervous  or  excessively  tired,  and 
focal  infection  of  nose,  pharynx,  teeth,  gall- 
bladder, appendix,  and  so  forth.  Overtaxing 
of  the  digestion  comes  from  overeating  of 
food  in  general  or  of  any  one  food — too  much 
at  one  time  or  too  frequently. 

The  foods  to  which  one  is  most  likely  to 
be  sensitized,  experience  leads  to  to  conclude, 
are  th~se  which  are  most  difficult  of  diges- 
tion — uncooked  foods  for  example  — and 
which  have  been  the  most  contacted,  espe- 
cially when  digestion  is  at  low  ebb.  There- 
fore, it  is  usually  the  food  of  which  a person 
is  the  most  fond  which  will  be  found  to  be 
the  chief  offender.  Dr.  T.  A.  Glenn  called 
my  attention  to  the  tendency  to  develop 
sensit'zations  to  a food  or  foods  on  which 
one  is  fed  during  protracted  illness. 

Multiple  sensitization  is  the  rule.  There  is 
usually  one  food  or  a few  foods  to  which  one 
is  high’y  sensit'zed  and  many  to  which  he 
is  slightly  sensitized.  It  is  for  this  reason 
that  elimination  of  reacting  foods  is  difficult. 

My  scheme  of  treatment  of  a case  of  skin 
pathology,  suspected  of  being  due  to  food 
sensitization,  is  commonly  as  follows:  Such 


of  the  principles  given  above  as  seem  to  ap- 
ply to  his  case  are  carefully  explained  to  the 
patient.  He  is  then  given  a typed  sheet  of 
diet  instructions. 

The  one  I now  use  reads  as  follows: 

1.  Number  of  calories  recommended 

The  intake  of  food  must  be  reduced  to  a min- 
imum. 

2.  Have  a wide  variety  of  food  stuffs  for  each  day 
and  vary  them  from  day  to  day. 

3.  Have  all  foods — even  lettuce,  celery,  and  so 
forth — cooked;  except  citrus  fruits,  which  should 
be  taken  as  strained  juice.  Boiled  foods  are 
preferable  to  fried. 

4.  For  severe  cases,  vegetables  should  be  pureed. 

5.  Use  no  pepper  nor  other  condiments. 

6.  Vegetable  soups  are  highly  recommended. 

7.  Cheeses  are  thought  usgally  to  be  excellent  sub- 
stitutes for  meats  and  eggs. 

8.  Eat  three  meals  daily,  one  about  same  quantity 
as  another. 

9.  Have  meals  at  regular  hours. 

10.  Never  over-eat. 

11.  Eat  slowly  and  masticate  thoroughly;  keep 
teeth  in  good  repair. 

12.  Make  it  a practice  to  take  small  bites  only. 

13.  When  tired  or  nervous  rest  one-half  hour  before 
dining. 

14.  Keep  an  accurate  diary  of  foods  eaten  and  of 
symptoms. 

15.  All  foods  suspected  of  increasing  symptoms 
should  be  omitted  from  the  diet  for  one  or  more 
months. 

16.  All  foods  which  have  heretofore  been  favroite 
articles  of  diet,  and  wheat,  onions,  chocolate, 
lettuce,  celery,  tomatoes,  bananas,  and  cabbage, 
should  be  specially  studied  to  determine  if  they 
cause  an  increase  of  symptoms. 

In  addition,  citric  acid,  20  to  30  grains,  is 
prescribed  in  a full  glass  of  water  to  be 
sipped  with  each  meal  or  piecemeal.  Phos- 
phoric, hydrochloric,  or  acetic  acids  may  be 
used  in  place  of  citric. 

The  patient  is  instructed  to  report  every 
few  days,  with  a diary  of  the  foods  he  has 
eaten  and  of  his  symptoms.  If  his  improve- 
ment is  not  sufficiently  rapid,  those  foods 
which  are  suspected  of  being  the  most  likely 
causes  of  his  trouble  are  eliminated.  In  case 
of  still  no  improvement,  other  foods  are  elim- 
inated and  perhaps  those  first  eliminated  are 
allowed.  The  dosage  of  citric  acid  may  be 
doubled  to  see  if  more  acid  is  beneficial. 
Fancreatin  with  or  without  acid  may  be 
tried.  The  possibility  that  citric  acid  might 
aggravate  his  trouble  is  kept  in  mind;  and 
on  the  slightest  suspicion  dilute  phosphoric 
acid  usua’lv  is  substituted  for  it. 

The  food-addition  method,  described  sev- 
eral years  ago,  is  occasionally  most  helpful. 
A food  must  be  found  to  be  started  with 
which  has  no  bad  effects.  Buttermilk  is 
often  satisfactory.  After  a few  days  other 
easily  digested  foods  are  added,  one  at  a 
iime.  Ef’ch  is  studied  for  its  effects.  Those 
causing  trouble  are  eliminated. 

Those  who  do  not  get  complete  relief  from 
the  procedures  outlined  are  tested  for  their 
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reactions  to  the  individual  proteins.  Foods 
which  produce  definite  skin  reactions,  or 
which  by  the  diary  are  definitely  proved  to 
cause  trouble,  are  eliminated  from  the  diet 
for  at  least  four  to  six  weeks.  They  are  then 
allowed  occasionally  in  small  amounts.  If 
they  cause  trouble  they  are  again  eliminated 
for  another  four  to  six  weeks.  Such  react- 
ing foods  should  never  again  be  eaten  in 
large  amounts.  The  same  should,  however, 
be  said  of  any  food. 

The  early  cases  of  food  sensitization  re- 
spond ordinarily  with  astonishing  prompt- 
ness to  this  plan  of  treatment.  Those  of 
longer  standing  clear  up  slowly  and  must 
have  their  treatment  followed  up  with  great 
strictness  over  a long  period  of  time,  often 
for  several  months;  foci  of  infection,  espe- 
cially in  severe  cases,  should  be  removed — 
with  caution. 

Skin  lesions  are  often  complicated  by  bac- 
terial infection,  which  should  have  appro- 
priate treatment.  Then,  too,  food  sensitiza- 
tion may  follow  the  use  of  antiseptics  upon 
the  skin.  A too  liberal  use  of  antiseptics  for 
skin  lesions  is  to  be  guarded  against.  The 
patience  and  ingenuity  of  both  the  patient 
and  physician  will  be  sorely  taxed  with  many 
of  the  severe  cases. 

Case  No.  1 was  a two-year-old  child  with  a mild 
spotty  eczematous  rash,  nearly  general  over  the 
body,  which  had  endured  for  about  four  months,  in 
spite  of  careful  treatment.  The  family  physician 
had  realized  that  food  was  the  etiologic  factor  and 
had  changed  the  diet  in  various  ways,  without  ben- 
efit. Citric  acid  was  prescribed  to  be  taken  in  water 
with  all  food.  A complete  recovery  was  made  in 
the  course  of  a week,  and  a few  days  later  the  acid 
was  discontinued.  The  result  in  this  case  was  un- 
usually prompt  and  satisfactory.  The  child,  how- 
ever, has  occasionally  had  slight  relapses  and  should 
be  given  acid  whenever  it  has  colds  or  conditions 
which  might  lead  to  digestive  deficiency. 

Case  No.  2 is  an  adult  female,  who  scratched  her 
elbow;  an  infection  developed;  antiseptics  were  ap- 
plied; the  infection  soon  was  cured,  but  a pruritic 
weeping  lesion  appeared  and  gradually  spread  up 
and  down  the  arm  from  the  elbow.  After  several 
weeks  of  treatment,  it  was  still  gradually  spread- 
ing. The  arms  and  upper  chest  developed  large 
areas  of  weeping  eczema,  in  spite  of  treatment.  She 
was  given  the  sheet  of  diet  instructions  and  citric 
acid.  After  two  to  three  days,  the  improvement 
being  slight,  the  dosage  of  citric  acid  was  doubled. 
Improvement  was  not  satisfactory  after  another  two 
to  three  days,  and  she  was  put  upon  a buttermilk 
diet,  with  about  20  grains  of  citric  acid  to  each 
glass.  Recovery  was  rapid  and,  after  two  days  of 
buttermilk  alone,  she  increased  her  diet — first  with 
soups,  then  gruels,  well  cooked  vegetables,  fruits 
and  other  articles  in  turn,  which  it  was  thought 
would  be  easy  for  her  digestion  to  handle.  After 
two  weeks  she  was  well  and  was  on  a normal  diet, 
but  continuing  the  acid.  An  inference  in  this  pa- 
tient was  that  the  antiseptic  helped  in  some  way 
to  precipitate  the  eczema.  The  value  of  the  food- 
addition  method  is  displayed  in  this  history, 


Case  No.  3 is  another  person  in  whom  a liberal 
use  of  antiseptic  seemed  to  be  responsible  for  a food 
sensitization  manifestation.  A mild  infection,  prob- 
ably staphylococcic,  invaded  the  beard  of  a man  who 
had  been  subject  to  pruritis  and,  rarely,  urticaria, 
of  the  hands,  and  pruritis  and  eczema  of  the  anus. 
Following  the  use  of  an  ammoniated  mercury  oint- 
ment on  the  neck,  urticaria  of  this  region  developed. 
Careful  diet  and  the  use  of  citric  acid  promptly 
cleared  up  the  urticaria  of  the  neck  and  controlled 
the  pruritis  of  the  hands.  The  use  of  cod  liver  oil 
and  malt  has  been  decidedly  beneficial  to  the 
pruritis  of  the  anus.  Pancreatin  was  repeatedly 
tried  for  the  pruritis  of  the  anus,  wtihout  apparent 
benefit.  This  man  has  repeatedly  observed  that 
eating  hurriedly,  or  when  too  tired  or  nervous,  may 
cause  a slight  amount  of  pruritis  even  though  citric 
acid  is  taken. 

Case  No.  4,  previously  reported,  is  mentioned 
briefly  to  emphasize  that  the  use  of  a digestant 
may  not  always  be  necessary,  but  nevertheless  is 
usually  helpful.  A dentist,  for  three  yeas,  in  spite 
of  all  sorts  of  treatment,  had  had  an  eczema  of  a 
dry,  scaly  type,  on  his  left  index  finger.  By  means 
of  the  skin  tests,  the  causes  of  his  trouble  were 
eliminated  so  that  he  was  soon  completely  recov- 
ered. It  was  not  long,  however,  before  there  was 
a slight  return  of  the  trouble,  probably  because  he 
was  not  sufficiently  strict  with  his  diet.  About  that 
time,  the  idea  of  digestants  as  an  important  aid  in 
such  cases  had  been  developed.  He  was  given  hy- 
drochloric acid  and  promptly  recovered  and  has  re- 
mained well  to  date,  a period  of  about  four  years. 
He  then  remembered  that  he  had  had  eczema  as  a 
boy  and  that  his  country  physician,  on  being  con- 
sulted thereover,  prescribed  hydrochloric  acid  for 
him.  He  went  for  years  with  no  trouble.  The 
physician  said  that  he  thought  the  trouble  was  from 
the  stomach.  This  patient  takes  acid  occasionally 
whenever  he  is  not  feeling  well,  especially  if  he 
has  the  least  pruritis. 

Case  No  5 has  had  eczema  of  the  hands  for  three 
years.  She  finally,  after  months  of  spasmodically 
following  the  regime  above  outlined,  reached  a nor- 
mal condition.  Then  came  a cold  and  a relapse. 
The  bacterial  poisons  from  the  upper  respiratory 
tract  reached  the  stomach,  it  seems,  with  a depress- 
ing effect  upon  the  digestion.  The  split-proteins 
as  a consequence  accumulated  in  the  blood  and 
caused  a return  of  the  eczema.  The  bacterial  pro- 
teins possibly  may  have  a direct  part  in  the  pathol- 
ogy of  eczema.  We  are  endeavoring  to  get  her  well 
of  antrum  infection.  Her  hands  are  clear  now.  She 
has  been  instructed  to  double  her  dosage  of  acid 
with  her  next  cold  and  to  decrease  the  amount  of 
her  food.  She  has  found  that  she  cannot  even  handle 
a number  of  foods,  among  which  are  oranges,  po- 
tatoes and  tomatoes.  As  she  is  a woman  of  high 
intelligence,  she  will  learn  to  keep  herself  prac- 
tically, if  not  entirely,  well. 

Case  No.  6 is  a woman  with  dry  scaly  eczema  of 
11  years’  duration.  Regulation  of  her  diet  and  the 
use  of  citric  acid  effected  a cure  of  her  condition 
in  about  two  weeks’  time.  She  has  noticed  that  raw 
lettuce  aggravates  her  condition,  whereas  cooked 
lettuce  does  not. 

Case  No.  7,  previously  reported,  was  a case  of  ex- 
tremely severe  eczema  covering  the  entire  body. 
He  had  every  possible  sort  of  treatment  for  nine 
months  and  steadily  grew  worse.  By  skin  tests, 
careful  diet  regulation,  much  scolding,  and  many 
admonitions,  he  finally  completely  recovered.  It  is 
certain  the  use  of  acid  would  have  made  his  cure 
much  easier. 
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Case  No.  8,  with  weeping  eczema  and  angioneuro- 
tic edema,  began  in  October  of  1929,  with  small 
pruritic  areas  on  the  dorsum  of  the  feet,  which 
changed  rapidly  into  weeping  eczema.  The  con- 
dition spread  until  the  legs,  thighs,  trunk  up  to  the 
waist,  the  arms,  the  ears  and  the  face  were  in- 
volved. The  itching  became  intolerable.  Enormous 
angioneurotic  edema  areas  with  large  blebs,  devel- 
oped on  the  legs,  which  were  nearly  double  normal 
size.  Many  of  the  areas  became  seriously  infected. 
In  addition  he  had  asthma,  nasal  infection  and 
polypi.  Job’s  was  relatively  a life  of  supreme 
happiness.  He  had  the  advantage  of  expert  and 
nervous  treatments,  all  of  which  were  of  little  or  no 
effect.  He  even  had  three  x-ray  treatments  of  the 
entire  body  with  good  result  he  thinks  only  upon  the 
ankles.  The  remainder  of  the  body  was  not  bene- 
fited. He  had  made  improvement  due,  he  thinks, 
entirely  to  his  own  efforts  at  dieting  himself.  At 
the  time  I was  first  consulted  there  was  no  marked 
swelling  except  of  the  face;  the  arms  and  legs 
were  raw  surfaces;  one  side  of  the  face  was  so 
swollen  that  he  had  no  vision  of  that  eye.  Diet 
regulation  and  phosphoric  acid  have  been  persisted 
in  for  four  months  and,  except  for  slight  pruritis 
and  slight  thickening  of  the  skin  in  a few  areas, 
he  is  well.  Citric  acid  seemed  to  aggravate  his 
symptoms  and  for  this  reason  phosphoric  has  been 
used.  His  asthma  has  been  improved  at  times — but 
slightly  as  compared  with  the  skin  lesions.  We 
have  worked  constantly  upon  his  nose.  Polypi  have 
been  removed  and  the  antra  and  other  sinuses  have 
had  constant  treatment.  The  use  of  bile  salts  in 
this  patient  seemed  to  do  definite  good.  The  bile 
salts  were  in  combination  with  mild  laxatives.  Just 
what  produced  the  good  we  have  not  determined. 
He  is  now  practically  well  after  four  months’ 
treatment. 

Case  No.  9 was  a woman  with  general  urticaria 
of  four  weeks’  duration.  She  was  given  citric  acid 
and  general  principles  regarding  diet.  It  required 
three  to  four  weeks  of  diet  changes  and  continua- 
tion of  acid  to  cure  the  urticaria.  She  has  had  no 
return  in  over  two  years. 

Case  No.  10  was  a man  with  a giant  urticaria  of 
a year’s  duration.  Three  times  he  had  been  tem- 
porarily cured  through  dietary  regulation.  Each 
cure  was  followed  in  a few  weeks  by  a relapse. 
The  lesson  to  be  learned  from  these  relapses  was 
that  he  continued  on  the  diet  on  which  he  had  ob- 
tained relief.  By  continuing  too  long  on  any  article 
or  artciles  of  food,  one’s  blood  may  become  filled, 
it  seems,  with  the  split-proteins  of  those  foods. 
His  diet  was  changed,  giving  him  as  wide  a variety 
as  possible  at  the  time,  citric  acid  was  prescribed 
and  in  a remarkably  short  time,  about  10  days,  he 
was  well  and  has  continued  well  ever  since — now 
six  months;  as  he  understands  the  principles  in- 
volved he  should  have  no  serious  trouble  in  the 
future. 

Case  No.  11  had  angioneurotic  edema  of  the 
hands,  arms,  and  feet.  It  was  of  but  a few  days’ 
duration  when  first  seen.  Regulation  of  the  diet, 
coupled  with  the  administration  of  acid,  effected  a 
cure  in  about  one  week.  He  has  had  no  return. 

Case  No.  12  had  pruritis  and  eczema  of  the 
vulvae  and  vagina  for  eight  months.  The  food- 
addition  method  and  the  acid  afforded  prompt  re- 
lief. 

I have  now  treated  22  cases  of  extremely 
severe  eczema,  urticaria  or  angioneurotic 
edema.  There  have  been  a much  larger  num- 


ber of  mild  cases.  One  case  of  severe  eczema 
I saw  only  once  in  consultation.  Two  other 
cases  of  eczema,  one  of  17  and  the  other  of 
44  years’  duration,  though  definitely  im- 
proved, are  not  ready  to  be  reported.  The 
other  19  have  been  cured,  or  practically  so, 
and  give  promise  of  permanency.  This  does 
not  mean  that  they  will  not  have  relapses; 
but  care  to  the  diet  and  the  use  of  digestants 
shou’d  control  the  conditions. 

Persons  with  extremely  low  gastric  acid- 
ity will  probably  need  to  take  acid  with  food 
throughout  life.  Others  will  have  to  take  it 
whenever  experiencing  unusual  stresses  and 
strains. 

CONCLUSIONS 

1.  Eczema,  angioneurotic  edema,  urticaria 
and  pruritis  are  commonly  due  to  food. 

2.  The  theory  advanced  is  that  there  is 
deficient  digestion  and  deficient  metabolism, 
so  that  the  blood  becomes  surcharged  with 
split-protein  products. 

3.  Cutting  the  patients  off  the  foods  of 
which  they  eat  the  greatest  amounts,  sub- 
stituting foods  not  ordinarily  eaten,  having 
all  foods  exceptionally  well  cooked,  and  ad- 
ministering aids  to  digestion,  usually  citric 
acid,  will  cure  most,  if  not  all,  of  the  cases, 
if  persisted  in  a sufficient  length  of  time. 

4.  Persons  with  low  gastric  acid  may  have 
to  take  acid  and  should  be  careful  of  their 
diets  indefinitely ; in  fact,  all  persons  should 
have  well  regulated  diets. 

5.  The  reason  for  using  citric  acid  is  that 
it  is  easier  to  take  than  hydrochloric  acid 
and  seems  usually  to  serve  equally  as  well. 

DISCUSSION 

DR.  C.  W.  BROWN,  (San  Diego):  Dr.  Brown’s 
paper  is  worth  a great  deal  of  consideration  and  in 
fact  he  has  so  simplified  the  allergic  treatment  by 
giving  lactic,  phosphoric  or  hydrochloric  acid  in  a 
glass  of  water  three  times  daily,  that  we  need  not 
worry  any  more  about  the  future  with  these  al- 
lergic conditions.  However,  I fear  that  all  of  these 
cases  cannot  be  so  treated  with  such  excellent  re- 
sults as  Dr.  Brown  has  given  in  his  case  reports  in 
this  paper.  Practically  no  allergic  child  is  free 
from  some  nasal  symptoms.  One  child  may  have 
a hay  fever  or  asthma  and  next  attack  may  be 
abdominal  symptoms  presenting  all  the  symptoms 
of  appendicitis.  In  my  opinion  many  a child  is 
operated  for  appendicitis  when  it  is  this  hyper- 
sensitiveness to  proteins. 

While  in  a well  known  allergist’s  office  some 
few  weeks  ago,  his  own  child  was  given  candy  with 
some  nuts  ip  it  and  immediately,  that  is  within  a 
few  hours,  became  ill  with  nausea  and  vomiting, 
swelling  of  the  pharynx  and  irritation  of  the  entire 
gastral  tract  and  diarrhea.  Adrenalin  hypoder- 
mically and  soda  enemas  gave  immediate  response, 
with  three  or  four  days  required  for  the  child  to 
recover. 

I feel  that  we  must  continue  to  test  these  people 
with  the  scratch  and  intradermal  tests  instead  of 
trying  to  clear  them  all  with  food  addition  or  food 
elimination  diet  and  acids,  as  Dr.  Brown  has  so 
elegantly  described  in  his  paper. 


JUNE,  1931 


265 


EL  PASO’S  HISTORY  OF  WEED 
ERADICATION  RELATIVE  TO 
HAY  FEVER 
MRS.  J.  A.  RAWLINGS, 

Chairman  of  the  Weed  Eradication  Committee  of  the 
Women’s  Auxiliary  to  the  El  Paso  County 
Medical  Society, 

El  Paso,  Texas. 

Russia,  the  most  talked-of  country  today, 
has  unconsciously  succeeded  in  putting  over 
on  our  country  one  of  its  worst  pests, — 
the  tumble  weed, — which  is  the  “Russian 
thistle.”  The  story  goes  that  in  a shipment 
of  grain  from  Russia  was  a new  kind  of 
seed ; some  of  the  grain  was  sown  in  New 
Jersey,  and  there  appeared  the  Russian 
thistle  which  grew  rapidly  and,  like  a huge 
ball,  it  has  tumbled  its  way  from  the  Atlan- 
tic to  the  Pacific.  Hay-fever  is  everywhere 
prevalent  as  never  before,  due  largely  to  this 
weed  and  many  other  weeds,  plants,  and 
grains,  which  give  forth  pollen;  also  face 
powder  and  certain  foods  will  cause  hay- 
fever  in  some  people. 

Two  medical  experts,  after  a survey  of  El 
Paso,  said  that  80  per  cent  of  the  hay-fever 
here  could  be  prevented  if  tumble  weed  and 
pig  or  careless  weed  were  eradicated,  the 
former  prevalent  from  May  till  frost,  the 
latter  from  August  to  frost.  Earlier  in  the 
season  the  pollen  from  cottonwood  trees 
causes  trouble ; also  pollinating  Bermuda 
grass.  The  tumble  weed  is  our  worst  of- 
fender in  the  early  summer.  In  appearance 
it  is  very  attractive ; no  hard  prickers  when 
small ; it  starts  with  a tap  root  producing 
tiny  pointed  branches,  the  size  of  the  lead 
in  a pencil  and  of  a grey  green  color  that 
deepens  with  age.  It  branches  irregularly 
resembling  the  sprengenic  fern ; it  grows  to 
be  a huge  bush,  three  to  five  feet  high  be- 
coming round  and  brown  in  the  fall.  The 
wind  severs  its  tap  root  and  it  begins  its 
tumbling  journey,  scattering  thousands  of 
seeds.  It  has  been  estimated  that  an  aver- 
age tumble  weed  matures  40,000  seeds. 
Think  how  much  public  health  work  you  do 
when  you  pull  one  weed.  Its  mission  is  to 
prdouce  pollen  readily  carried  through  the 
air,  and  therefore  readily  causing  hay-fever. 
A disease  so  common,  we  think  of  it  as  we 
do  a cold,  but  a most  distressing  disease  pro- 
ducing real  suffering;  it  causes  a feeling  of 
depression  that  makes  life  seem  not  worth 
the  living.  Hay-fever  lessens  resistance  and 
depletes  the  system  so  that  other  diseases 
follow.  Little  children  are  among  the  great- 
est sufferers.  An  attack  may  begin  early  in 
the  spring  and  last  till  frost.  One  often  be- 
comes totally  unfit  for  work. 

In  1924,  the  El  Paso  Herald  advocated  a 
weed  eradication  campaign.  In  March,  1927, 


Dr.  George  Turner  talked  before  the 
Woman’s  Auxiliary  of  the  El  Paso  County 
Medical  Society  on  the  cause  of  hay-fever 
and  its  menace  to  health.  He  stated  that  he 
had  talked  before  every  organization  _ in 
town  and  had  not  yet  succeeded  in  getting 
anything  done.  It  was  determined  to  do 
something.  The  newly  installed  president, 
working  through  her  strong  executive  com- 
mittee appointed  speakers  to  talk  before  all 
organizations  of  men  and  women  possible, 
explaining  the  need  for  weed  eradication  and 
the  89  members  of  the  Woman’s  Auxiliary 
asked  people  in  the  homes  to  free  their  yards 
from  weeds  and  to  clean  vacant  property. 
The  response  was  gratifying.  The  school 
children  were  asked  io  pull  tumble  weeds  and 
rewards  were  offered.  In  three  days  250,000 
weeds  had  to  be  paid  for  and  we  were  forced 
to  pay  our  depts  with  public  contributions. 

Mr.  H.  D.  Slater,  editor  of  the  Herald,  put 
on  a fine  publicity  campaign,  designating  one 
of  his  best  writers  to  the  job.  The  result 
was  excellent.  In  fact,  the  article-s  attracted 
the  attention  of  our  President  of  the 
Woman’s  Auxiliarv  to  the  State  Medical  So- 
ciety and  she  had  her  secretary  send  clip- 
pings to  the  various  medical  auxiliaries  in 
Texas.  We  succeeded  in  getting  the  co- 
operation of  the  El  Paso  County  Medical 
Society,  the  Chamber  of  Commerce,  the 
Board  of  Health,  the  city  schools,  the  rail- 
roads and  the  many  organizations  of  the 
press.  Representatives  from  the  above  or- 
ganizations, together  with  those  from  eigh- 
teen women’s  organizations  were  asked  to 
meet  with  the  City  Council.  Our  Mayor, 
Mr.  Thompson,  saw  the  need  for  weed  erad- 
ication and  did  all  in  his  power.  There  was 
no  budget. 

The  various  departments  cooperated.  Dr. 
McCamant,  for  the  El  Paso  County  Medical 
Society,  proposed  an  ordinance  sponsored  by 
Drs.  Rawlings  and  Brown  of  the  Board  of 
Health  to  fine  property  owners  who  did  not 
clean  lots.  In  1929  another  ordinance  was 
passed  taxing  property,  ?nd  that  is  now  in 
force.  There  was  a snlendid  spirit  of  co- 
operation and  Dr.  Outlaw,  City  Health  Of- 
ficer, put  through  a fine  piece  of  work. 

favored  bv  dry  weather  and  cleaning  of 
tumble  weeds  there  was  very  little  hay-fever 
t 'll  August  when  much  rain  brought  forth 
the  careless  or  pig  weed  in  great  profusion 
and  there  was  much  suffering.  This  weed 
has  various  names  and  came  from  Europe 
to  Canada  and  the  United  States.  In  1928 
the  City  Council  budgeted  twelve  hundred 
dohars  for  weed  eradication.  In  April  the 
Woman’s  Auxiliary  asked  cooperation  of  the 
CPy  and  Health  Departments  to  put  on  a 
short  educational  campaign.  The  city  prop- 
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ertv  was  pretty  well  cleaned  in  the  early 
summer  but  the  twelve  hundred  dollars  did 
not  last  through  the  season.  Those  not  af- 
flicted with  hay-fever  did  not  see  themselves 
as  “their  brother’s  keeper.”  In  August  the 
pig  or  careless  weed  became  rampant  and 
there  was  such  a flood  of  hay-fever  that 
there  were  thousands  of  cases;  those  who 
could  left  town,  some  not  to  return.  The  fol- 
lowing year  (1929)  the  budget  was  increased 
by  one  thousand  dollars  and  the  city  offered 
to  clean  property  at  one  dollar  per  lot.  Many 
sent  checks,  5,000  lots  were  cleaned.  Real 
estate  men  and  railroads  cooperated. 

This  last  year  of  1930  the  work  was  better 
organized  with  a Weed  Eradication  Depart- 
ment. The  weather  was  dry  and  the  com- 
bination was  like  preventive  medicine.  Few 
people  got  hay-fever.  As  usual,  the  rains 
brought  forth  the  pig  or  careless  weeds  and 
they  were  cut.  For  the  first  time  the  city 
had  the  appearance  of  being  cared  for, 
though  not  half  of  the  lots  were  free  from 
weeds.  Example  has  been  a strong  influ- 
ence in  homes.  A lady  said  she  was  the 
first  to  clean  her  place  of  weeds ; the  next 
vear  two  did  likewise  and  now  the  whole 
block  is  beautifully  kept.  We  are  proud  of 
the  last  year’s  report;  over  10,000  lots  were 
cleaned.  It  shows  fine  cooperation  and  work. 
To  Dr.  Outlaw  great  credit  is  due.  The  press 
has  shown  the  finest  spirit  of  helpfulness. 
Dr.  Turner  reports  that  since  this  work  on 
weed  eradication  not  only  are  there  fewer 
cases  but  they  have  been  less  severe  and 
where  asthma  was  frequent  it  is  now  rare. 
This  year  promises  the  most  luxuriant  crop 
of  hay-fever  weeds  ever  known,  already 
many  people  are  afflicted.  The  weed  eradi- 
cation department  is  doing  fine  work.  No- 
tices have  been  sent  to  nearly  all  vacant 
property  owners  and  many  checks  received 
to  pay  city  for  cleaning  lots.  Many  people 
are  cleaning  their  own  property.  The  city 
has  twenty-five  men  working  every  day  on 
city  property  and  vacant  lots.  A big  factor 
now  is  the  pollinating  Bermuda  grass  in  the 
yards  of  residences,  and  a notice  is  being 
distributed  by  the  Boy  Scouts,  reading: 
“PERSONAL  NOTICE  WEED  ERADICATION 

The  Mayor  of  El  Paso  and  the  Board  of  Health, 
with  the  help  of  the  Woman’s  Auxiliary  to  the  El 
Paso  County  Medical  Society,  who  for  the  past  five 
years  have  stressed  weed  eradication  and  through 
the  cooperation  of  the  Boy  Scouts  of  America,  do 
hereby  give  notice,  in  accordance  with  an  ordinance 
passed  by  The  City  Council  on  May  9,  1929,  owners 
and  occupants  of  real  estate  are  required  to  eradi- 
cate and  destroy  hay-fever  weeds,  notably  tumble, 
pig  and  cai’eless  weeds  and  to  cut  Bermuda  grass 
often  enough  to  prevent  seeding.  Good  citizens  do 
not  have  to  be  compelled  to  obey  city  ordinances. 
This  notice  is  handed  to  you  in  the  interest  of  sev- 
eral thousands  of  hay-fever  sufferers  in  El  Paso. 
The  Health  Department  reports  that  20%  of  our 


population  suffers  from  hay-fever;  not  only  adults, 
but  children.  One’s  efficiency  is  cut  from  15%  to 
50%;  sometimes  totally.  You  can  greatly  aid  in  re- 
ducing this  suffering  by  cooperating.  If  everyone 
occupying  or  owning  property  will  attend  to  its 
need  the  problem  is  solved.  Prove  your  loyalty  to 
El  Paso  and  help  make  your  City  clean  and  health- 
ful.” 

The  Mesilla  Agricultural  College  is  now 
experimenting  by  spraying  weeds.  We  tried 
burning  but  now  our  faith  is  in  the  man  with 
the  hoe  and  the  Fire  Department  burns  the 
pile.  The  Woman’s  Auxiliary  has  a standing 
committee  of  fifteen  to  assist  in  every  way 
possible  with  this  work.  Recently  a talk 
was  given  over  the  radio  by  a member.  This 
is  a big  problem  but  much  progress  has  been 
made,  and  this  year  promises  greater  co- 
operation. 

Some  citizens  are  making  contributions  to 
poppy  seed.  The  Garden  Club  and  Woman’s 
Department  of  the  Chamber  of  Commerce 
are  planning  to  beautify  the  vacant  lots. 
Just  as  a home,  by  its  cleanliness  and  beauty 
reflects  the  character  and  ideals  of  those 
who  live  there,  so  a city  by  its  cleanliness 
and  beauty  ^reflects  the  characteristics  and 
ideals  of  its  citizens.  We  hope  in  time  to 
have  the  most  beautiful  and  cleanest  city  in 
the  Southwest. 


A CASE  OF  AN  ACUTE  DESTRUCTIVE 
PROCESS  OF  THE  LIVER  OF 
UNKNOWN  ORIGIN 
S.  H.  NEWMAN,  M.D., 

El  Paso,  Texas. 

(Presented  at  El  Paso  City-County  Hospital  Staff 
Meeting.) 

M.  R.  A.,  Mexican  girl,  age  3 yrs.,  7 mos. ; born 
full-term  pregnancy,  normal  delivery,  weight  at 
birth  6%  lbs.  Threeolder  children  and  one  younger 
living  (ages:  9 yrs.,  7 yrs.,  5 yrs.,  10  mos.).  One 
child  dead.  This  last  was  the  first  born  and  died  at 
age  15  mos.  of  summer  diarrhea.  Mother  has  had 
no  miscarriages  and  both  parents  and  all  other  chil- 
dren are  apparently  in  best  of  health. 

Child  was  nursed  at  the  breast  till  2 years  of  age 
but  after  the  first  year  had  been  fed  other  things. 
Never  seemed  rachitic.  Started  walking  at  15 
months  and  did  not  start  talking  till  past  two.  All 
the  children  were  late  in  learning  to  talk.  When  6 
months  old,  had  thrush  that  lasted  about  a week. 
At  six  months  of  age  had  measles;  at  eleven 
months  whooping  cough,  lasting  three  months,  for 
which  she  received  eight  injections  of  vaccine. 
Summer  before  last  had  a little  diarrhea,  lasting 
but  a few  days.  Other  than  this,  the  child  was  nev- 
er sick,  always  was  bright  and  playful  and  always 
had  a good  appetite.  Never  had  snuffles  nor  skin 
eruption,  and  physical  development  seemed  to  be 
normal  in  every  respect.  However,  child  was  a dirt 
eater,  eating  plaster  off  the  wall  or  dirt  off  the 
floor  and  sidewalk — having  no  particular  preference 
as  to  kind.  Never  had  any  swelling  of  limbs  or  body 
and  no  nervous  disorders  were  ever  noticed.  Sleep 
was  always  peaceful.  Three  months  ago  she  had  a 
severe  scare  caused  by  a dog  jumping  on  her,  be- 
came very  pale  and  almost  collapsed,  but  in  a few 
hours  all  this  seemed  to  have  passed  away  and  she 
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was  again  about  her  play.  Bowels  were  always 
regular. 

The  mother,  who  seems  to  be  a fairly  intelligent 
woman,  insists  that  the  child  was  perfectly  normal 
up  to  nine  days  before  her  death;  also,  that  during 
her  illness  she  had  no  fever.  She  first  noticed  that 
something  was  the  matter  with  her  on  March  5th, — 
child  seemed  to  tire  easily,  playing  a little  and  then 
coming  in  to  lie  down.  This  seemed  rather  unusual, 
as  she  had  always  been  full  of  energy  and  never 
seemed  to  know  when  to  quit  playing.  It  was  also 
noticed  now  for  the  first  time  that  her  eyes  were  a 
little  jaundiced.  But,  as  she  seemed  to  have  a good 
appetite  and  her  bowels  were  normal,  and  as  she 
did  not  complain,  the  mother  did  not  think  very- 
much  of  it.  The  next  two  days  she  acted  about  the 
same.  On  the  night  of  the  third  day,  however,  her 
abdomen  became  very  distended  and  child  seemed  in 
misery,  thrashing  around  and  jumping  out  of  bed 
and  crying  out,  but  not  seeming  to  be  in  pain.  Was 
given  a laxative  which  acted  well,  and  she  got  easier, 
Next  day  she  was  up  and  playing  about  as  usual, 
tiring  easily,  though,  as  on  the  previous  day.  That 
night  (Sunday)  her  abdomen  again  became  dis- 
tended, and  she  acted  as  she  bad  on  the  night  be- 
fore. She  improved  with  castor  oil  and  an  enema. 
That  morning,  however,  and  the  one  following,  she 
complained  of  nausea,  and  vomited  several  times. 
After  this  she  never  vomited  any  more.  On  the 
9th,  10th  and  11th,  she  was  up  at  her  play,  tiring 
easily  as  before,  but  having  no  trouble  at  night  with 
her  abdomen.  On  the  night  of  the  11th  she  again 
became  distended  and  complained  for  the  first  time 
of  pain  (epigastric).  She  refused  food  and  begged 
for  much  water.  Was  seen  by  a doctor  who  pre- 
scribed calomel.  She  tossed  ajpout  all  that  night, 
till  4 o’clock  in  the  morning,  when  she  went  into  a 
coma  and  remained  in  it  till  she  died,  approximate- 
ly 24  hours  later.  During  these  intervening  days, 
her  mother  states  that  she  had  no  fever,  that  her 
skin  had  become  moderately  jaundiced,  that  her 
stools  were  constipated,  bowels  moving  only  with 
enemata  or  laxatives,  and  that  her  urine  was  very 
highly  colored. 

I saw  her  for  the  first  time  about  eight  hours  af- 
ter she  had  lapsed  into  a coma.  By  pressing  deeply 
in  the  epigastrium,  she  was  caused  to  arouse  a lit- 
tle, as  if  that  caused  her  pain.  Knee  reflexes  were 
nresent  but  sluggish.  Had  partial  arede  clonus.  No 
Babinski,  no  Kernig.  and  no  neck  rigdiity,  was  pres- 
ent. Superficial  abdominal  reflexes  were  unobtain- 
able. No  eye  phenomena  were  present  (pupils  par- 
tially contracted  and  responded  to  light  sluggishly) . 
Two  or  three  ecchymotic  spots  half  an  inch  in  di- 
ameter were  noted  over  both  shins.  Abdomen  was 
moderately  distended  but  soft.  Could  not  obtain 
liver  area  dulness.  There  did  not  seem  to  be  enough 
distention  to  account  for  this.  There  were  many 
rales  in  both  lungs,  indicating  a beginning  broncho- 
pneumonia. Spleen,  just  palpable.  Rectal  tempera- 
ture was  98;  pulse,  140;  respiration,  34.  General 
appearance  was  that  of  a well-nourished  child.  Skin 
and  sclera  were  distinctly,  but  not  deeply  jaundiced. 

Sent  her  to  the  City-County  Hospital  with  a diag- 
nosis of  jaundice  with  coma — type  and  cause  unde- 
termined. At  the  hospital  she  was  examined  bv  Drs. 
Barrett,  Black,  Safford,  Rennick,  Cummins,  and 
the  internes,  all  of  whom  were  at  a loss  to  account 
for  her  condition  and  all  of  whom  seemed  to  agree 
on  the  marked  diminution  of  liver  area  dulness. 
Blood  count  and  differential  were  normal,  urinalv- 
sis  negative  except  for  the  presence  of  bile  pigment, 
sninal  fluid  was  not  under  pi-essure  and  was  renort- 
ed  negative  with  a negative  Wassermann  first,  but 
later  C after  several  days)  the  technician  stated  that 
there  had  been  a mix-up  in  the  Wassermann  and 
that  this  spinal  fluid  was  3 plus  positive.  A blood 
Wassermann  and  blood  culture,  unfortunately,  were 


not  made.  However,  a test  of  both  parents  made 
later  showed  a negative  blood  Wassermann.  Other 
tests  such  as  search  for  leucin  and  tyrosin  crystals 
in  the  urine,  and  so  forth,  were  not  made,  due  to  the 
short  stay  in  the  hospital.  Eye  grounds  were  n0J'" 
mal.  Her  temperature  remained  around  98.6.  She 
died  the  following  morning  at  3 o’clock,  having  been 
bed-ridden  less  than  36  hours. 

The  diagnoses  considered  were  congenital  anom- 
aly of  the  biliary  passages,  drug  intoxication,  mal- 
ignancy, and  catarrhal  jaundice  which  had  over- 
stepped its  mark  and  passed  into  the  stage  of  acute 
yellow  atrophy.  Congenital  anomaly  we  thought 
unlikely  on  account  of  age  and  absence  of  previous 
attacks.  Malignancy,  while  possible  so  acute,  we 
thought  unlikely,  because  we  should  expect  a large 
liver,  other  sig'ns,  and  so  forth.  Drug  intoxication 
could  be  eliminated  only  by  a careful  history,  but 
even  then  we  were  not  certain  that  the  child  had 
not  picked  up  something  from  the  floor  or  street 
and  eaten  it  without  its  mother’s  knowledge.  The 
mother  denied  that  the  child  had  been  taking  medi- 
cines of  any  kind.  Banti's  disease  and  Gaucher  s 
were  easily  ruled  out  on  account  of  age,  short 
course,  no  previous  history  of  illness,  absence  of 
liver  dullness,  and  apparently  but  moderately  enlarg- 
ed spleen.  Cirrhosis  was  not  considered  on  account 
of  the  history  of  a very  short  course,  the  absence 
of  previous  digestive  upsets,  and  the  absence  of 
ascites.  Syphilis,  other  than  cirrhosis,  would  prob- 
ably take  the  form  of  a gumma,  and  a gumma,  we 
thought,  should  give  us  an  increased  area  of  liver 
dulness  rather  than  absence.  The  three  things 
against  acute  yellow  atrophy  were,  first,  its  rarity, 
especially  in  children;  second,  the  absence  of  in- 
tense vomiting  and  delirium;  and,  third,  the  fact 
that  the  jaundice  was  of  only  a moderate  degree. 

However,  we  were  not  hide-bound  in  our  belief 
that  the  liver  was  greatly  atrophied  simply  because 
its  area  of  dulness  was  diminished  or  absent.  We 
bore  in  mind  the  possibility  of  its  being  obscured 
through  intestinal  distention — being  rotated  on  its 
axis  away  from  the  wall. 

We  were  inclined  to  think  that  acute  yellow  atro- 
phy was  the  nearest  approach  to  the  true  diagnosis 
of  all  the  possibilities  considered,  although  it  was 
not  a clear-cut  picture  of  atrophy. 

At  the  autopsy,  performed  by  Dr.  Willis  W. 
Waite,  all  the  tissues  were  found  intensely  jaun- 
diced. much  more  so  than  the  condition  of  the  skin 
would  indicate.  A terminal  bronchopneumonia  was 
found  in  the  lungs.  Intense  ecchymoses  were  pres- 
ent in  the  mediastinum,  enicardium,  and  serous  sur- 
faces of  the  abdomen.  The  spleen  presented  no 
marked  gross  changes.  Thg  liver  was  yellow,  some- 
what smaller  than  normal,  hard,  and  not  of  a 
wrinkled  appearance.  However,  the  body  had  been 
embalmed  10  to  12  hours,  which  may  have  had  some- 
thing to  do  with  the  hardening.  On  sectioning,  the 
liver  presented  a washed-out  annearance,  studded 
with  numerous  bright  vellow  nodules,  size  of  a pea. 
that  protruded  from  the  cut  surface.  The  kidneys 
were  apparently  normal.  The  rest  of  the  findings 
were  negative.  The  skull  was  not  opened. 

Dr.  Waite’s  diagnosis,  after  microscopic  study, 
was  acute  cirrhosis  (non-syphilitic). 

Through  the  courtesy  of  Dr.  J.  Mott  Rawlings,  a 
portion  of  the  liver  along  with  a history  of  the  case 
was  sent  to  Dr.  W.  G.  MacCallum  of  Johns  Hopkins. 
Also  through  the  courtesy  of  Dr.  W.  A.  Guvnes,  a 
similar  portion  and  history  were  sent  to  Drs.  Duval, 
T anford.  and  Lawson,  of  Tulane.  Their  replies, 
though  at  variance,  were  extremely  interesting  and 
instructive.  I wish  to  take  this  occasion  to  express 
mv  anpreciation  to  them  for  their  kindness  in  tak- 
ing- the  time  to  study  the  specimens  and  giving  us 
their  opinions. 

Dr.  Lawson  wrote,  “Such  a marked  cirrhosis  is 
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seldom  seen,  especially  in  a child,  and  in  a patient 
with  symptoms  of  such  short  duration.  We  are  all 
of  the  opinion  that  such  a marked  proliferation  of 
connective  tissue,  causing  the  increase  in  number 
of  the  bileducts,  with  the  perivascular  lymphocytic 
infiltration,  the  small  amount  of  irregularly  ar- 
ranged and  degenerated  liver  tissue,  and  the  areas 
of  necrosis,  could  best  be  explained  by  a diagnosis 
of  congenital  syphilis.  This  opinion  is  substantiat- 
ed by  MacCallum  in  his  Text-book  on  Pathology, 
which  gives  an  identical  illustration  of  the  lesion 
presented.  It  might  interest  you  to  know  that  we 
are  using  the  tissue  to  obtain  a set  of  slides  to  il- 
lustrate the  condition  for  the  Sophomore  class  in 
Pathology.” 

Dr.  MacCallum  wrote,  “The  liver  shows  the  most 
extreme  destruction  I ever  saw.  It  is  not,  however, 
a perfectly  acute  process.  The  masses  of  recogniz- 
able liver  tissue  that  remain,  and  show  as  yellow  or 
green  nodules,  are  almost  entirely  necrotic,  but  the 
intervening  tissue,  which  is  so  collapsed  and  which 
does  not  show'  any  liver  cells,  does  contain  great 
numbers  of  bile  ducts,  which  must  have  grown  af- 
ter the  destruction  and  absorption  of  the  liver  tis- 
sue from  those  areas.  Of  course,  some  bringing 
together  of  original  bile  ducts  might  occur,  but 
these  look  pretty  new,  as  though  sprouting,  and 
might  contain  mitotic  figures  as  they  did  in  the 
case  I reported  in  the  J.  H.  H.  Reports  many  years 
ago. 

“Certainly  some  violent  destruction  must  have  oc- 
curred sometime  before  the  child’s  death.  It  resem- 
bles the  effects  of  salvarsan  but  you  give  no  his- 
tory of  that.  We  have  had  many  cases  in  which 
the  exact  nature  of  the  poison  could  not  be  learned 
and  call  them  vaguely  acute  yellow  atrophy.  It  is 
a confession  of  ignorance.  I think  it  may  perhaps 
be  caused  by  some  violent  infection  but  prefer  to 
believe  it  an  intoxication.  Is  it  possible  that  some 
poor  gin  or  whiskey  fell  within  reach  of  the  child?” 

Dr.  MacCallum’s  report  was  in  the  form  of  a per- 
sonal communication  to  Dr.  Rawlings,  as  was  Dr 
Lawson’s  to  Dr.  Guynes. 

This  case  was  of  particular  interest  as  it  was 
similar  in  a great  many  respects  to  a case  report- 
ed by  me  as  acute  yellow  atrophy  in  1928  in  South- 
western Medicine.* 

* Newman,  S.  H. : A Probable  Case  of  Acute  Yel- 
low Atronhy,  Southwestern  Medicine,  Vol.  XII., 
Page  95,  March,  1928. 


THE  MEETING  (W  THE 
AMERICAN  COLLEGE  OF  PHYSICIANS 
BALTIMORE  — March  23-27 

M.  K.  WYLDER,  M.D.,  F.A.C.P. 

Albuquerque,  N.  M. 

(Report  read  to  the  Bernalillo  County  Medical 
Society  at  Albuquerque,  N.  M.) 

(Continued  from  May  Issue) 

Dr.  Charles  Armstrong,  Surgeon  U.S.P. 
H.S.,  Washington,  D.  C.,  discussed  “Post- 
Vaccination  Encephalitis.”  He  stated  the 
exact  nature  of  this  encephalitis  is  unknown. 
About  44  cases  have  been  reported  and 
about  77  cases  of  post  vaccinal  tetanus.  They 
don’t  know  why  the  cases  occur,  nor  how 
1 o prevent  it  and  said  some  of  the  cases  may 
be  coincidental. 

Dr.  William  S.  McCann,  of  Rochester,  New 
York,  discussed  “The  Many-Sided  Question 
of  Protein  in  Nephritis.”  Protein  has  been 
withheld  from  patients  to  the  point  of  pro- 


ducing nutritional  edema.  Many  think  the 
only  way  to  reduce  the  albumin  in  the  urine 
is  to  withhold  protein  from  the  patient.  If 
the  patient  does  not  get  protein  in  his  food, 
he  will  rob  it  from  his  tissue.  The  nitrogen 
balance  must  be  enough  to  equal  the  needs. 
With  acute  fever,  toxic  destruction  of  pro- 
tein is  great.  If  we  reduce  the  salt  and  in- 
crease the  water,  urine  quantity  may  clear 
up  the  urea.  Urinray  globulin  reduces  the 
amount  in  the  blood  and  this  must  be  re- 
placed by  food  or  the  body  tissue  will  be 
consumed.  Hematuria  may  be  diminished. 
Albuminuria  may  be  increased.  Regenera- 
tion is  shortest  when  on  a meat  diet  in 
nephrosis.  Patients  retain  nitrogen ; only  a 
small  portion  is  in  the  blood,  the  other  is 
held  in  the  tissues  and  causes  edema.  The 
kidneys  p'ay  an  important  part  in  the  main- 
tenance of  an  acid  base  balance.  Failure 
of  this  fucntion  increases  the  amount  of 
acid  in  the  urine.  Protein  destroyed  makes 
a great  difference.  Liver  in  sufficient 
amount  for  blood  building  may  injure  the 
kidneys.  The  Eskimo  gets  40  per  cent  of 
his  energy  from  protein.  When  the  kidney 
is  injured,  protein  may  be  spared  by  increas- 
ing the  fats  and  carbohydrates.  Protein 
deposited  in  the  tissues  makes  no  demands 
on  the  kidneys. 

Dr.  Haven  Emerson,  New  York,  Professor 
of  Public  Health  Administration,  College  of 
Physicians  and  Surgeons,  Columbia  Uni- 
versity, discussed  “The  Influence  of  the 
Practitioner  of  Medicine  in  Guiding  the 
Public  Towards  Health.”  He  said  that  Pub- 
lic Health  established  itself  in  this  country 
between  the  years  of  1850  and  1900.  Dur- 
ing that  time  it  had  to  do  only  with  the 
control  of  communicable  disease  and  that  it 
lacked  the  support  of  authority  and  funds, 
but  with  the  establishment  of  the  National 
Tuberculosis  Association  they  began  educa- 
tional work  and  that  it  has  been  largely 
through  the  agency  of  lay  organizations  that 
this  work  was  started.  In  1922  the  Na- 
tional Health  Council  began  advocating  peri- 
odic health  examinations.  The  first  motive 
for  these  examinations  was  the  early  dis- 
covery of  tuberculosis.  Many  people  coming 
for  an  examination  to  see  whether  they  are 
tuberculous,  found  that  they  were  not  but 
they  had  other  troubles  of  which  they  knew 
nothing.  He  stated  the  influence  of  pre- 
ventive medicine  is  at  its  best  in  the  special- 
ty of  obstetrics  and  pediatrics.  That  much 
has  been  accomplished  in  prenatal  care  of 
the  mother,  reducing  the  number  of  still- 
born babies  and  the  amount  of  ill-health  in 
the  mother  after  labor.  The  pediatrist  gives 
the  greatest  health  service  in  taking  care  of 
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the  well  baby  and  in  developing  and  keep- 
ing him  well — not  so  much  in  treating  dis- 
ease as  in  preventing  disease.  In  but  few 
cities  are  there  any  but  Jennerian  vaccina- 
tions required  at  the  present  time.  He  stated 
that  the  health  officer  operated  now  under 
political  supervision,  insecure  tenure  of  of- 
fice and  with  small  amount  of  funds.  He 
stated  that  the  influence  of  the  practitioner 
in  guiding  the  public  to  health  is  as  yet  very 
unevenly  applied  and  it  will  not  be  until 
rhysicians  begin  to  feel  themselves,  that 
health  can  be  secured  and  disease  prevented, 
instead  of  treated,  that  we  will  begin  to  get 
results. 

Dr.  Felix  J.  Underwood,  Jackson,  Miss., 
gave  a paper  on  “The  Proper  Relations  be- 
tween Practicing  Physicians  and  Health  Of- 
ficers.” He  said  that  the  members  of  the 
medical  profession  have  interested  them- 
selves in  good  government  especially  with 
relation  to  health.  That  health  education 
was  like  Christian  education — a real  job  and 
that  the  lack  of  information  is  the  cause  of 
strife.  Medicine  fills  a public  relationship 
and,  at  times,  the  good  of  the  individual 
must  be  submerged  to  the  welfare  of  many. 
He  stated,  even  the  physician  is  not  informed 
as  to  the  means  of  prevention ; that  the  pub- 
lic health  worker  must  educate  the  physician 
as  well  as  the  laity  and  that  the  medical  pro- 
fession has  suffered  much  at  the  hands  of 
bad  health  officers.  At  times  there  is  di- 
vergence of  opinion  between  the  medical  pro- 
fession and  health  officers.  Preventive 
medicine  has  taken  a broader  phase  in  recent 
years.  The  physician  will  make  the  next 
generation  stronger,  physically,  than  this 
one,  if  we  all  work  together. 

Dr.  Winford  H.  Smith,  Baltimore,  Director 
of  Johns  Hopkins  Hospital,  spoke  on  “The 
Hospital — Its  Relation  to  the  Community 
and  to  the  Medical  Profession.”  He  stated 
that  the  hospitals  of  the  United  States  were 
valued  at  over  three  billion  dollars  and  that 
the  annual  maintenance  of  these  hospitals 
was  over  nine  hundred  million  dollars.  We 
are  building  new  hospitals  at  the  rate  of 
about  two  hundred  million  dollars  annually 
and  the  hospitals  take  care  of  over  twelve 
million  patients  a year.  He  stated  that  the 
cost  of  service  in  many  hospitals  and  medical 
care  is  free  and  that  he  felt  the  patients 
should  pay  something.  That  free  service  in 
dispensary  and  diagnostic  clinics  is  not  yet 
a menace.  In  Philadelphia  40  per  cent  of  the 
hospitals  were  free  and  35  per  cent  were 
free  in  New  York.  Forty-three  per  cent  of 
the  money  for  operating  hospitals  comes 
from  outside  sources  and  seven  per  cent 
from  public  funds.  Many  hospitals  have  no 


endowments.  He  stated  the  present  system 
of  managing  hospitals  is  not  sound.  Illness 
is  given  as  the  cause  of  dependency  in  forty 
per  cent  of  the  cases  cared  for.  The  special 
nurse  increased  the  cost  of  hospital  care 
greatly.  Out  of  one  hundred  million  dollars 
for  medical  care,  the  physician  received  27 
million;  nurses  received  17  million;  dentists 
received  13  million,  osteopathists  received  3 
million,  hospitals  16  million  and  the  drug- 
gists 22  million.  The  need  was  not  for  more 
beds  or  doctors,  but  better  coordination  of 
all  interested  in  furnishing  better  hospital 
service  and  medical  care. 

Dr.  George  E.  Follansbee,  Cleveland,  Ohio, 
sooke  on  “The  Profession  and  the  Public.” 
He  said  the  complaints  of  the  profession 
with  regard  to  the  laity  were  all  published 
in  the  medical  journals;  the  public’s  com- 
plaints with  regard  to  services  and  condi- 
tions of  medical  practice  were  published  in 
the  lay  press.  The  public  did  not  read  the 
medical  journals  and  the  doctors,  to  a large 
extent,  did  not  read  the  lay  press  so  that 
neither  side  really  understood  the  complaints 
of  the  other.  The  great  cry  is,  medical  at- 
tention costs  too  much ; it  costs  too  much  to 
raise  a family.  The  impression  is  the  in- 
competence of  the  general  practitioner. 
Most  people  think  he  can  only  direct  them 
to  a specialist.  He  can  no  longer  take  care 
of  that  pathological  entity — a well  baby  and 
obstetrics  has  been  put  in  the  class  of  the 
physiological  process.  Dr.  Follansbee  stated 
no  man  should  put  himself  up  as  a specialist 
until  he  has  had  special  courses  and  prepared 
himself  for  that  specialty.  Specialists  who 
are  not  prepared  will  often  over  charge  for 
their  services  and  pay  commissions  to  get 
patients.  This  is  not  true  in  small  com- 
munities, but  it  is  true  in  large  cities.  The 
specialist  should  return  to  the  family  physi- 
cian, the  patient  referred  to  him  as  soon  as 
his  special  work  is  done.  He  also  stated 
many  of  the  older  practitioners  are  suffer- 
ing from  an  inferiority  complex,  forgetting 
their  experience  fits  them  more  adequately 
for  their  work  than  a recent  graduate.  How- 
ever, we  must  provide  medical  care,  at  costs 
that  the  public  is  able  to  pay,  but  much  of 
the  increased  cost  is  demanded  by  the  public 
themselves  as  many  people  seek  the  aid  of 
specialists  when  their  family  doctor  would 
do  them  more  good  and  that  they  often  go  to 
the  wrong  specialist  and  then  have  to  go  to 
another,  thus  the  costs  are  pyramided. 
Specialists  are  now  divided  on  a basis  of 
anatomical  fields.  Much  of  the  work  that 
surgeons  now  claim  could  be  done  just  as 
well  by  the  general  practitioner.  A survey 
made  in  one  large  city  showed  28  per  cent  of 
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the  doctors  were  full  specialists;  37  per  cent 
part  specialists,  paying  particular  attention 
to  a certain  field  and,  35  per  cent  were  gen- 
eral practitioners.  He  said  it  was  absolutely 
impossible  for  the  public  to  support  an  army 
with  so  many  generals.  Too  high  fees  or 
too  low  fees  are  both  bad.  Obstetrics  is  cost- 
ing too  much,  but  the  mother  is  encouraged 
to  believe  she  could  not  have  a baby  without 
a specialist,  whereas  it  is  difficult  to  see  the 
necessity  for  a high-priced  specialist  where 
he  can  be  called  on  the  phone  while  nurses 
and  an  intern  watch  the  case  through  all  the 
progress  and  get  the  specialist  there  in  time 
to  tie  the  cord.  The  average  general  prac- 
titioner is  trained  to  do  a large  part  of  the 
work  specialists  do.  The  diagnostic  costs 
are  too  high  and  tests  have  been  multiplied 
until  we  are  bewildered.  They  all  cost  money 
and  if  they  are  necessary,  they  should  be 
done  but  they  should  not  be  made  unless 
necessary.  The  public  also  complains  of 
passing  patients  from  one  doctor  to  another. 
This  should  only  be  done  when  it  is  neces- 
sary. The  physician  is  the  guardian  of  the 
patient’s  health  and  of  his  pocketbook  and 
that  trust  should  never  be  violated.  It  is  up 
to  the  medical  profession  to  get  together  and 
correct  these  causes  of  complaint  so  that  we 
can  go  to  the  public  with  clean  hands. 

Charles  F.  Craig,  Colonel  U.  S.  Army, 
Washington,  D.  C.,  gave  a paper  entitled 
“Complement  Fixation  in  the  Diagnosis  of 
Amebiasis.”  He  stated,  the  idea  that  ame- 
biasis was  limited  to  the  tropics  has  led  the 
world  astray.  In  1891  Dock  demonstrated 
that  amebiasis  is  not  a tropical  disease ; it 
is  found  in  all  parts  of  the  world.  Whether 
the  endameba  histolytica  can  live  in  the  in- 
testines without  invasion  of  the  tissue  is  not 
yet  known,  but  we  do  know  that  it  often  does 
invade  the  tissues.  A diagnosis  by  finding 
ameba  in  the  stools  is  worthless  as  the  end- 
ameba histolytica  is  the  only  pathogenic 
member  of  the  ameba  family.  Complement 
fixation  in  110  proven  cases  was  positive  in 
93.  This  reaction  will  become  negative  after 
treatment  in  from  five  to  sixty  days.  The 
antigen  used  is  alcoholic  extract.  The  tech- 
nic is  such  that  it  can  only  be  used  in  a 
laboratory  where  a competent  protozoologist 
and  serologist  is  available.  It  cannot  be  used 
generally  as  yet  but  he  hopes  to  work  it  out 
so  that  it  can  be  generally  used.  The  test 
does  not  give  a reaction  in  other  conditions. 

Dr.  Harold  L.  Amoss,  Durham,  N.  C.,  spoke 
on  the  “Treatment  of  Recurrent  Erysipelas.” 
He  said  relapses  are  not  uncommon  in  ery- 
sipelas and  at  times  it  may  look  as  though 
the  erysipelas  is  about  well  when  it  flares  up 
again.  When  this  occurs,  sinusitis  or  hemo- 


lytic infection  should  be  suspected.  He  re- 
ports a case  of  a girl  who  was  given  serum 
but  on  the  eighth  day  the  disease  flared  up 
again.  Serum  was  again  given  and  strepto- 
cocci found.  Again  she  was  almost  well  when 
on  the  twenty-seventh  day  it  flared  up  again 
and  she  was  given  serum.  In  eighteen  hours 
she  had  another  chill  and  was  given  another 
injection  of  serum  and  this  time  she  got  well. 
Recurrent  erysipelas  in  the  leg  belongs  in 
the  class  of  cellulitis.  Another  case  of  a pa- 
tient who  had  erysipelas  and  got  almost  well, 
then  came  in  with  a relapse;  he  was  given 
more  serum  and  the  swelling  went  down  but 
developed  cellulitis ; he  left  the  hospital  in  six 
weeks,  well,  but  came  back  after  three  weeks 
with  another  flare-up.  He  developed  an  ab- 
scess under  the  middle  toe.  This  was  opened 
and  drained  and  he  was  given  another  in- 
jection of  serum.  This  time  he  got  well  and 
stayed  well.  Cases  of  recurrent  erysipelas 
on  the  feet  were  usually  found  on  patients 
who  had  an  epidermophytosis  on  the  foot 
and  through  the  lesions  on  the  foot,  the 
streptococcus  entered  the  tissues  causing 
the  relapses.  Aside  from  the  serum  treat- 
ment, this  fungus  must  be  treated  also.  His 
method  was  to  wash  the  foot  twice  a day 
with  alcohol  and  dust  with  a starch  made  up 
of  salicylic  acid,  thymol  iodide,  boric  acid 
and  starch.  In  treating  both  conditions  he 
was  able  to  get  rid  of  the  trouble. 

Dr.  Francis  G.  Blake,  New  Haven,  Conn., 
discussed  “Observations  on  Pneumococcus 
Type  III  Pneumonia.”  He  stated,  this  is  a 
coccus  which  lives  in  the  mouths  of  many 
individuals  and  in  many  cases  causes  no 
harm  whatever.  It  is  a less  common  type  of 
pneumonia  and  more  fatal  than  other  types. 
Type  III  is  much  more  frequent  in  the  aged. 
It  is  a winter  disease  and  almost  never  oc- 
curs in  the  summer.  In  a series  of  cases  he 
found  25  per  cent  mortality  among  the  right 
sided  cases ; 37  per  cent  among  those  of  the 
left  side  and  77  per  cent  among  the  double 
cases.  In  the  short  cases  the  fever  went 
down  by  crisis;  in  the  long  cases,  patients 
recovered  by  lysis.  Positive  blood  cultures 
are  not  common  in  type  III.  Bacteriemia  is 
rare  and  if  it  does  develop,  it  is  late.  The 
high  mortality  in  this  type  of  pneumonia 
is  due  to  the  fact  that  it  is  more  common  in 
the  old  age  group.  The  predisposing  causes 
are  acute  respiratory  infections,  alcoholism 
and  other  chronic  diseases. 

Dr.  Jesse  L.  Bollman,  Rochester,  Minn., 
discussed  “Experimental  Pathology  of  the 
Liver.”  His  experiments  were  made  on  dogs 
in  which  the  liver  was  removed.  They  de- 
veloped hypoglycemia  and  died  unless  glu- 
cose was  given.  They  could  be  kept  alive 
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quite  a while  if  glucose  was  supplied.  Re- 
generation is  prevented  by  contractions  of 
cicatrical  tissue  which  reduces  the  blood  sup- 
ply. Cirrhosis  does  the  same  thing.  Can 
produce  cirrhosis  by  performing  cholecys- 
tenterostomy  and  infection  travels  in  this 
manner  to  the  liver  tissue.  Cirrhosis  can 
also  be  produced  by  the  introduction  of 
chemical  irritants  such  as  carbon  tetra- 
chloride. We  get  no  symptoms  in  animals 
until  90  per  cent  of  the  liver  is  destroyed, 
so  an  individual  can  lead  practically  a normal 
life  with  an  enormous  amount  of  the  liver 
destroyed.  Hepatic  function  tests  based  on 
carbohydrate  elaboration  are  not  dependable. 
Most  of  the  tests  have  a definite  value  if 
all  conditions  are  met.  Most  tests  used  de- 
pend on  excretion.  The  dye  tests  are  val- 
uable; however,  the  last  word  on  liver  func- 
tion tests  has  not  been  spoken.  Ascites  oc- 
curs spontaneously  in  animals  with  extensive 
damaged  livers.  Animals  with  damaged 
livers  who  have  been  fed  on  carbohydrates 
and  then  switched  to  meat  will  develop 
ascites.  This  will  disappear  by  returning  to 
a carbohydrate  diet.  A carbohydrate  diet  is 
essential  to  animals  with  damaged  livers. 

Dr.  Albert  M.  Snell,  Rochester,  Minn.,  dis- 
cussed the  “Clinical  Aspects  of  Portal  Cir- 
rhosis.” He  said  there  was  a large  amount 
of  liver  damaged  before  ascites  developed. 
In  hepatic  insufficiency  and  portal  cirrhosis, 
the  end  results  are  the  same.  Fifty  per 
cert  of  cirrhotics  are  alcoholics  but  only  five 
per  cent  of  alcoholics  are  cirrhotics.  Alcohol 
does  not  act  directly.  It  may  increase  the 
permeability  of  the  gut  to  the  end  that 
poisons  enter  more  readily.  In  the  relation 
of  cholecystic  disease  and  syphilis  there  is 
a relation  but  it  is  not  definite.  Enteric 
fever  and  parasites  have  an  effect  and  also 
the  toxemia  of  pregnancy.  Toxic  agents  act 
for  a long  time  more  or  less  continuously. 
Successive  hepatic  lesions  occur  before 
ascites.  The  pre-ascitic  stage  is  usually  long 
and  ascitic  stage  is  short  and  is  usually  the 
finale.  Duodenal  ulcer  is  common  in  cases 
of  cirrhosis.  Spleen  enlargement  is  rare. 
After  the  diagnosis  is  made,  there  is  not 
much  to  do.  Hernia  is  very  frequent  in 
cirrhotics.  Blood  urea  and  sugar  are  nega- 
tive. Dye  tests  are  more  reliable  than  any 
other.  Hemorrhage  usually  comes  from  the 
esophagus  and  prognosis  is  bad.  He  does 
not  advise  active  treatment  and  said  “Why 
should  we  trouble  with  strong  and  violent 
remedies  those  whose  lives  we  are  trying 
to  preserve.”  Do  not  restrict  fluids  and  give 
intravenuous  glucose.  Early  diagnosis  is 
valuable.  He  advises  paying  more  attention 
to  the  liver  and  less  to  the  ascites. 


Dr.  Balduin  Lucke,  Philadelphia,  Pa.,  dis- 
cussed “The  Morbid  Anatomy  of  the  Dia- 
phragm.” He  said  that  primary  tumors  of 
the  diaphragm  are  very  rare  but  secondary 
tumors  very  common.  Carcinoma,  sarcoma 
and  tubercles  are  all  common.  Myositis 
may  accompany  erysipelas  or  form  an  exten- 
sion of  neighboring  inflammation.  These 
conditions  are  almost  never  diagnosed  except 
at  autopsy. 

Dr.  Alexius  M.  Forster,  Colorado  Springs, 
Colo.,  discussed  “Heliotherapy”  and  had  sev- 
eral reels  of  motion  pictures  showing  his  pa- 
tients taking  heliotherapy  and  showing  the 
results  of  treatment.  He  showed  cases  of 
gland  tuberculosis,  bone  tuberculosis,  pul- 
monary tuberculosis,  fistulae,  kidney,  tu- 
berculous peritonitis  and  also  patients  tak- 
ing the  sun’s  rays  by  a system  of  mirrors 
drawing  the  sunlight  into  the  larynx. 

Dr.  William  Carpenter  MacCarty,  of 
Rochester,  Minn.,  gave  a paper  on  “Patho- 
logical Classification  of  Goiter  and  its  Clin- 
ical Significance.”  He  classified  them  as  fol- 
lows: Normal  thyroid,  nodular  thyroid, 

hypertrophic  thyroid,  and  hepertrophy  due 
to  colloid  material  in  the  acini  and  hyper- 
trophy to  the  increased  epithelium  in  the 
acini.  The  first  type  is  associated  with 
symptoms  of  the  toxic  goiter.  Give  iodine 
and  the  columnar  type  of  epithelium  disap- 
pears and  then  we  get  the  acini  filled  with 
colloid  material.  Again  in  the  nodular  type 
the  acini  are  separated  by  loose  connective 
tissue.  Some  acini  are  normal,  some  large 
and  some  are  small.  The  surrounding  tissue 
gave  the  same  picture  as  the  non-nodular 
type.  The  nodular  adenomatous  with  and 
with  hypertrophy.  We  also  have  carcinoma, 
sarcoma,  epithelioma  and  tuberculoma  of 
the  thyroid.  Goiter,  during  the  last  twenty 
years,  has  increased  alarmingly.  Colloid 
goiter  has  not  increased  during  the  past 
twenty  years,  but  all  other  types  have. 

J.  P.  Anderson,  Cleveland,  Ohio,  “The  Use 
of  Quinidine  Sulphate  in  the  Treatment  of 
Cardiac  Irregularities  Due  to  Hyperthyroid- 
ism.” He  said  that  quinidine  sulphate  has 
earned  a place  in  the  treatment  of  auricular 
fibrillation.  Prognosis  depends  on  the 
length  of  time  and  general  condition.  He 
begins  giving  quinidine  sulphate  three  or 
four  days  after  operation  and  gives  five 
grains  every  four  hours  day  and  night.  If 
the  pulse  becomes  regular,  he  stops  giving 
it;  if  irregular  on  the  second  day,  give  five 
grains  every  three  hours  and  if  the  pulse 
stays  irregular  the  following  day,  give  it 
every  two  hours  for  another  twenty-four 
hours.  Most  cases  will  clear  up  before  the 
fourth  day  on  this  treatment.  If  the  irregu- 
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larity  of  the  pulse  does  not  clear  up  before 
the  fourth  day,  discontinue  the  quinidine 
sulphate  and  often  the  pulse  will  become  reg- 
ular after  you  have  stopped  the  use  of  the 
drug.  Auricular  flutter  is  rare.  Quinidine 
sulphate  is  a very  useful  drug  and  the  time 
for  its  use  is  a few  days  after  operation. 

Dr.  Frank  A.  Hartmen,  Buffalo,  N.  Y., 
discussed  the  “Vital  Hormone  of  the  Ad- 
renal Cortex.”  In  his  experiments,  a cat 
with  the  adrenals  removed  was  kept  alive 
268  days  by  the  use  of  suprarenal  extract 
and  died  when  the  extract  was  discontinued. 
The  extract  will  keep  cats  and  rats  alive  in- 
definitely after  they  have  had  the  adrenals 
removed.  A man  was  brought  in  who  was 
comatose ; he  could  not  keep  awake  and 
cortin  fixed  him  up.  He  went  home  well  and 
later  suffered  another  breakdown  and  again 
cortin  made  him  well.  This  extract  works 
best  if  given  every  six  hours.  In  cases  of 
asthenia  after  infections,  especially  diph- 
theria, cortical  extract  peps  them  up.  As- 
thenia following  scarlet  fever  is  benefited 
in  the  same  way.  With  the  use  of  cortical 
extract  you  can  treat  and  detect  adrenal  in- 
sufficiency. 

Dr.  David  Preswick  Barr,  St.  Louis,  dis- 
cussed “The  Relation  of  Parathyroid  Glands 
to  Calcium  Metabolism.”  Removal  of  the 
parathyroid  glands  results  in  tetany.  An  up- 
set in  the  calcium  metabolism  causes  exces- 
sive calcemia  and  a reduction  of  calcium  in 
the  bones  results  in  the  formation  of  large 
cysts  in  the  bones.  Hypercalcemia  increased 
the  calcium  excretion.  Von  Recklinghausen’s 
disease  is  due  to  the  increased  function  of 
the  parathyroids  and  can  be  relieved  by  the 
removal  of  the  parathyroids.  Tumors  in  the 
region  of  the-xparathyroids  have  been  pal- 
pated but  to  say  whether  they  were  of  thy- 
roid or  of  parathyroid  origin  is  impossible, 
therefore,  the  level  of  serum  calcium  is  the 
best  evidence  of  parathyroid  disease.  Vio- 
sterol  has  an  action  very  similar  to  that  of 
parathormone.  Tetany  following  parathy- 
roidectomy can  be  controlled  by  ergosterol. 
A lack  of  vitamine  D produces  the  same  ef- 
fect. Parathyroidism  influences  the  level  of 
the  serum  calcium  and  this  is  the  best  index. 
These  changes  are  effected  by  vitamine  D or 
parathormone. 

Thomas  B.  Futcher,  Baltimore,  discussed 
the  “Etiology  and  Treatment  of  Diabetes 
Insipidus.”  Some  mechanisms  control  the 
water  metabolism  in  the  body.  The  first 
conception  was  that  it  was  due  to  the  disease 
of  the  pituitary  and  the  second  that  it  was 
in  the  tractus  periopticus.  Quite  a number 
of  cases  of  polyruia  have  been  reported  in 
connection  with  injury  to,  or  neoplasms  in 


or  near  the  pituitary  and  others  in  the  hy- 
pothalamic and  infundibular  regions.  There 
is  a definite  tract  from  two  nuclei  in  the 
floor  of  the  fourth  ventricle.  From  these 
nuclei  come  the  fibers  which  come  down 
from  the  infundibulum  and  it  is  believed  that 
the  centers  which  control  the  water  meta- 
bolism are  located  in  these  nuclei  in  the  floor 
of  the  fourth  ventricle.  This  tract  prob- 
ably explains  why  polyuria  followed  disturb- 
ances in  this  region  and  that  any  injury  to 
any  part  of  this  tract  may  produce  polyuria. 
Fituitrin  helps  in  some  cases. 

Dr.  Frank  A.  Evans,  Pittsburgh,  discussed 
“Metabolic  Factors  of  Value  in  the  Treat- 
ment of  Obesity.”  He  said  that  a properly 
balanced  diet  is  safe.  Adequate  protein 
must  be  given  and  acidosis  must  be  kept  in 
mind.  The  menu  is  one  gram  of  protein  and 
twenty-five  calories  of  carbohydrates  per 
kilo.  Fats  less  than  25  grams.  One  hun- 
dred and  eighty-seven  patients  on  this  diet 
lost  on  an  average  of  thirty-seven  pounds  at 
the  rate  of  three  and  one-half  pounds  a 
week.  Thyroid  is  not  indicated  unless  there 
are  definite  symptoms  of  thyroid  insuf- 
ficiency. Hunger  disappeared  within  seven 
days.  Cases  of  hypothyroid  tendency  were 
given  small  doses  of  thyroid  extract.  In 
most  cases  it  was  unnecessary. 

Dr.  Chas.  W.  Barrier,  Fort  Worth,  Texas, 
discussed  “Tachycardia;  Its  Etiology,  Prog- 
nosis and  Treatment.”  Tachycardia  may 
come  on  abruptly  and  pulse  rate  may  in- 
crease on  account  of  exercise  or  excitement 
or  a fast  sinus  rate  and  it  may  change  to 
auricular  fibrillation.  The  treatment  is  to 
remove  the  cause.  In  some  cases,  iodine, 
thyroidectomy,  digitalis  or  calcium  chloride 
are  given.  One-half  of  the  cases  were  re- 
lieved by  quinidine;  he  gave  six  to  twenty- 
one  grains  daily  and  gave  digitalis  over  a 
period  of  from  two  to  four  years.  He  re- 
ported a case,  who,  when  first  seen,  had  a 
pulse  rate  of  255.  He  gave  him  eight  c.c.  of 
digitin  intravenously  and  in  15  minutes  the 
pulse  rate  came  down  to  120.  In  another, 
the  rapid  pulse  was  brought  down  with 
quinidine.  In  a third  case,  which  was  nodal 
tachycardia,  the  pulse  rate  at  8:25  a.m.  was 
255.  Patient  was  given  digifolin,  four  doses 
at  ten-minute  intervals,  and  at  9 :00  a.m.  the 
pulse  rate  had  dropped  to  180.  Case  4 had 
a rate  of  195  and  was  given  digitin,  4 c.c.  and 
the  rate  dropped  to  110  in  forty-five  min- 
utes. In  case  5 the  rate  was  190  at  11:50 
a m.  Patient  was  given  12  c.c.  digitin  in 
four  doses  and  an  hour  and  ten  minutes  later 
the  pulse  rate  had  fallen  to  50.  In  another 
case  the  attack  was  arrested  with  digitin, 
digifolin  and  quinidine. 
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Dr.  Ray  M.  Balyeat,  Oklahoma  City,  spoke 
on  “Allergic  Migraine.”  He  said  the  protein 
cause  of  hay  fever  and  asthma  is  well  known 
and  that  many  allergic  cases  suffer  from 
migraine.  In  a series  of  several  hundred 
cases  of  migraine,  he  found  that  thirty  per 
cent  of  the  cases  showed  evidence  of  mi- 
graine before  ten  years  of  age;  thirty  per 
cent  before  twenty  years  of  age ; twenty-five 
per  cent  before  thirty  years  of  age;  twelve 
per  cent  before  forty  years  of  age.  Seven 
per  cent  of  the  people  in  the  United  States 
suffer  from  migraine  and  these  people  have 
a high  I.Q.  An  attack  usually  comes  on, 
first  with  a period  of  depression  followed  by 
mental  hyperactivity;  a good  appetite,  then 
they  have  a “druggy”  night’s  sleep  and  get 
up  in  the  morning  with  a beginning  aura 
or  vertigo,  scotoma,  photophobia,  pares- 
thenia,  motor  aphasia,  hemicrania  which 
may  be  bilateral  or  unilateral,  emesis, 
vasomotor  exhaustion  and  polyuria.  Mi- 
graine, asthma  and  hay-fever  run  in  fam- 
ilies according  to  the  Mendelian  law.  Adren- 
alin will  control  an  attack  of  migraine  just 
as  it  does  asthma  or  urticaria.  Epilepsy  is 
also  sometimes  allergically  related.  Attacks 
are  associated  with  fatigue,  physical  inertia, 
thyroid  dysfunction,  genito-sexual  symp- 
toms, disturbances  of  the  special  sense  and 
exciting  causes.  There  are  theories  about 
endarteritis  vasomotor  spasm,  vasomotor 
dilatations  and  endocrine  dysfunctions,  espe- 
c’ally  pituitary  but  no  definite  pathology  has 
been  demonstrated.  Prognosis  as  to  life  is 
good.  The  treatment  is  to  reduce  the  food, 
place  the  patient  in  a dark  room.  Drugs  are 
useless. 

Dr.  W.  Howard  Dickson,  Toi’onto,  Canada, 
discussed  “Colonic  Changes  in  Chronic  Ar- 
thritis.” In  cases  of  intestinal  stasis,  fecal 
matter  lies  in  the  bowels  for  several  days. 
This  facilitates  the  absorption  of  toxins. 
Lane’s  theory  is  combated  by  many.  Ar- 
thritis may  be  secondary  to  focal  infections 
but  intestinal  stasis  was  given  as  the  cause 
by  many.  Many  cases  are  found  to  have 
been  on  diet  deficient  in  vitamine  B.  This 
type  of  diet  develops  an  atonic  and  length- 
ened colon.  He  had  x-ray  pictures  showing 
colons  of  this  type  and  when  the  patients 
were  put  on  a diet  rich  in  vitamine  B,  the 
bowel  returned  to  normal  appearance  with 
accompanying  relief  of  the  arthritis.  He 
does  not  consider  the  colonic  condition,  how- 
ever, as  the  primary  cause  of  the  arthritis, 
but  indicates  the  general  condition.  Crowd- 
ing of  vitamine  B seemed  to  relieve  both 
phases  of  the  picture. 

Drs.  Stewart  R.  Roberts  and  Roy  R. 
Kracke,  Atlanta.  Ga.,  discussed  “Agranulocy- 
tosis ; Its  Classification  with  Cases  and  Com- 


ments Illustrating  the  Leukopenic  Trend 
from  8000  Blood  Counts  in  the  South.”  They 
cited  the  case  of  a strong  man  who  has  been 
perfectly  well,  then  he  began  to  feel  tired, 
had  fever  and  sore  throat  the  next  day,  and 
in  eight  days  he  was  dead.  This  is  a con- 
dition that  is  different  from  anything  that 
we  know  at  the  present  time.  The  authors 
believe  that  the  origin  of  this  disease  is  in 
the  bone  marrow  and  that  the  patient  is  in 
the  third  stage  before  he  feels  any  symp- 
toms and  summons  aid.  The  absence  of 
granulocytes  from  the  blood  stream  for  over 
six  days  is  incompatible  with  life.  Those 
who  live  long  enough  to  develop  sepsis  or 
have  cold  abscesses  offer  the  best  prognosis 
as  this  sepsis  stimulates  the  production  of 
granulocytes.  The  authors  believe  this  to  be 
a clinical  entity.  Very  little  is  known  of 
leukopenia  or  granular  cells.  It  may  be  that 
they  are  the  chief  source  of  immune  bodies. 
They  classified  the  cases  as  acute  granu- 
lopenia, acute  agranulosis  with  sepsis,  acute 
recurring  agranulosis  with  the  granulocytes 
showing  an  acute  drop  and  this  is  an  un- 
charted sea.  The  case  he  cites  was  of  a 
man  51  years  of  age,  in  good  health,  who 
began  having  spells  of  sleeplessness  and  just 
did  not  feel  good.  This  attack  lasted  four 
days  with  a recurrence  in  two  weeks.  The 
granulocyte  count  was  1400  when  it  should 
have  been  5000.  Acute  agranulopenia  is  the 
first  step  toward  agranulosis.  Is  it  a dif- 
ferent condition,  or  is  it  a different  stage  of 
the  same  condition  ? The  fall  of  the  granu- 
locyte count  causes  symptoms.  A child 
eighteen  months  of  age  was  acutely  ill,  the 
fourth  day  had  a rash  and  the  temperature 
dropped  and  it  made  an  immediate  recovery. 
Does  the  leukocytosis  of  meningitis  account 
for  the  enormous  strength  of  these  people 
in  this  condition  and  the  leukopenia  with  in- 
fluenza explain  the  feeling  of  extreme  lassi- 
tude, tiredness,  and  complete  inertia.  Sternal 
rvmcture  in  these  cases  showed  the  marrow 
diseased.  The  blood  count  showed  incomplete 
white  cells  undergoing  degeneration.  Sev- 
eral names  have  been  suggested  for  this  con- 
dition, but  the  authors  favor  “agranulosis.” 
Dr.  Richard  A.  Kern,  Philadelphia,  Pa., 
discussed  “Diet  as  a Factor  in  the  Etiology 
of  Anemia.”  He  stated  the  red  cells  and 
hemoglobin  content  of  the  blood  are  main- 
tained under  adverse  circumstances.  That 
the  blood  will  rob  the  tissue  in  order  to  keep 
these  up.  Anemia  results  from  dietary 
causes  when  an  improper  diet  is  practiced 
for  a long  time.  Anemia  occurs  in  babies 
kept  on  milk  too  long.  Physicians  should 
study  the  dietary  habits  of  their  patients. 
Seventy-five  per  cent  of  the  cases  of  severe 
anemia  give  a definite  history  of  a diet  in- 
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sufficient  in  vitamines,  also  a diet  deficient 
in  red  cell  and  hemoglobin  forming  material. 
Anemia  in  a baby  fed  on  goat’s  milk  is  likely 
due  to  the  action  of  some  fatty  acids  and  a 
change  to  cow’s  milk  alone  allows  the  anemia 
to  clear  up.  There  are  probably  many  po- 
tential pernicious  anemias  that  have  not  yet 
developed.  The  highest  rate  in  Germany  oc- 
curred in  1923  when  food  was  scarce  over 
there  and  at  that  time  they  had  eight  times 
as  many  cases  of  pernicious  anemia  as  they 
had  in  1908  or  as  they  had  in  1926  when 
food  was  again  plentiful.  He  reported  the 
case  of  an  Irishman  who  had  been  a vege- 
tarian. Finally  he  decided  not  to  eat  any 
vegetables  that  had  been  nourished  by  fer- 
tilizer from  animal  sources  and  he  had  been 
living  on  practically  nothing  but  boiled  po- 
tatoes. He  came  in  with  h;s  legs  swollen, 
nutritional  edema,  jaundice,  vision  failing — 
extreme  pernicious  anemia.  He  was  put  on 
a diet  rich  in  eggs  and  milk  and  picked  up 
immediately.  This  food  was  disguised  but 
when  he  found  out  what  they  were  feeding 
him,  he  left  the  hospital  and  went  back  home 
to  his  own  diet  and  died  within  a short  time. 
His  conc’usions  were  that  anemia  from  diet- 
ary causes  results  only  when  the  patient  has 
been  on  bad  diet  for  a long  period  of  time. 

Dr.  Chester  S.  Keefer,  Boston,  discussed 
the  “Anemias  Associated  with  Gastro-Intes- 
t;nal  Disorders;  Clinical  Considerations  and 
the  Value  of  Iron  in  their  Treatment.”  We 
have  anemia  associated  with  chronic  dysen- 
tery. These  cases,  of  course,  are  due  to  the 
restricted  diet  and  usually  clear  up  as  soon 
as  t^e  patient  gets  back  on  a regular  diet. 
In  anemia  of  hookworm  disease  the  cause 
is  obscure.  These  cases  recover  without  re- 
moving the  worms  and  liver  and  iron  work 
well  in  these  cases.  In  ulceration  of  the  in- 
testines and  tuberculous  enteritis  the  anemia 
results  from  disturbance  of  the  nutrition  and 
on  account  of  the  diet. 

Dr.  Cyrus  S.  Sturgis,  Ann  Arbor,  Mich., 
discussed  “Clinical  and  Experimental  Ob- 
servations on  the  Treatment  of  Pernicious 
Anemia  with  Ventriculin  and  with  Liver  Ex- 
tract.” He  stated  every  case  of  pernicious 
anemia  had  functional  impairment  of  the 
gastric  mucosa  and  achlorhydria.  Not  all 
patients  survive  gastrectomy  long  enough  to 
develop  anemia.  He  believes  that  in  per- 
nicious anemia  it  is  not  altogether  the  ab- 
sence of  hydrochloric  acid  but  the  absence 
of  an  unidentified  enzyme  which  causes  the 
anemia.  Ventriculin  is  stomach  tissue  desic- 
cated and  defatted  by  benzine.  Amount  given 
is  generallv  ten  grams  daily  for  every  one 
million  deficiencv  in  the  red  cells.  When 
the  blood  reaches  a normal  level,  give  a 


maintenance  dose  of  ten  grams  two  or  three 
times  a week.  This  can  be  easily  given  either 
in  tomato  or  orange  juice.  Ventriculin  gives 
about  the  same  cure  as  liver.  He  showed 
a chart  of  fifty  patients  who  had  made  an 
average  gain  of  twenty  pounds  in  nineteen 
weeks.  Ventriculin  will  not  stand  heat. 
Mucosa  and  muscles  of  the  stomach  wall  act 
equally  well.  He  believes  the  material  is 
soluble,  but  is  not  sure  as  yet.  It  fails  in 
case  the  diagnosis  is  incorrect  and  it  fails 
with  acute  infections.  Treatment  will  fail 
on  inadequate  dosage  or  inactive  prepara- 
tion : also  fails  with  gastric  retention. 

Dr.  George  R.  Minot,  Boston,  and  William 
B.  Castle,  Boston,  discussed  “The  Adequate 
Treatment  of  Anemia.”  Removal  of  the 
cause  is  the  first  thing,  and  correction  of 
defects  in  the  diet  of  the  individual  depends 
not  on  liver  and  ventriculin  but  in  getting 
at  the  difficulty  you  cannot  explain.  In 
kidney  complications,  if  you  do  not  get  re- 
sults on  regular  dosage,  double  the  dose. 
Maintenance  varies  widely  and  a rise  in  hy- 
drocholoric  acid  and  red  count  alone  do  not 
determine  the  dose.  The  patient  himself 
can  te’l  you  whether  he  feels  well  or  not. 
Symptoms  are  important  as  also  any  labora- 
tory experiments.  Arteriosclerosis  is  a fac- 
tor. In  the  liver  extract  there  is  at  least  a 
45  per  cent  loss.  The  older  the  individual, 
the  greater  the  arteriosclerosis  and  they 
need  more,  perhaps  double  the  amount. 
Palsy  is  better  treated  by  large  amounts, 
never  simply  a maintenance  diet,  but  enough 
to  make  patient  feel  good.  When  hemo- 
globin goes  up  to  70,  add  iron  and  it  will  go 
up  to  80.  The  iron  is  good  in  case  of  high 
color  index.  After  intercurrent  disease,  if 
the  hemoglobin  goes  down,  give  iron  and  the 
color  index  goes  up.  Achlorhydria  may  be 
present  in  secondary  anemia.  The  action  is 
more  than  putting  iron  into  the  bood,  it  also 
has  an  effect  on  metabolism.  In  giving 
iron,  give  350  milligrams  in  acid  medium  in 
a soluble  form  as  citrate  or  iron  and  am- 
monium citrate.  Give  it  constantly  and 
keep  it  up  or  a relapse  is  bound  to  occur. 
Whole  liver  in  large  amounts  is  better  than 
any  extract.  Iron  will  do  all  that  liver  will 
do  in  secondary  anemia  but  you  will  get  bet- 
ter results  if  you  add  liver.  Anemia  often 
comes  from  an  unfit  diet.  Study  previous 
diets  and  you  may  find  the  cause,  but  diet 
alone  will  not  correct  it;  iron  may  help  and 
liver  gives  additional  help.  Liver  will  give 
a rise  in  hemoglobin.  In  a case  which  was 
on  iron  alone  and  not  improving,  he  added 
liver  and  patient  showed  immediate  improve- 
ment. Use  green  vegetables  and  vitamines, 
but  by  all  means  treat  the  patient  as  a whole. 
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CASE  OF  ONE  YEAR’S  INTERMITTENT 
EPIGASTRIC  PAIN 
(Diagnostic  Discussions) 

Case  No.  16492,,  Case  Records  of  Massachusetts 
General  Hospital,  from  New  Eng.  Jour,  of  Med., 
Dec.  4,  1930,  p.  1163. 

Case  History 

A Canadian  woman  forty-two  years  old,  an  at- 
tendant nurse,  entered  May  26  complaining  of  in- 
termittent pain  and  soreness  in  the  pit  of  the  stom- 
ach of  a year's  duration. 

Since  the  onset  she  had  had  five  or  six  attacks 
similar  to  the  present  one  lasting  from  one  to  three 
days.  The  present  attack  began  eight  days  before 
admission,  with  sharply  localized  epigastric  pain  be- 
ginning half  an  hour  after  luncheon,  gradually  in- 
creasing in  severity  and  passing  off  somewhat  lat- 
er. Forthree  days  she  hadthis  pain  off  and  on,  with 
no  apparent  relation  to  meals.  For  the  past  five 
days  it  had  been  constant,  although  it  varied  some- 
wha  tin  intensity.  It  was  accompanied  by  cutaneous 
soreness.  When  it  was  worst  it  went  straight 
through  to  the  middle  of  the  back  and  extended  a 
short  distance  along  the  costal  margin  on  each  side 
in  front.  When  most  severe  it  was  griping  and 
her  stomach  felt  distended.  She  had  stayed  in  bed 
for  the  past  five  days  because  the  pain  was  less 
when  ishe  was  quiet.  Nothing  gave  relief  except  a 
hot  water  bottle  and  soda.  The  latter  she  took  in 
such  quantities  that  it  causde  vomiting.  In  the 
past  five  days  she  had  taken  little  except  rice,  cream 
and  weak  tea.  On  two  mornings  she  had  felt  slight- 
ly nauseated,  but  had  had  no  vomiting  except 
when  she  induced  it.  During  the  past  few  months 
her  weight  had  fallen  from  127  pounds  to  116  and 
she  had  lost  appetite.  She  thought  there  had  been 
some  mucus  in  her  stools  during  the  past  few  days. 

The  family  history  is  not  significant. 

At  eighteen  she  had  an  attack  of  rheumatic  fever. 
At  twenty  she  had  three  severe  hemorrhages  from 
the  lungs  and  her  sputum  was  repeatedly  positive 
for  tuberculosis.  She  spent  a year  and  a half  at 
Saranac.  She  had  been  “cured”  for  four  years. 
Sixteen  years  before  admission,  after  six  months  of 
indigestion  and  a severe  attack  of  pain,  her  gall 
bladder  was  drained.  Six  months  later  it  was  re- 
moved. Ten  years  before  admission  her  tonsils  and 
adenoids  were  removed  because  she  had  many  colds 
and  sore  throats.  She  had  had  no  sore  throats  since 
that  time.  Nine  years  before  admission  her  appen- 
dix xwas  removed.  About  that  time  she  began  to 
notice  increasing  dyspnea  on  exertion,  slight  non- 
productive cough,  and  frequent  palpitation  even 
without  exertion.  For  the  past  three  months  she 
had  been  taking  digitalis.  For  six  months  her  men- 
strual flow  had  been  less.  The  last  three  periods 
had  come  at  intervals  of  fourteen  to  eighteen  days. 

Clinical  examination  showed  a well-nourished 
woman  lying  in  bed,  quietly  complaining  of  pain. 
The  skin  was  lightly  sallow,  the  mucous  membranes 
pale.  There  was  visible  arterial  pulsation  in  the 
neck  and  a palpable  impulse  in  the  suprasternal 
notch.  There  were  scars  of  old  tuberculous  glands 
on  the  right  side.  The  apex  impulse  of  the  heart 
was  felt  in  the  fifth  space  10.5  centimeters  to  the 
left  of  midsternum  and  one  centimeter  to  the  left 
of  the  midclavicular  line.  The  left  border  of  dull- 
ness was  11  centimeters  to  the  left.  The  rhvthm 
was  regular,  the  action  strong.  There  was  a short 
soft  murmur  prolonging  the  first  sound,  best  heard 
at  the  base.  The  pulmonic  second  sound  was  dis- 
tinct. The  aortic  second  sound  was  replaced  bv  a 
harsh  blowing  murmur  extending  into  diastole  but 
starting  before  the  pulmonic  second  was  heard.  This 
was  heard  all  over  the  precordia,  best  in  the  aortic 
area.  The  blood  pressure  was  160/20.  There  was 


Corrigan  pulse.  Pistol  shot  was  heard  over  the 
arteries.  The  upper  half  of  the  abdomen  was  full, 
somewhat  tense  and  very  tender.  Deep  pressure  in 
the  right  flank  caused  pain  in  the  midepigastrium 
and  also  to  a much  less  degree  in  the  left  flank. 
The  tenderness  was  so  great  that  deep  palpation 
was  impossible  and  percussion  could  be  done  only 
very  lightly.  The  area  seemed  somewhat  tympan- 
itic. It  pulsated  with  the  heart.  There  was  slight 
tenderness  in  both  costovertebral  angles,  more  on 
the  left.  There  was  slight  spasm  of  the  left  erector 
spinae.  All  the  deep  reflexes  were  very  active.  Bi- 
lateral patella  jerks.  Pupils  normal.  The  fundi 
showed  some  tortuosity  of  the  vessels  and  some  sil- 
ver wire  appearance. 

Urine:  amount  not  recorded,  specific  gravity 
1,024  to  1,016,  a slight  trace  of  albumin  at  one  of 
two  examinations,  leukocytes  at  both.  Blood:  8,500 
to  15,500  leukocytes,  hemoglobin  55  to  60  per  cent, 
polynuclears  74  per  cent,  reds  3,100,000  to  4,000,- 
000,  moderate  achromia,  moderate  variation  in 
shape  and  size,  platelets  decreased.  No  Hinton  or 
Wassermann  recorded.  Sugar  95  milligrams.  Fast- 
ing contents  of  the  stomach:  35  cubic  centimeters 
of  yellow  material,  no  free  hydrochloric  acid,  total 
acidity  4.  Test  meal  half  an  hour  later:  20  cubic 
centimeters,  free  hydrochloric  acid  20,  total  acidity 
26.  Test  meal  one  hour  later:  23  cubic  centimeters 
with  mucus,  free  hydrochloric  acid  36,  total  acidity 
51.  Guaiac  negative  on  all  three  specimens.  Stool 
clay  colored,  guaiac  negative.  Vomitus,  guaiac  neg- 
ative. Icteric  index  2 to  5.  Quantitative  and  quali- 
tative van  den  Bergh  indirect  reaction  0.3  milli- 
grams per  100  cubic  centimeters.  Rosenthal  liver 
function  test,  no  retention  of  dye  in  30  minutes. 

Temperature  97°  to  100°.  Pulse  85  to  120,  with 
a terminal  dron  to  77.  Resnirations  normal  except 
for  a terminal  increase  to  28. 

X-ray  examination  of  the  stomach  without  a mo- 
tor meal  showed  the  stomach  apparently  normal  ex- 
cept for  vigorous  peristalsis.  The  first  portion  of 
the  duodenum  was  constantly  irregular  and  there 
was  a considerable  degree  of  spasm  about  the  ir- 
regularity. Barium  passed  through  the  pyloric 
valve  and  duodenum  readily.  At  a second  examina- 
tion a week  later  the  duodenum  was  considerably 
less  irritable  than  at  the  first  examination  and 
could  be  well  filled.  The  only  deformity  was  ap- 
parently due  to  pressure  from  the  liver.  There  was 
no  evidence  of  ulcer.  The  variations  from  the  nor- 
mal might  have  been  due  to  periduodenitis.  At 
twenty-four  hours  there  was  a considerable  quantity 
of  barium  retained  in  the  proximal  half  of  the 
colon.  There  was  a questionable  irregularity  in  the 
left  extremity  of  the  transverse  colon  which  it  was 
thought  should  be  checked  by  a barium  enema.  A 
film  of  the  abdomen  centered  over  the  region  of  the 
pancreas  showed  no  visible  areas  of  calcification. 
No  stones  were  seen.  Films  of  the  kidney  regions 
end  the  dorsal  and  upper  lumbar  region  were  essen- 
tially negative. 

In  the  ward  the  patient  had  complained  of  less 
pain,  although  morphia  was  often  necessary.  The 
pain  seemed  to  reach  its  maximum  in  the  late  after- 
noon and  evening  without'  much  relation  to  food. 
By  June  8 she  had  lost  eight  pounds.  She  persisted 
in  vomiting  milk.  The  interne  noted  at  the  fluoro- 
scopy that  the  heart  shadow  was  triangular,  with 
enlarged  left  ventricle  and  prominence  in  the  region 
of  the  pulmonary  conus,  which  with  the  auricles  en- 
tirely obscured  the  shadow  of  the  aortic  arch.  In 
the  lateral  view  the  left  auricle  was  seen  greatly 
enlarged  and  projecting  nosteriorly,  where  it  dis- 
placed the  esophagus  to  the  left. 

Additional  history  was  now  obtained  from  the  pa- 
tient’s familv.  Sinca  her  chole^vstectomy  four 
years  before  her  admission  she  had  had  attacks  of 
(Continued  on  page  286) 
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MINUTES  OF  THE  FORTIETH  ANNUAL 
MEETING  OF  THE  ARIZONA  STATE 
MEDICAL  ASSOCIATION 

Nogales,  May  7,  8 and  9,  1931. 

COUNCIL  MEETING 

The  Council  of  the  Association  convened  at  9 a. 
m.,  May  7,  1931.  It  was  called  to  order  by  the  presi- 
dent, Dr.  J.  M.  Greer  of  Phoenix.  Roll  call  showed 
the  following  members  present:  Dr.  J.  M.  Greer  of 
Phoenix  (president),  Dr.  H.  A.  Reese  of  Yuma 
(president-elect),  Dr.  S.  H.  Watson  of  Tucson  (past 
president),  Dr.  C.  E.  Yount  of  Prescott  (treasurer) 
Dr.  D.  F.  Harbridge  of  Phoenix  (secretary),  Dr. 
G.  F.  Manning,  Jr.,  Flagstaff  (councilor),  Dr.  W. 
W.  Watkins  of  Phoenix  (councilor). 

The  minutes  of  the  meeting  of  1930  were  read 
and  approved. 

It  was  moved  and  seconded  that  Dr.  Clarence 
Gunter,  chairman  of  the  Committee  on  Public  Wel- 
fare, be  considered  a member  of  the  Council  for 
this  meeting,  pending  the  adoption  of  amendment  to 
the  constitution  which  will  make  the  chairman  of 
this  committee  a regular  member  of  the  Council. 
Motion  was  carried. 

It  was  moved  and  seconded  that  Dr.  Gunter’s  re- 
port be  given  to  the  House  of  Delegates,  as  a mat- 
ter of  general  interest  to  the  Association.  Motion 
was  carried. 

Treasurer’s  Report  was  presented  by  Dr.  Yount 
(see  May  issue  of  this  journal)).  It  was  moved  and 
seconded  that  the  report,  including  the  recommenda- 
tion that  the  dues  be  continued  at  $12.50  per  annum, 
apportioned  in  the  same  way  as  in  1930,  be  approv- 
ed. Motion  carried. 

The  Council  moved  and  carried  a vote  of  thanks 
to  Dr.  Yount  for  his  excellent  work  as  treasurer. 

It  was  moved  and  seconded  that  the  Council  auth- 
orize the  treasurer  to  reinvest  the  funds  now  in- 
vested in  Liberty  Loan  bonds,  in  Government  bonds 
as  fast  as  the  Liberty  Loan  bonds  are  called  in. 
Motion  carried. 

The  matter  of  prorating  dues  of  members  who 
transfer  from  other  states  was  brought  up.  It  was 
moved  and  seconded  that  the  full  state  dues  be  re- 
quired of  any  member  who  transfers  to  any  con- 
stituent county  society  of  this  Association  from  an- 
other state.  Motion  carried. 

Attention  being  called  to  the  fact  that  Maricopa 
County  Medical  Society  has  incorporated  and  adopt- 
ed a new  constitution,  it  was  moved  and  seconded 
that  they  be  asked  to  present  their  new  constitu- 
tion and  by-laws  to  this  Association  for  considera- 
tion at  the  1932  meeting.  Motion  carried. 

Secretary’s  Annual  Report  was  presented,  show- 
ing a membership  on  May  1 of  272. 

Report  of  the  Committee  on  Medical  Defense  was 
presented.  (See  Mr.  Holton’s  communication.) 

Supplementing  this  report  was  a communication 
from  Mr.  C.  R.  Holton,  attorney  for  the  Associa- 
tion, and  it  was  moved  and  seconded  that  this  com- 
munication be  published  in  the  official  journal  for 
the  information  of  all  members  of  the  Association. 
Motion  carried.  (Note — This  communication  ap- 
peared as  an  editorial  article  in  the  May  journal.) 

Council  meeting  adjourned. 

MEETINGS  OF  THE  HOUSE  OF  DELEGATES 

The  first  executive  session  of  the  House  of  Dele- 
gates was  held  at  9 a.  m.,  May  8.  It  was  called  to 
order  by  the  president,  with  the  following  delegates 
present:  Dr.  R.  B.  Durfee  (Cochise),  Dr.  G.  F. 
Manning  (Coconino)),  Dr.  Clarence  Gunter  (Gila), 
Drs.  E.  P.  Palmer,  H.  T.  Bailey,  O.  H.  Brown,  Vic- 
tor Randolph,  Harley  Yandell,  F.  B.  Sharp,  J.  M. 
Pearson,  J.  J.  McLoone,  J.  A.  Copeland  (Maricopa), 
Dr.  A.  P.  Kimball  (Yuma);  Councilors:  Drs.  H.  A. 


Reese,  D.  F.  Harbridge,  W.  W.  Watkins,  J.  M. 
Greer,  G.  F.  Manning  and  C.  A.  Thomas. 

Minutes  of  the  last  meetings  of  the  House  of  Del- 
egates were  presented  in  abstract  form  by  the  sec- 
retary and  approved. 

Dr.  Clarence  Gunter,  chairman  of  the  Commit- 
tee on  Public  Welfare,  gave  a verbal  report  on  the 
activities  of  his  committee,  particularly  with  ref- 
erence to  the  Basic  Science  Bill  and  the  Narcotic 
Bill.  He  told  how  the  Basic  Science  Bill  was  defeat- 
ed by  being  kept  from  vote,  first  in  the  Senate  and 
then  in  the  House.  It  was  finally  passed  in  the  Sen- 
ate and  would  have  passed  the  House  if  it  could 
have  been  gotten  to  a vote.  The  full  details  of  his 
report  cannot  be  published,  as  they  were  given  in 
confidential  executive  session. 

Adjournment  to  9 a.  m.,  Saturday,  May  9. 

Second  executive  session  of  the  House  of  Dele- 
gates was  held  at  9 a.  m.,  May  9th,  with  Dr.  H.  A. 
Reese,  president,  presiding.  Delegates  present,  Drs. 
Durfee,  Ferguson,  Fitzgerald,  Manning,  Holt,  Sharp, 
Harbridge,  Bailey,  Victor  Randolph,  Greer,  Gibbes, 
Kimball  and  Brazee. 

Dr.  Kimball  made  a report  of  the  situation  in 
Yuma  County  with  regard  to  a Mr.  Smith  who  is 
masquerading  as  a physician  and  practicing  with- 
out a license,  and  in  whose  case  the  county  attor- 
ney has  been  unable  to  secure  a jury  verdict  of 
guilty. 

Dr.  Manning  submitted  the  Report  of  the  Necrol- 
ogy Committee  with  regard  to  deceased  members; 
this  report  is  published  elsewhere  in  this  issue  of 
the  journal. 

Dr.  Harbridge  made  report  as  a member  of  the 
Board  of  Managers  of  Souhtwestern  Medicine,  to 
the  effect  that  the  journal  is  constantly  improving 
and  is  an  admirable  publication. 

Dr.  Harbridge  also  reported  for  the  Medical  De- 
fense Committee,  in  substance  as  contained  in  Mr. 
Holton’s  communication. 

The  amendments  to  the  Constitution  and  By-Laws 
proposed  at  the  1930  meeting  were  presented  for 
action.  It  was  moved  and  seconded  that  they  be 
adopted,  and  after  some  discussion  motion  was  put 
and  carried.  The  effect  of  these  amendments  will 
be  to  place  the  chairmen  of  the  Committees  on  Medi- 
cal Defense  and  Public  Welfare  on  the  Council  as 
regular  members  ex-officio. 

Adjournment  to  the  close  of  the  Scientific  Ses- 
sion. 

The  Open  Meeting  of  the  House  of  Delegates  was 
called  to  order  at  11  a.  m.,  May  9.  with  Dr.  H.  A. 
Reese,  president,  presiding.  The  chief  order  of  busi- 
ness was  the  election  of  officers,  and  this  resulted 
in  the  following  unanimous  choices: 

President-Elect — Dr.  Clarence  Gunter,  Globe. 

Vice-President — Dr.  C.  R.  Swackhamer,  Superior. 

Treasurer — Dr.  C.  E.  Yount,  Prescott 

Secretary — Dr.  D.  F.  Harbridge,  Phoenix 

Chairman  of  Committee  on  Public  Welfare — Dr. 
John  E.  Bacon,  Miami. 

Committee  on  Medical  Defense — Dr.  R.  D.  Ken- 
nedy. 

Councilor  from  Nbrthern  District — -Dr.  G.  F. 
Manning,  Jr.,  Flagstaff. 

Delegate  to  American  Medical  Association — Dr. 
E.  Payne  Palmer,  Phoenix. 

National  Legislative  Committeeman — Dr.  R.  J. 
Stroud,  Tempe. 

Dr.  W.  A.  Holt  of  Globe,  on  behalf  of  the  Gila 
County  Medical  Society,  invited  the  Association  to 
hold  the  1932  meeting  at  Globe-Miami.  It  was 
moved,  seconded  and  voted  that  this  invitation  be 
accepted. 

It  was  moved  and  carried  that  a registration  fee 
of  $5.00  be  charged  each  doctor  attending  the  an- 
nual meetings. 

Dr.  Holt  complimented  Dr.  Gunter  for  his  work 
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on  the  Welfare  Committee  and  expressed  a wish 
that  he  might  be  recompensed  for  expenditures  of 
time  and  money.  After  some  discussion  it  was 
moved  and  carried  that  a committee  be  appointed  to 
attend  to  this.  The  president  appointed  as  this  com- 
mittee, Drs.  Greer,  Harbridge  and  Yount. 

It  was  moved  and  seconded  that  a resolution  of 
thanks  be  made  to  the  members  of  the  Santa  Cruz 
County  Medical  Society  for  the  fine  entertainment 
of  the  Association.  Motion  was  carried. 

Dr.  Reese  expressed  his  gratitude  for  the  coop- 
eration given  him  during  his  year  as  president-elect 
and  chairman  of  the  Program  Committee. 

Adjournment  sine  die. 

SCIENTIFIC  SESSIONS 

Dr.  J.  M.  Greer  of  Phoenix,  president,  opened  the 
first  meeting  May  7,  at  ten  o’clock,  in  the  Firemen’s 
Hall. 

The  invocation  was  offered  by  Rev.  J.  L.  Patton 
of  Nogales,  Arizona. 

Addresses  of  welcome  were  giv*en  by  Mayor 
Harry  J.  Karnes  of  Nogales,  Arizona,  and  Presi- 
dents A.  C.  Villasenor  of  Nogales,  Sonora,  the  lat- 
ter in  Spanish  and  translated  by  Dr.  A.  L.  Gustet- 
ter  of  Nogales,  Arizona. 

Responses  to  these  speeches  were  given  by  Dr. 
Robert  Ferguson  of  Bisbee,  and  Dr.  E.  E.  Priego, 
of  Nogales,  Sonora,  the  second  translated  from  the 
Spanish  by  Dr.  Gustetter. 

Dr.  Harry  A.  Reese,  of  Yuma,  was  then  intro- 
duced as  President-Elect,  by  Dr.  Greer.  He  gave  his 
President’s  Address  and  officiated  at  all  meetings 
following. 

Dr.  T.  J.  McCamant,  as  Fraternal  Delegate  of 
the  Texas  State  Medical  Association,  extended 
greetings  to  the  Arizona  State  Medical  Association. 

Dr.  William  L.  Bell  of  Oakland,  gave  the  open- 
ing paper  of  the  program,  using  as  the  title  of  his 
work,  “What  Constitutes  the  Modern  Bone  Sur- 
geon.” 

Dr.  Frank  V.  Meriweather  of  Picher,  Oklahoma, 
gave  the  second  paper  of  the  session  on  “Silicosis.” 

Papers  by  Dr.  B'ell  and  Dr.  Meriweather  were  dis- 
cussed together.  Dr.  Victor  Randolph  of  Phoenix 
and  Dr.  A.  P.  Kimball  of  Yuma  asked  questions  of 
Dr.  Bell,  and  Dr.  Greer  presented  the  subjective 
side  of  caring  for  patients  with  bone  injuries.  Dr. 
W.  W.  Watkins  of  Phoenix,  and  Dr.  F.  F.  Miller  of 
Miami  discussed  the  paper  on  silicosis.  Doctors 
Bell  and  Meriweather  then  closed  their  papers. 
This  concluded  the  morning  meeting. 

At  2 p.  m.,  May  7,  the  convention  was  again 
called  to  order. 

Dr.  R.  K.  Smith  of  Tucson  read  a paper  on  “Pre- 
natal Care,”  and  Dr.  Floyd  B.  Sharp  of  Phoenix 
followed  with  one  entitled  “Birth  Injuries  to  the 
New  Born.”  Dr.  C.  E.  Yount  of  Prescott  opened 
a discussion  of  the  two  papers,  which  was  followed 
by  Drs.  Harbridge  and  Greer  and  closed  by  Drs. 
Smith  and  Sharp. 

At  this  point  place  on  the  program  was  given  to 
Dr.  John  H.  White  of  Phoenix^  whose  apportioned 
time  in  the  program  of  the  morning  had  been  given 
to  Dr.  Meriweather.  Dr.  White  spoke  on  “The 
Healing  of  Myocardial  Infarcts.”  Dr.  C.  S.  Kibler 
of  Tucson,  who  was  to  have  opened  the  discussion 
of  this  paper  was  absent,  but  questions  and  com- 
ments were  offered  by  Drs.  F.  F.  Miller  of  Miami, 
W.  W.  Watkins,  Phoenix,  Thomas  0.  Burger,  a 
guest  from  San  Diego,  Victor  Randolph,  E.  Payne 
Palmer  of  Phoenix.  Dr.  White  then  closed  the  dis- 
cussion. 


Dr.  Charles  W.  Brown  of  San  Diego  opened  the 
Friday  morning  session,  May  8,  with  a talk  on 
“Bronchoscopic  Diagnosis  and  Treatment,  Includ- 
ing Foreign  Bodies,”  illustrating  it  profusely  with 
lantern  slides.  Dr.  H.  T.  B'ailey  and  Dr.  McLoone 
gave  discussions  of  Dr.  Brown’s  paper. 

The  second  and  concluding  paper  of  the  morning 
was  given  by  Dr.  C.  A.  Thomas  of  Tucson,  concern- 
ing “Head  Injuries.”  Dr.  R.  B.  Raney  of  Phoenix 
lead  the  discussion  of  Dr.  Thomas’  paper,  and  other 
discussions  followed,  by  Drs.  E.  Payne  Palmer,  0. 
H.  Brown,  J.  J.  McLoone,  D.R.  Gaskins,  all  of  Phoe- 
nix, Dr.  Holt  of  Miami,  and  Dr.  Thomas  closed  the 
discussion. 

At  two  odelock  Friday  afternoon,  Dr.  A.  P.  Kim- 
ball of  Yuma  read  a paper  on  “Spinal  Anesthesia.” 

Drs.  E.  Payne  Palmer  and  Dudley  Fournier  of 
Phoenix  read  a paper  which  they  had  written  in 
collaboration,  entitled  “Sodium  Amytal  in  Surgery 
and  Obstetrics.” 

Discussion  of  these  two  papers  on  anesthesia  was 
deferred  until  later  in  the  afternoon  because  of  the 
absence  of  Dr.  Harry  Carson  of  Phoenix  who  was 
to  have  opened  it. 

Dr.  John  W.  Flinn  of  Prescott  spoke  on  “Specific 
Treatment  of  Pulmonary  Tuberculosis.”  Discussions 
which  followed  were  led  by  Dr.  S.  H.  Watson  of 
Tucson.  Ohers  who  contributed  were  Drs.  Victor 
Randolph  of  Phoenix,  F.  F.  Miller  of  Miami,  C.  W. 
Brown  of  San  Diego.  Dr.  Flinn  added  a few  words 
in  closing. 

The  fourth  paper  of  the  afternoon  was  presented 
by  Dr.  O.  H.  Brown  of  Phoenix,  who  used  as  his 
subject,  “Successful  Treatment  of  Eczema,  Urti- 
caria, Angioneurotic  Edema,  Etc.,  by  Dietary  Reg- 
ulation and  Digestants.”  Discussions  of  Dr.  Brown’s 
paper  were  given  by  Drs.  R.  A.  Wilson  of  Tucson, 
D.  R.  Gaskins  of  Phoenix,  C.  A.  Thomas  of  Tuc- 
son, H.  T.  Bailey  of  Phoenix,  Harry  Carson  of  Phoe- 
nix, C.  W.  Brown  of  San  Diego,  and  the  discussions 
were  closed  by  Dr.  0.  H.  Brown. 

Dr.  Harry  Carson  of  Phoenix  then  gave  his  dis- 
cussion of  the  papers  on  anesthesia.  Dr.  Burger 
and  Dr.  Fournier  each  gave  a few  words  in  closing 
their  papers. 

On  Saturday  morning,  May  9,  the  program  was 
found  to  be  very  crowded,  and  Dr.  D.  F.  Harbridge 
of  Phoenix,  whose  paper  had  not  been  given  time 
on  Friday  afternoon,  was  asked  to  present  it  as  the 
opening  one  in  the  Saturday  morning  session.  He 
consented  to  read  it  by  title  only,  “Retinal  Vascular 
System,”  and  to  present  five  lantern  slides. 

Dr.  E.  A.  Gatterdam  of  Phoenix  spoke  on  “Atel- 
ectasis (Massive  Collapse)  in  Tuberculosis.” 

Dr.  W.  Claude  Davis  of  Tucson  read  a paper 
entitled  “A  Study  of  Intestinal  Tuberculosis.” 

These  two  papex-s  wei-e  discussed  together,  Dr. 
Howell  Randolph's  opening  discussion  of  Dr.  Gat- 
terdam’s  paper  was  read  by  Dr.  Victor  Randolph, 
who  also  discussed  the  papei\  In  the  absence  of  Dr. 
Milloy,  Dr.  John  H.  White  of  Phoenix  read  his 
opening  discussion  of  Dr.  Davis’  papei\  Other  dis- 
cussions were  given  by  Di\  Robei’t  Flinn  of  Phoe- 
nix, and  the  discussions  were  closed  by  Drs.  Gatter- 
dam and  Davis. 

Dr.  E.  E.  Priego  of  Nogales,  Sonora,  gave  a case 
report  of  “Tetanus  Following  Hemori-hoidectomy.” 
This  was  translated  by  Dr.  V.  A.  Smelker  of  No- 
gales. 

Dr.  E.  C.  Houle  of  Nogales,  Arizona,  discussed 
this  case,  and  Dr.  Smelker  closed  the  discussion. 

Adjoui-nment  sine  die. 
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THE  NEW  MEXICO  MEDICAL  SOCIETY 

NOTES  ON  THE  FORTY-NINTH  ANNUAL 
MEETING 

Albuquerque,  N.  M.  — May  20-22,  1931. 

“Biggest”  and  “best”  were  the  popular 
adjectives  used  in  discussing  the  meeting, 
the  old-timers  agreeing  without  duobt  that 
both  correctly  described  the  forty-ninth 
session. 

The  large  attendance  was  most  pleasing 
and  gratifying  to  the  officers  and  members 
of  the  Bernalillo  County  Medical  Society, 
who  had  spared  neither  time,  energy  nor 
money,  to  make  the  meeting  a success  and 
to  secure  noted  men  of  the  southwest  in  pro- 
viding a well-balanced  program  of  excellent 
scientific  papers  on  subjects  varying  from 
sources  of  infant  mortality  to  the  treatment 
of  delirium  tremens. 

Among  the  many  interesting  features 
woi'thy  of  special  comment  were  the  Skin 
C:inic,  conducted  by  Dr.  George  P.  Lingen- 
felterv  Professor  Dermatology  and  Syphilis, 
University  of  Colorado,  at  which  many  dif- 
ficult cases  were  discussed  and  diagnosed; 
the  masterly  paper  on  “William  Beaumont, 
America’s  First  Contribution  to  World  Medi- 
cine,” presented  by  Dr.  John  W.  Amesse, 
President  of  the  Medical  Society  of  the  City 
and  County  of  Denver,  with  which  he  ex- 
hibited a replica  of  the  William  Beaumont 
medal.  International  Physiological  Congress, 
Boston,  1929,  and  a copy  of  an  old  news- 
paper, The  Albion,  dated  January  4,  1834; 
and  Dr.  James  Vance’s  (El  Paso)  account  of 
his  “Personal  Observations  of  Cholecystitis,” 
wherein  he  admitted  being  Scotch.  No  won- 
der his  uncanny  skill  at  the  old  golf  game. 

The  election  of  officers  resulted  in: 
President-Elect — Dr.  F.  D.  Vickers,  Dem- 
ing,  N.  M. 

Vice-President — Dr.  H.  A.  Ingalls,  Roswell, 
N.  M. 

Secretary-Treasurer — Dr.  L.  B.  Cohenour, 
Albuquerque  (re-elected). 

Counci’ors,  three  years — Dr.  Carl  Mulky, 
Albuquerque;  Dr.  C.  W.  Gerber,  Las 
Cruces. 

Councilor  to  fill  unexpired  term  of  Dr. 
Harry  Mera — Dr.  R.  0.  Brown,  Santa 
Fe. 

Delegates  to  A.  M.  A. — To  be  announced 
later  by  President. 

Delegate  to  Texas  State  Meeting — Dr.  R.  L. 

Bradley,  Roswell,  N.  M. 

Delegate  to  Colorado  State- Meeting — Dr.  C. 

B.  Elliott,  Raton.  N.  M. 

Delegate  to  Arizona  State  Meeting — Dr.  F. 
D.  Vickers,  Deming,  N.  M. 

Redistricting  the  state  to  better  establish 
the  jurisdiction  of  each  of  the  six  council- 


ors, in  order  to  arrange  the  districts  in  a 
manner  more  easily  visited,  resulted  in  the 
following  new  arrangement: 

First  District,  Dr.  C.  B.  Elliott,  Councilor, 
comprises  Union,  Colfax,  Harding,  Mora 
and  Taos  Counties. 

Second  District,  Dr.  R.  0.  Brown,  Council- 
or, comprises  Santa  Fe,  Rio  Arriba,  San 
Juan,  McKinley  and  San  Miguel  Counties. 

Third  District,  Dr.  Carl  Mulky,  Council- 
or, comprises  Bernalillo,  Sandoval,  Torrance, 
Va’encia,  Socorro  and  Catron  Counties. 

Fourth  District,  Dr.  Harry  A.  Miller, 
Councilor,  comprises  Curry,  Roosevelt, 
Guadalupe,  Quay  and  DeBaca  Counties. 

Fifth  District,  Dr.  W.  T.  Joyner,  Council- 
or, comprises  Chaves,  Eddy,  Lea,  Lincoln 
and  Otero  Counties. 

Sixth  District,  Dr.  Charles  W.  Geijber, 
Councilor,  comprises  Dona  Ana,  Luna, 
Sierra,  Hidalgo  and  Grant  Counties. 

The  selection  of  Santa  Fe  as  the  next 
meeting-place  was  pleasing  to  all  and  a 
fitting  tribute  that  the  capital  city  should 
sponsor  the  half-century  anniversary  of  the 
Medical  Society. 

The  dinner  dance  at  the  Franciscan  Hotel 
and  the  smoker  at  the  Country  Club  were 
very  enjoyable  affairs  and  well  attended, 
the  boxing  matches  and  wrestling  bout  af- 
fording much  amusement  and  evoking  the 
enthusiasm  of  even  the  most  staid  and  dig- 
nified members  of  the  profession. 

The  visiting  doctors  who  were  on  the  pro- 
gram were  honored  at  a dinner  given  by  the 
President,  Dr.  M.  K.  Wylder,  at  his  beauti- 
ful home,  on  Thursday  evening.  This  was 
just  one  of  the  many  hospitable  and  courte- 
ous acts  performed  by  members  of  the  pro- 
fession at  Albuquerque  for  the  entertain- 
ment and  enjoyment  of  the  visitors. 

The  new  Director  of  the  State  Board  of 
Health,  Dr.  J.  R.  Earp,  was  in  attendance 
at  the  daily  sessions,  taking  an  active  part 
in  the  discussion  of  the  medical  papers  and 
relating  interesting  war  experiences. 

Those  registering  numbered  107,  as  fol- 
lows : 

Dr.  C.  F .Milligan  and  wife,  Clayton,  N.  M. 

Dr.  R.  L.  Bradley,  Roswell,  N.  M. 

Dr.  M.  B.  Culpepper,  Carlsbad,  N.  M. 

Dr.  L.  B.  Cohenour,  Albuquerque,  N.  M. 

Dr.  Carl  Mulky,  Albuquqerque,  N.  M. 

Dr.  C.  W.  Gerber,  Las  Cruces,  N.  M. 

Dr.  Troy  C.  Sexton,  Las  Cruces,  N.  M. 

Dr.  F.  D.  Vickers  and  wife,  Deming,  N.  M. 

Dr.  M.  K.  Wylder,  Albuquerque,  N.  M. 

Dr.  Robert  0.  Brown,  Santa  Fe,  N.  M.  . 

Dr.  S.  D.  Swope,  El  Paso,  Texas. 

Dr.  W.  H.  Woolston,  Albuquerque,  N.  M. 

Dr.  Henry  T.  Sethman,  Denver,  Colo. 

Dr.  C.  S.  Hart,  Dawson,  N.  M. 

Dr.  T.  P.  Martin  and  wife,  Taos,  N.  M. 

Dr.  J.  R.  Earp,  Santa  Fe,  N.  M. 

Dr.  E.  E.  Royer,  Albuquerque,  N.  M. 
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Dr.  Crum  Epler,  Pueblo,  Colo. 

Dr.  G.  P.  Lingenfelter,  Denver,  Colo. 

Dr.  J.  W.  Amesse,  Denver,  Colo. 

Dr.  John  R.  Evans,  Denver,  Colo. 

Dr.  S.  G.  Von  Almen,  El  Paso,  Texas. 

Dr.  H.  A.  Ingalls,  Roswell,  N.  M. 

Dr.  C.  Russell  and  wife,  Artesia,  N.  M. 

Dr.  T.  Espinosa  and  wife,  Espanola,  N.  M.  . 
Dr.  C.  B.  Elliott,  Raton,  N.  M. 

Dr.  E.  W.  Serrell,  Denver,  Colo. 

Dr.  E.  C.  Matthews,  Albuquerque,  N.  M. 
Dr.  W.  C.  Tipton, 

Dr.  F.  W.  Allen,  Albuquerque,  N.  M. 

Dr.  R.  W.  Mendelson,  Albuquerque,  N.  M. 

Dr.  L.  F.  Elliott,  Albuquerque. 

Dr.  Evelyn  F.  Frisbie,  Albuquerque. 

Dr.  L.  G.  Rice,  Albuquerque. 

Dr.  J.  A.  Reidy,  Albuquerque. 

Dr.  C.  A.  Miller,  Las  Cruces. 

Dr.  W.  F.  Wittwer,  Las  Lunas. 

Dr.  W.  H.  Livingston,  Santa  Fe. 

Dr.  W.  T.  Joyner,  Roswell. 

Dr.  T.  E.  Carmody,  Denver,  Colo. 

Dr.  M.  G.  Cartwright,  Albuquerque. 

Dr.  A.  E.  Bessette,  Albuquerque. 

Dr.  Hugh  Jones,  Los  Angeles,  Cal. 

Dr.  J.  R.  Scott,  Albuquerque. 

Dr.  W.  C.  B'arton,  Santa  Fe. 

Dr.  J.  L.  Garduno,  Albuquerque. 

Dr.  R.  L.  Hust,  Albuquerque. 

Dr.  P.  G.  Cornish,  Jr.,  Albuquerque. 

Dr.  P.  G.  Cornish,  Sr.,  Albuquerque. 

Dr.  W.  R.  Lovelace,  Albuquerque. 

Dr.  Henry  H.  Clark,  Denver,  Colo. 

Dr.  B.  J.  Weigel,  Albuquerque. 

Dr.  S.  L.  Burton,  Albuquerque. 

J.  H.  MacWhorter,  El  Paso,  Texas. 

Dr.  J.  T.  Bennett,  Albuquerque. 

Dr.  M.  IP.  Beam,  Albuquerque. 

Dr.  R.  F.  Hogsett,  Albuquerque. 

Dr.  M.  R.  Warden,  Albuquerque. 

Dr.  C.  A.  Frank,  Albuquerque. 

Dr.  George  K.  Angle,  Albuquerque. 

Dr.  C.  L.  McBride,  (Ailing,  N.  M. 

Dr.  P.  H.  McNellis,  Las  Lunas. 

Dr.  E.  W.  Johns,  Albuquerque. 

Dr.  J.  E.  J.  Harris,  Albuquerque. 

George  McAlmon,  El  Paso,  Texas. 

Dr.  Z.  E.  Funk  and  wife,  Santa  Rosa. 

Dr.  J.  W.  Elder  and  wife,  Laguna. 

Dr.  N.  L.  Mistachkin,  Minneapolis,  Minn. 
Dr.  C.  Reed,  Albuquerque. 

D.  C.  Groves,  Albuquerque. 

Dr.  L.  S.  Peters,  Albuquerque. 

Dr.  G.  W.  Griswold  and  wife,  Roswell. 

Dr.  W.  C.  Finnoff,  Denver,  Colo. 

Dr.  M.  F.  J.  Stewart,  Raton. 

Dr.  H.  L.  Brehmer,  Albuquerque. 

Dr.  H.  E.  Seales,  Crownpoint,  N.  M. 

Dr.  C.  H.  Gellenthien,  Valmora. 

Dr.  M.  D.  Gibbs,  Roy,  N.  M. 

Dr.  J.  R.  Van  Atta,  Albuquerque. 

Dr.  H.  E.  Rodgers,  Albuquerque. 

Dr.  P.  Richards,  Albuquerque. 

Dr.  E.  E.  Lukens,  Albuquerque. 

Dr.  A.  C.  White,  Hot  Springs. 

Dr.  C.  R.  Bass,  Cimarron. 

Ezra  A.  Lewis,  Albuquerque. 

Dr.  0.  I.  Nesbit,  Espanola. 

Dr.  William  Fahey,  Fort  Defiance,  Ariz. 
Dr.  R.  A.  Duncan,  Amarilla,  Texas. 

Dr.  D.  G.  Stine,  Columbia,  Mo. 

Dr.  V.  C.  Hunt,  Los  Angeles,  Cal. 

Dr.  R.  D.  Holt,  Albuquerque. 

Dr.  James  Vance,  El  Paso,  Texas. 

Dr.  L.  Emelyn  Clark,  Albuquerque. 

Dr.  C.  J.  Ambler,  Mountainair. 

Dr.  W.  G.  Smith,  Mora,  N.  M. 


Dr.  J.  F.  Lane,  Santa  Fe. 

Dr.  V.  E.  Berchtold,  Santa  Fe. 

Dr.  Curtice  Rosser,  Dallas,  Texas. 

Dr.  N.  H.  Brush,  Santa  B'arbara,  Cal. 
Dr.  C.  C.  Davis,  Albuquerque. 

Dr.  F.  I.  Ridge,  Kansas  City,  Mo. 

Dr.  M.  J.  Geyman,  Santa  Barbara,  Cal. 
Dr.  S.  L.  Wilkinson,  Belen. 

Dr.  W.  B.  Cantrell,  Gallup. 

Dr.  R.  E.  McBride,  Las  Cruces. 

Dr.  P.  L.  Travers,  Gallup. 


PUBLIC  HEALTH  NOTES  FROM 
NEW  MEXICO 

By  PAUL  S.  FOX,  Chief,  Division  of  Sanitary 
Engineering  and  Sanitation,  New  Mexico 
State  Bureau  of  Public  Health. 

The  seventh  annual  meeting  of  the  New  Mexico 
Public  Health  Association  was  held  in  Santa  Fe  at 
La  Fonda  Hotel  on  May  11,  12  and  13. 

On  account  of  serious  illness,  the  president.  Dr. 
J.  C.  Holmes,  was  unable  to  attend.  Miss  Marie  A. 
Brunk,  R.  N.  of  Las  Cruces,  the  vice-president,  pre- 
sided at  the  meeting. 

On  May  11,  the  address  of  welcome  was  deliv- 
ered by  Mr.  J.  D.  De  Huff,  secretary  of  the  Santa 
Fe  Chamber  of  Commerce.  Mr.  A.  E.  Barnes,  city 
inspector  of  Santa  Fe,  gave  a paper  on  “Practical 
Points  in  City  Sanitation.”  Mr.  Barnes  stressed 
the  need  for  supervision  of  milk  supplies  and  de- 
scribed in  detail  recent  improvements  in  the  Santa 
Fe  supply.  He  described  also  the  present  methods 
of  garbage  collection  and  street  cleaning. 

Dr.  C.  W.  Gerber,  Dona  Ana  County  health  of- 
ficer gave  a very  interesting  summary  of  the  mala- 
ria control  work  which  he  has  done  in  his  county. 

“Sanitation  in  Automobile  Camps”  was  the  title 
of  a paper  given  by  Mr.  Paul  S.  Fox,  state  sani- 
tary engineer.  Mr.  Fox  spoke  of  the  necessity  of 
providing  safe  water  and  milk  supplies  and  proper 
disposal  of  garbage  exci’eta. 

On  the  evening  of  May  11,  an  informal  dinner 
was  given  at  La  Fonda.  Covers  were  laid  for  one 
hundred  and  twenty  guests.  Dr.  Walter  Clarke, 
American  Social  Hygiene  Association,  New  York, 
Dr.  J.  R.  Earp,  New  Mexico  State  Health  Officer, 
Dr.  R.  H.  Wilson,  McKinley  County  Health  Officer, 
and  Captain  Patrick  Irving  O Hay,  from  Taos,  gave 
after  dinner  talks.  Captain  O’Hay,  a well-known 
soldier  of  fortune,  is  a veteran  of  seven  wars;  he 
has  traveled  with  Richard  Harding  Davis,  Jack 
London  and  0.  Henry.  The  resume  of  some  of  his 
experiences  kept  the  guests  laughing  for  over  two 
hours. 

The  program  for  May  12  included  a paper  on 
“Health  Work  in  Schools”  by  Mrs.  Georgia  Lusk, 
State  School  Superintendent,  which  was  discussed 
by  Mrs.  G.  W.  Prichard,  president  of  the  Santa  Fe 
County  School  Board,  Doctor  Walter  Clarke,  Amer- 
ican Social  Hygiene  Association,  New  York,  gave 
many  ideas  regarding  the  control  of  venereal  dis- 
ease in  rural  communities.  Doctor  Clarke  stressed 
the  need  of  doing  at  least  some  venereal  disease 
control  work;  if  it  is  impossible  to  carry  on  this 
type  of  work  on  a large  scale  the  activities  should 
be  confined  to  a small  groqp  of  individuals  who  will 
cooperate  with  the  authorities.  It  was  pointed  out 
that  in  the  case  of  syphilis  in  pregnant  women, 
treatment  should  be  commenced,  if  possible,  in  the 
first  half  of  pregnancy  and  if  six  or  more  treat- 
ments were  administered,  the  chances  were  good 
for  a normal  child  to  be  delivered.  The  impossibil- 
ity of  diagnosis  of  many  cases  of  syphilis  in  preg- 
nant women  without  a blood  test  was  emphasized. 

Miss  Isabel  L.  Eckles,  Santa  Fe  city  school  super- 
continued  on  page  284) 
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THE  PROFESSIONAL  BUILDING  AT 
PHOENIX 

The  new  Professional  Building,  now  un- 
der construction  by  the  Valley  Bank  & 
Trust  Company,  of  Pheonix,  will  be  ready 
for  occupancy  before  December  first.  In 
addition  to  being  an  outstanding  architecural 
ornament  to  the  city’s  skyline,  it  will  repre- 
sent the  culmination  of  many  years  of  hope- 
ful waiting  bv  the  medical  and  dental  pro- 
fessions of  Phoenix.  It  is  the  first  steel 
frame  building  in  the  city  and  the  sound 
of  the  riveting  hammers  has  been  sweet  dis- 
cord to  the  ears  of  the  prospective  occupants 
of  the  building,  most  of  whom  rejoice  over 
the  idea  of  spending  their  last  summer  in 
offices  where  the  normal  summer  tempera- 
ture is  not  artificially  tempered. 

The  structure  will  be  twelve  stories,  and 
from  the  fifth  floor  up  will  be  occupied  en- 
tirely by  doctors  and  dentists.  Those  for 
whom  offices  have  already  been  designed 
and  who  are  expected  to  occupy  their  new 
quarters  by  the  first  of  the  year  are  the 
following: 

The  fifth  floor  wlil  be  taken  entirely  by 
the  Pathological  Laboratory,  the  Tri-State 
Dental  Laboratory  and  the  Associated  Op- 
tical Laboratory. 

The  sixth  floor  will  have  offices  for  the 
Southwest  Clinic  (Drs.  E.  Payne  Palmer, 
Frank  J.  Milloy,  Dudley  Fournier,  Chas.  N. 
Floussard  and  John  H.  White),  Dr.  A.  C. 
Kingsley  and  Drs.  W.  A.  Schwartz  and  B.  L. 
Melton.  Dentists  on  this  floor  will  be  Drs. 
R.  L.  Dunlap,  H.  A.  Berry  and  Geo.  H. 
Chiles. 

On  the  seventh  floor  will  be  offices  for 
Dr.  Orville  H.  Brown,  Drs.  S'.  D.  Little  and 
C.  B.  Palmer,  Dr.  Harley  Yandell  and  Dr. 
A.  J.  McIntyre.  Dentists  on  this  floor  will 
be  Drs.  F.  R.  Smith,  R.  A.  McCall,  E.  M.  Paf- 
ford  and  Edgar  B.  Pease. 


On  the  eighth  floor  will  be  the  offices  of 
Drs.  Fred  Holmes,  Victor  Randolph  and 
Howell  Randolph,  Dr.  Willard  Smith,  Dr.  L. 
H.  Thayer,  Drs.  A.  M.  Tuthill  and  Norman 
D.  Ross,  Dr.  D.  F.  Harbridge  and  Dr.  James 
L.  Johnson.  Dentists  on  this  floor  will  be 
Drs.  J.  L.  Borah,  Logan  D.  Dameron,  P.  J. 
Ritchie,  L.  C.  Mason  and  R.  D.  Creamer. 

On  the  ninth  floor  will  be  the  offices  of 
Dr.  Harry  R.  Carson,  Dr.  H.  B.  Gudgel,  Dr. 
H.  K.  Beauchamp,  Dr.  D.  R.  Gaskins  and 
Drs.  George  E.  Goodrich,  Vernon  Kennedy, 
Jesse  D.  Hamer  and  Robert  S.  Flinn.  The 
dentists  on  this  floor  will  be  Drs.  Claude  M. 
Moore,  H.  J.  Jessop  and  T.  W.  Firth. 

On  the  tenth  floor  will  be  the  offices  of 
Drs.  John  J.  McLoone  and  0.  W.  Thoeny, 
Drs.  George  E.  Shields  and  H.  D.  Ketcher- 
side,  Drs.  Chas.  W.  Suit  and  R.  B.  Raney, 
and  Dr.  Thos.  W.  Woodman.  The  dentists 
with  offices  on  this  floor  will  be  Drs.  H.  H. 
Braxtan  and  Dr.  W.  A.  Baker. 

On  the  eleventh  floor  will  be  the  offices 
of  Drs.  Kimball  Bannister  and  L.  R.  Kober, 
Dr.  E.  C.  Bakes,  Dr.  Louis  Dysart,  Dr.  F.  C. 
Jordan,  Dr.  S.  I.  Bloomhardt,  Dr.  Joseph  M. 
Greer  and  Dr.  F.  L.  Reese.  Dentists  on  this 
floor  will  be  Drs.  W.  G.  Barackman  and  L. 
F.  Goodspeed. 

The  twelfth  floor,  which  will  be  in  the 
tower,  will  be  occupied  by  the  medical  library 
of  the  building. 

Prospective  tenants  who  have  not,  at  this 
writing,  been  definitely  located  as  to  space 
include  Dr.  Edgar  H.  Brown,  Dr.  L.  A.  W. 
Burtch,  Dr.  H.  M.  Purcell,  and  Dr.  T.  T. 

Clohessy. 

The  construction  of  the  building  is  to  be 
of  the  highest  grade  throughout.  The  ven- 
tilating system  will  be  in  multiple  units,  so 
that  on  any  given  floor  any  one  or  all  of 
five  areas  can  be  ventilated,  heated,  or 
cooled,  independently  of  the  others.  A stor- 
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age  garage  will  be  in  the  basement,  reached 
directly  by  elevator,  with  exit  by  ramp  onto 
Monroe  Street. 

The  building  was  designed  by  Morgan, 
Walls  and  Clements  of  Los  Angeles,  with  Mr. 
H.  H.  Green  of  Phoenix  as  collaborating 
architect.  It  is  being  erected  by  L.  E.  Dixon 
& Co.,  with  Mr.  Balch  as  superintendent  of 
j construction. 

The  medical  profession  of  Phoenix  should 
be  grateful  to  Mr.  Poy  Wayland,  vice-presi- 
dent of  the  Valley  Bank,  to  whose  personal 
interest  in  seeing  a building  especially  de- 
signed and  bu'lt  for  doctors  and  dentists  in 
Phoenix  we  ai’e  indebted  for  this  structure. 
His  long  associat:'on  with  the  profession,  as 
one  of  the  leading  druggists  of  the  state, 
gave  him  an  understanding  of  their  needs, 
and  when  he  became  affiliated  with  the  Val- 
ley bank  he  immediately  put  under  way 
plans  to  make  the  long  contemplated  new 
Valley  Bank  structure  a professional  build- 
ing for  doctors  and  dentists.  From  this  has 
materialized  “The  Professional  Building”  of 
Fhoenix. 


HAY  FEVER  A PUBLIC  HEALTH 
PROBLEM 

If  an  irrigation  ditch  conveying  water 
through  one  of  our  western  cities  should  be 
found  contaminated  wPh  typhoid  bacilli,  it 
would  arouse  great  activity  until  such  a 
source  of  disease  was  eradicated.  If  it  were 
found  infected  by  a mi'der  strain  of  organ- 
isms capable  of  causing  sickness  in  a con- 
ciderable  proportion  of  the  population,  it 
would  be  regarded  as  a public  health  prob- 
lem. Yet  a’ong  t>  at  d’tch,  with  astounding 
indifference,  we  al’ow  to  grow  weeds  capa- 
ble of  producing  sickness  and  disability  in 
hundreds  of  peop'e,  and  even  to  drive  many 
of  our  citizens  away  from  their  homes  in 
the  city  for  months  at  a time.  What  does 
it  matter  whether  disease  producing  agents 
are  bacteria  growing  in  water,  or  pollen 
thrown  into  the  air  from  noxious  weeds  on 
the  bank, — if  they  make  "eople  sick,  and  if 
that  sickness  is  preventable,  is  not  one  con- 
dition just  as  much  a public  health  problem 
as  the  other? 

There  is  published  in  this  issue  a report 
from  the  Woman’s  Auxi’iary  of  the  El  Paso 
County  Medical  Society,  which  should  be 
read  by  veery  doctor  in  every  community 
where  hay  fever  is  prevalent.  Why  should 
we  ouarantine  a case  of  measles  so  that  the 
dwellers  in  a house  may  not  spread  the  con- 
agion,  and  permit  them  to  let  their  Ber- 
muda lawn  grow  up  and  pollenate?  Hun- 
dreds of  people  sick  with  hay  fever  would 
prefer  to  take  their  chances  with  measles 


than  be  forced  to  walk  by  that  lawn.  We 
will  not  allow  a man  to  keep  pigs  in  the  city 
limit,  because  the  odor  from  a pigsty  is  un- 
plesaant  and  the  sty  itself  unsanitary ; yet 
that  man  may  own  a vacant  lot  and  may 
permit  it  to  grow  rank  with  Russian  thistle 
or  Johnston  grass  or  ragweed,  and  every 
tenth  person  who  passes  that  way  is  dis- 
abled by  hav  fever  or  asthma, — and  the 
health  department  permits  it.  Let  every 
city  in  the  southwest  learn  from  El  Paso, — 
go  and  do  likewise, — and  we  will  profit  more 
than  we  will  from  any  other  single  public 
health  activity  that  might  be  mentioned. 


DR.  WILLIAM  C.  TODT 

At  the  regular  mee'ing  of  the  Arizona 
State  Medical  Association,  held  at  Nogales, 
Arizona,  May  7 to  9.  the  following  preamble 
and  resolutions  were  unanimously  adopted: 

Whereas,  It  has  seemed  good  to  the 
Ruler  of  the  Universe  to  remove  from  among 
us  our  beloved  frimri  and  fellow-member, 
William  C.  Todt,  M.  D..  of  Kingman,  Ari- 
zona, therefore,  as  in  view  of  the  loss  we 
have  sustained  it.  is  fitting  that  we  should 
place  upon  record  our  feelings  of  apprecia- 
tion of  his  services  and  regret  for  his  loss, 
be  it. 

Resolved,  That  the  sudden  removal,  by 
death,  of  our  esteemed  fellow-member  from 
the  position  which  he  he'd  as  Vice-President 
of  our  Association  created  a vacancy  not 
ea.sly  filled  and  that  his  feTow-members 
fully  realize  and  de~p'y  deplore  the  loss  oc- 
casioned to  themselves ; 

Resolved.  That  the  members  of  this  As- 
sertion hereby  desire  to  express  their  sense 
of  bereavement  and  grief  at  the  loss  of  one 
of  our  most  faithful  and  gifted  members, 
and  to  Pecord  the  enioyment  and  profit 
which  they  have  long  had  in  the  genial,  so- 
cial, and  intellectural  qualities  of  the  de- 
ceased : 

Resolved,  That  we  hereby  extend  our 
deepest  sympathy  to  the  bereaved  relatives 
and  friends  of  the  deceased,  hoping  that 
even  in  the  sadness  of  their  affliction  they 
may  yet  find  some  consolation  in  knowing 
that  the  worth  of  his  private  qualities  and 
the  value  of  his  pub’r'c  services  are  properly 
appreciated ; 

Resolved,  That  a copy  of  these  resolutions 
be  properly  engrossed  and  sent  to  the  fam- 
ily of  our  deceased  fellow-member,  and  that 
the  resolutions  be  also  published  in  South- 
western Medicine. 

DR.  ROBERT  CRAIG  DRY  DEN 

At  the  regular  meetiug  of  the  Arizona 
State  Medical  Association,  held  at  Nogales, 
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Arizona,  May  7 to  9,  the  following  preamble 
and  resolutions  were  unanimously  adopted: 

Whereas,  It  has  pleased  Almighty  God  in 
His  infinite  wisdom  to  remove  from  our 
midst  our  honored  and  worthy  fellow-mem- 
ber, Ro’ert  Craig  Dryden,  M.D.,  of  Pima, 
Arizona,  and 

Whereas,  The  pleasant  and  intimate  rela- 
tions which  for  forty  years  he  has  held  with 
this  Association  as  a charter  member  and  as 
one  of  the  organizers  of  the  Graham  County 
Medical  Society  make  it  eminently  fit- 
ting that  we  should  p’ace  upon  our  records 
feelings  of  appreciation  of  his  services  and 
regret  for  his  loss,  therefore,  be  it 

Resolved,  That  this  Associafion  will  ever 
hold  in  grateful  remem'  ranee  the  sterling 
qualities.,  the  patience,  integrity  and  clear- 
sightedness displayed  for  miny,  many  years 
by  our  late  fellow-member  in  the  work  of 
this  Association; 

Resolved,  That  the  members  of  this  Asso- 
ciation hereby  des’re  to  express  their  sense 
of  bereavement  and  grief  at  the  loss  of  one 
of  their  earliest,  most  faithful  and  worthy 
members,  and  to  record  the  enioyment  and 
pleasure  which  they  have  long  had  in  the 
genial,  social,  and  professional  qualities  of 
the  deceased. 

Resolved,  That  we  sincerely  sympathize 
with  the  relatives  and  near  friends  of  our 
late  beloved  asscoiate,  and  that  we  respect- 
fully commend  tlmm  for  consolation  to 
Divine  Providence,  feeling  sure  that  to  them, 
as  to  us,  there  is  comfort  in  the  knowledge 
that  his  true  worth  is  proneUv  anpreciated. 

Resolved,  That  a cony  of  these  resolutions 
be  properly  engrossed  a^d  sent  to  the  fam- 
ily of  our  deceased  fellow-member  and  that 
the  resolutions  be  also  pub’ished  in  South- 
western Medicine. 

DR.  A.  H.  NOON 

At  the  regular  meeting  of  the  Arizona 
State  Medical  Association,  held  at  Novales, 
Arizona,  May  7 to  9,  the  fohowing  rreamble 
and  resolutions  were  unanimous’y  adonted : 

Whereas,  It  has  seemed  good  to  the  Ruler 
of  the  Universe  to  remove  from  us  our  be- 
loved friend  and  Honorary  Member  of  Santa 
Cruz  County  Medical  Society.  A.  H.  Noon, 
M.D.,  of  Nogales,  Arizona,  therefore,  be  it 

Resolved,  That  we  hereby  extend  our 
deepest  sympathy  to  the  bereaved  family 
and  friends  of  the  decease'!,  hoping  that  even 
in  the  sadness  of  their  affliction  they  may 
yet  find  some  consolation  in  knowing  that 
the  worth  of  his  Private  life  and  the  value 
of  his  public  services  are  properly  appre- 
ciated. 

Resolved,  That  a coov  of  t^ese  resolutions 
he  properly  engrossed  and  sent  to  the  fam- 
ily of  the  deceased. 


EL  PASO  COUNTY  MEDICAL  SOCIETY 

APRIL  13,  1931. 

Meeting  was  called  to  order  at  8 p.  m.,  the  min- 
utes of  former  meeting  being  read  and  approved. 

Dr.  McCamant  announced  a meeting  of  the  El 
Paso  Game  and  Protective  Association  at  Elephant 
Butte  Dam,  April  18-19.  All  are  invited  to  meeting 
and  barbecue. 

The  first  paper  of  the  evening,  “Toxemias 
Found  in  the  Prenatal  State  in  City-County  Clinic,” 
by  Dr.  C.  E.  Rennick,  set  forth  that  during  six 
years  of  this  clinic  there  were  2,375  women  who 
i-eceived  prenatal  care.  Of  this  number  46  per 
cent  showed  at  least  slight  evidence  of  toxemia.  Of 
the  total  cases  25  per  cent  showed  albumen  in  the 
urine  with  no  other  symptoms,  10  per  cent  had  only 
a rise  in  blood  pressure  and  9 per  cent  a mild  tox- 
emia. There  were  35  women,  or  1.5  per  cent,  with  se- 
vere toxemia  and  in  this  number  six  cases  of  eclamp- 
sia, 0.2  of  one  per  cent.  There  were  no  maternal 
deaths  due  to  the  toxemia  of  pregnancy.  In  discus- 
sion, Dr.  Gallagher  stated  that  he  would  like  Dr. 
Rennick  to  tell  what,  in  addition  to  blood  pressure 
and  urinalysis  routinely,  he  considers  prenatal  care 
in  the  office.  Dr.  Harry  Leigh  stated  that  many 
patients  cannot  afford  extensive  routine  examina- 
tions. Calcium  therapy  is  of  some  benefit  in  treat- 
ing toxemia.  Putting  patients  with  high  blood  pres- 
sure on  salt-free  diet  will  lower  blood  pressure  in 
many  of  these  cases.  Dr.  Rennick,  in  closing,  em- 
phasized that  a very  important  thing  in  prenatal 
care  is  thorough  examination  at  eighth  month,  to 
determine  presentation. 

Dr.  Black  presented  a case  of  birth  dislocation, 
posterior  of  humerus.  Has  no  paralysis  but  limited 
motion.  Rare  type  of  birth  injury.  X-rays  show 
marked  atrophv  of  head  of  humerus.  Dr.  Goodwin, 
in  discussion  of  treatment,  said  cause  was  bad  posi- 
tion. Arm  was  placed  across  the  chest  and  kept 
there  three  months.  This  should  not  have  been 
done.  Muscles  are  all  good — no  paralysis.  The  best 
thing  is  the  usual  thing — a Z plasty.  Give  the 
posterior  surface  a chance  to  contract  and  the  an- 
terior a chance  to  stretch. 

The  next  paper,  “Anemias  of  the  Prenatal  State,” 
by  Dr.  Harry  Leigh,  was  discussed  by  Dr.  Rennick, 
who  seated  that  most  Mexican  women  are  anemic. 
Dr.  Gallagher  remarked  that  hemoglobin  of  79  is 
not  so  low,  85  is  not  bad,  the  substantial  things 
are  the  things  the  general  practitioner  should  look 
out  for.  Dr.  Waite  stated  that  liver  diet  does  sec- 
ondary anemia  good  in  most  cases  but  that  plenty 
of  gastric  juice  and  beef  will  do  the  same  amount 
of  good.  Discussion  was  closed  by  Dr.  Leigh. 

Application  of  Dr.  M.  M.  Gibson  was  read  and 
passed. 

Dr.  Vandevere  gave  a case  report  of  a man  with 
a niece  of  beefsteak  lodged  in  the  esophagus.  Pa- 
tient was  put  to  sleep  and  esophagoscope  used  to 
remove  it  piece-meal.  Care  must  be  used  not  to  tear 
the  mucosa. 

Dr.  Cummins  reported  a case  of  a woman,  61 
years  of  age,  with  pain  in  abdomen,  and  vomiting; 
some  tenderness  over  the  gall-bladder.  Hypo  of 
morphine  stopped  symptoms  but  th»Qy  returned  the 
next  day.  Duodenal  tube  passed  and  lavage  given. 

T nte-  tpnipproture  up  to  100°,  urine  showing  casts. 
W.  B.  C.  14800.  Operation  advised  but  refused, 
nreop^rative  diagnosis,  partial  intestnial  obstruc- 
tion. Operation  showed  some  blood,  abdominal  fluid, 
mass  in  ileum  and  intestine  flat  below.  Incision 
made  in  ileum  and  large  gallstone  removed.  Pa- 
tient doing  well. 

Dr.  Gallagher  reported  a case  of  acute  appendix 
ruptured.  S^mp^oms  did  not  indicate  a ruptured  ap- 
pendix or  even  an  acute  appendix. 

RALPH  H.  HOMAN,  Sec’y- 
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HERE  is  a dependable  pharmacist  near  you 
who  is  prepared  to  render  prompt  service  on  Tetanus  Anti- 
toxin, Lilly.  This  product  is  noteworthy  because  of  its  potency, 
its  concentration,  its  comparative  freedom  from  reaction-pro- 
ducing proteins,  its  low  total  solids,  its  clarity  and  limpidity; 
and  also  because  of  its  ready  availability  in  all  sections  of  the 
country,  through  the  drug  trade.  Order  in  syringes,  1,500  to 
20,000  units,  or  in  vials  of  1,500  units. 


ELI  LILLY  AND  COMPANY  ' Indianapolis 


284 


SOUTHWESTERN  MEDICINE 


EL  PASO  COUNTY  MEDICAL  SOCIETY 

MAY  11,  1931. 

The  meeting  was  called  to  order  at  8 p.  m.,  min- 
utes of  previous  meeting  being  read  and  approved. 

Dr.  W.  E.  Vandevere  presented  a clinical  case  of 
result  of  mastoid  operation.  Had  influenza  one 
month  ago  with  left  ear  aching.  Drum  was  pierced 
and  two  days  later  same  had  to  be  done  to  right 
ear.  Left  ear  stopped  draining  after  one  week  but 
started  again  and  was  tender  over  mastoid.  Mas- 
toiditis of  left  ear  and  furunculosis  of  right  ear. 
In  April  17,  did  mastoid  operation  under  local  an- 
esthesia. Was  able  to  sit  up  on  first  day  and  go 
home  on  fifth. 

Dr.  F.  D.  Garrett  reported  the  case  of  lady  with 
gas  disturbance  and  pain  in  left  side,  some  tender- 
ness over  descending  colon.  Suspected  colitis  and 
diverticulitis,  but  examination  a year  ago  ruled 
these  out.  One  month  ago  had  acute  pain  in  left 
side.  Barium  enema  showed  no  pockets.  Expelled 
barium  and  injected  air.  Several  diverticula  show- 
ed under  this  method.  Patient  put  on  small  doses  of 
barium  and  relief  obtained.  Another  case  was  re- 
ported showing  symptoms  of  cholangitis.  While  on 
treatment  she  developed  gangrenous  stomatitis. 
Temperature  went  down  some  and  condition  im- 
proved. A bowel  movement  showed  a number  of 
stones  as  did  several  subsequent  ones.  No  more 
trouble  has  been  experienced. 

Dr.  Bloyce  Britton  presented  a clinical  case.  Fell 
off  a tractor  day  before,  pain  all  over  his  head. 
Had  had  a cold  for  a few  days.  Examination  of 
sinuses,  negative.  Gave  morphine  and  ice  cap  on 
head.  Became  irrational  and  had  projectile  vomit- 
ing. Spinal  fluid  under  greatly  increased  pressure. 
30  c.c.  taken  off  and  symptoms  relieved  but  re- 
turned. Another  puncture  showed  cell  count  1900 
with  90%  lymphocytes,  sinuses  cloudy.  Became 
worse.  Made  a brow  incision  and  got  out  lots  of 
pus.  Spinal  fluid  culture  was  positive  and  case  ap- 
peared hopeless.  Repeated  spinal  punctures  done 
and  frontal  lobe  abscess  drained  through  frontal 
sinus.  Case  got  well.  Infection  was  streptococcus 
mu  osus.  It  is  virulent  in  hard  but  not  so  much  in 
soft  tissue.  Dr.  George  Turner  explained  the  high 
cell  count  by  presence  of  brain  abscess.  Probably 
would  have  had  meningitis  in  few  days. 

Dr.  Gorman  discussed  and  said  Dr.  B'ritton  was 
responsible  for  patient’s  recovery  by  operation.  He 
■^ated  that  sninnl  fluid  was  under  a higher  pressure 
than  any  he  had  ever  seen.  Dr.  Cummins  said  that 
polys  are  increased  in  abscess  instead  of  lymphos. 

Dr.  B.  H.  Britton  presented  another  case  of  tumor 
of  the  nose,  a melano-sarcoma,  prognosis  bad.  He 
operated  under  local  anesthesia.  Stripped  up  mu- 
cous membrane  and  found  pedicle  at  posterior  eth- 
moid. TT=ed  cautery  and  clinped  pedicle.  Antrum 
filled  with  degenerating  polyps.  Drained  and  left 
open. 

Dr.  A.  W.  Multhauf  gave  a case  report  of  kidney 
iniury  in  a voung  man.  Fell  down  hill  and  when 
first  seen  was  vomiting  and  in  shock.  Mistaken  for 
drunkenness  at  first,  but  later  blood  was  found  in 
urine.  Cvstoscopv  showed  blood  clot  at  ureteral 
orifice.  Pyelogram  showed  filling  defect  in  right 
kidney.  Dr.  K.  D.  Lynch  discussed  the  case,  saying 
he  agreed  with  Dr.  Multhauf  and  compliments  him 
on  making  the  pyelogram. 

Dr.  George  Turner  said  that  uroseleeton  would 
h"ve  been  better  than  the  cystoscopic  pyelogram. 

Dr.  Werley  presented  a case  report  of  calcinosis 
of  legs.  Woman  had  pain  and  swelling  in  legs  and 
had  x-ray  made.  Lasted  several  weeks.  Haad  en- 
joyed good  health.  Pain  followed  superficial  veins 
to  groin.  Small  nodules  felt;  tender  over  these. 
Arteries  normal.  Blood  calcium  low.  Nodules  prov- 


ed to  be  not  connected  with  arteries  or  veins  and 
were  found  to  be  calcium. 

Dr.  Leslie  Smith  discussed  the  case  and  asked  if 
there  was  any  bone  destruction.  Dr.  J.  Mott  Raw- 
lings reported  an  autopsy  of  extensive  calcinosis  in 
man  2‘/  years.  Dr.  Harry  Leigh  recalled  a case  he 
showed  several  years  ago  of  calcinosis.  Dr.  K.  D. 
Lynch  reported  a case  of  stone  in  ureter  of  child. 

Reports  on  the  State  Medical  Meeting  were  made 
by  Drs.  W.  L.  Brown,  Harry  Leigh  and  F.  P.  Mil- 
ler. 

A letter  was  read  from  Mr.  M.  R.  Eddy  regard- 
ing an  accounting  and  collection  bureau.  Mr.  Eddy 
discussed  the  letter. 

Dr.  Miller  moved  that  the  letter  be  referred  to  a 
committee  for  action.  Passed,  and  Drs.  Gallagher, 
B.  Britton  and  F.  P.  Miller  were  appointed  members 
of  such  Committee. 

Adjournment. 

RALPH  H.  HOMAN,  Sec’y. 
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intendent,  gave  a very  complete  and  interesting  re- 
port on  the  “White  House  Conference.” 

Dr.  James  R.  Scott  led  a round  table  discussion 
on  the  “County  Public  Health  Unit.” 

Dr.  Paul  D.  Mossman,  Regional  Medical  Director, 
U.  S.  Indian  Field  Service,  described  the  organiza- 
tion of  public  health  work  among  the  Indians.  Eight 
nurses  and  six  doctors  of  the  Indian  service  at- 
tended the  sessions. 

An  interesting  talk  on  the  history,  organization 
and  work  of  the  State  Board  of  Public  Welfare  was 
given  by  Dr.  Robert  0.  Brown,  Santa  Fe,  president 
of  the  Board.  Dr.  Brown  expressed  the  desire  of 
the  Board  to  cooperate  with  local  health  authori- 
ties at  all  times. 

Mr.  F.  M.  Veatch,  of  Black  and  Veatch,  consult- 
ing engineers,  Kansas  City,  Missouri,  described  the 
technic  of  educating  a community  in  the  value 
of  a sewerage  system.  Without  such  education,  said 
Mr.  Veatch,  the  voters  seldom  realize  the  necessity 
for  providing  adequate  treatment  and  disposal  of 
sewage.  Once  funds  are  provided  for  building  a 
disposal  plant,  the  latter  is  frequently  left  to  take 
care  of  itself  and  the  quality  of  the  effluent  suffers 
materially,  especially  when  industrial  waste  chem- 
icals are  admitted  to  the  sewers. 

On  May  13  the  public  health  nurses  section  held 
a separate  meeting.  Mrs.  Susan  D.  Swarts,  R.  N., 
Valencia  County  Nurse,  responded  to  the  address 
of  welcome  given  by  Miss  Eleanor  L.  Kennedy, 
state  supervisor  of  public  health  nursing. 

A most  interesting  talk  on  the  “Relation  and  Co- 
ordination of  Health  and  Welfare  Bureaus”  was 
given  by  Miss  Margaret  Reeves,  director  of  the 
State  Bureau  of  Child  Welfare,  Santa  Fe. 

A business  session  was  held  at  which  time  Mrs. 
Edith  Hardy  was  elected  president,  Miss  Esther 
Victory,  vice  president  and  Miss  Eleanor  L.  Ken- 
nedy, Secretary. 

Miss  Helen  B.  Fenton,  R.  N.,  Guadalupe  County 
nurse,  gave  an  interesting  paper  on  “What  a Nurse 
Should  Know  About  the  Public  Health  Aspects  of 
Tuberculosis.”  Miss  Fenton’s  paper  brought  forth 
much  discussion. 

At  12:30  the  members  attended  a luncheon  at 
La  Fonda,  at  which  time  Dr.  Earp,  state  director 
of  health,  discussed  the  need  for  prenatal  and  in- 
fant hygiene  work  here  in  New  Mexico. 

A round  table  discussion  was  of  benefit  to  all. 
Reports,  record  forms  and  individual  problems  were 
discussed.  This  discussion  was  conducted  by  Miss 
Kennedy. 

A paper  on  “Prenatal  Work  in  Rural  Public 
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. . . can  follow  "A  Rigid 

Diet"  and  like  it! 

• 

TREASURE  can  be  given  to  a rigid  diet 
— and  taste  can  be  contented  — when 
Knox  Sparkling  Gelatine  is  combined 
with  the  nourishing  foods  permitted  on 
a diabetic  diet. 

Knox  Gelatine  helps  the  physician 
relieve  the  monotony  of  restricted  eating 
because  it  can  be  safely  prescribed.  It  is 
the  plain  gelatine  — free  from  sugar  or 
artificial  coloring  or  flavoring.  It  can  be 
freely  used  and  freely  eaten,  thereby  build- 
ing small  quantities  of  prescribed  foods 
into  satisfying  bulk. 

Knox  Gelatine  is  so  valuable  to  the 
physician  with  diet  problems  that  its  use 
is  described  in  a booklet  titled  “Diet  in 
the  Treatment  of  Diabetes” — written  by 
a well-known  authority  — and  offered  in 
any  quantity  to  physicians  who  send  for  it. 


JELLIED  CHICKEN  IN  CREAM 

( Six  Servings) 

Gms.  Prot.  Fat  Carb.  Cal. 

1 tablespoon  Knox  Gelatine  7 

6 

*/4  cup  cold  chicken  broth  or 

water 

V/t  cups  boiling  chicken 

broth,  fat  free 

V2  teaspoon  salt  

Pinch  pepper  

1 cup  cooked  chicken,  cubed  125 

24 

20 

cup  cream,  whipped 55 

1 

22  1.5 

Total 

31 

44  1.5  526 

One  serving 

5 

7 88 

Soak  gelatine  in  cold  liquid  for  five  minutes  and  dis- 

solve  in  hot  broth.  Season  with  salt 

and  pepper  and 

chill  until  nearly  set.  Fold  in  chicken  and  whipped 

cream.  Turn  into  molds  and  chill 

until  firm.  Serve  on 

lettuce  or  garnished  with  parsley  and 

trip  of  pimento. 

CAIUtUT  and  SPINACH  .MOLD 

( Six  Servings ) 

Gins.  Prot.  Fat  Carb.  Cal. 

1 V&  cup  9 cooked  carrots 

cubed  210  2 1 19.5  . . 


1 tablespoon  butter  melted 

12.5  . . 

11 

1 egg  well  beaten 

50  7 

5 .. 

1 teaspoon  salt 

lVi  cups  cooked  spinach 

chopped 

300  6 

1 7 

2 tablespoons  butter  melted. 

25 

21  ... 

y2  teaspoon  salt  

Sprigs  of  parsley 

Total  15  39  26.5  517 

One  serving  2.5  6.5  4 86 

Mash  carrots  with  a fork  and  mix  with  beaten  egg  and 
one  tablespoon  of  melted  butter  and  salt.  Fill  small 
greased  molds  half  full  of  the  carrot  mixture.  Season 
the  chopped  spinach,  add  melted  butter  and  fill  molds 
to  top  with  spinach,  packing  them  tightly.  Place  molds 
in  pan  of  hot  water  and  bake  in  moderate  oven  for 
20  minutes.  Turn  out  on  hot  platter  and  serve  gar- 
nished with  parsley. 


KNOX 

Is  the  real 

GELATINE 


IF  you  agree  that  recipes  like  the  ones  on  this 
page  will  he  helpful  in  your  diabetic  practice, 
write  for  our  complete  Diabetic  Recipe  Book — it 
contains  dozens  of  valuable  recommendations. 
We  shall  he  glad  to  mail  you  as  many  copies  as 
you  desire.  Knox  Gelatine  Laboratories.  438  Knox 
Ave.,  Johnstown,  N.  Y. 


Name  . . . 
Address 
t»ty 

State  . . 
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Health  Nursing  Service”  was  read  by  Mrs.  Mar- 
garet Daugherty,  R.  N.,  of  Harding  County.  Mrs. 
Daugherty  emphasized  the  fact  that  “prenatal  fath- 
ers” are  an  important  factor  in  rural  prenatal 
work  and  that  they  should  have  their  classes  and 
clubs  just  as  do  the  prenatal  mothers. 

Officers  for  the  coming  year  were  elected  as  fol- 
lows: 

President,  Dr.  R.  H.  Wilson,  Gallup. 

Vice  President,  Miss  Ella  Yeager,  R.  N.,  Roswell. 

Secretary-Treasurer,  Paul  S.  Fox,  C.  E.,  Santa 
Fe. 

The  next  meeting  will  be  held  in  Carlsbad.  Dr. 
J.  R.  Earp  was  elected  as  delegate  to  the  Ameri- 
can Public  Health  Association  meeting  in  Montreal. 

PAUL  S.  FOX,  Secretary. 


CASE  OF  ONE  YEAR’S  INTERMITTENT 
EPIGASTRIC  PAIN 

(Continued  from  page  275) 
abdominal  pain  or  vomiting  every  month  or  two. 
At  the  end  of  that  time  she  vomited  large  amounts 
of  green  or  yellow  material  and  in  six  to  twelve 
hours  had  complete  relief  and  could  eat  a large 
meal  without  discomfort.  Toward  the  end  of  the  at- 
tacks her  skin  was  yellow.  This  cleared  up  after 
the  vomiting.  They  insisted  that  there  was  no  psy- 
chicelement  in  her  condition  and  that  she  had  al- 
ways borne  extreme  pain  before  calling  for  relief. 

June  11  a surgical  consultant  found  the  abdomen 
generally  full  and  tender,  the  greatest  tenderness 
in  the  left  upper  quadrant.  No  masses  were  felt, 
but  the  examination  was  unsatisfactory.  June  18 
an  examination  was  made  under  spinal  anesthesia. 
Skin  anesthesia  was  complete  to  the  third  rib  an- 
teriorly with  motor  paralysis  of  the  lower  extremi- 
ties. The  epigastric  tenderness  still  remained  as 
before.  The  patient  could  localize  the  pressure  with 
extreme  accuracy.  There  was  an  indefinite  feeling 
of  something  in  the  epigastrium.  During  the  after- 
noon the  patient  was  pale,  sweating,  and  slightly 
cyanotic  and  complained  of  much  pain  and  later  of 
severe  headache  which  continued  the  next  morning. 

A friend  now  gave  the  further  history  that  the 
patient’s  attacks  had  followed  one  to  three  day 
drinking  bouts.  She  had  been  an  excessive  user  of 
alcohol  for  many  years  until  a few  months  before 
admission.  It  was  now  observed  that  there  had  been 
only  five  days  in  the  hospital  when  she  had  not  had 
some  opium,  and  on  four  of  these  she  had  had  fever. 

The  visiting  physician  strongly  favored  operation, 
and  a medical  consultant  thought  the  patient  able 
to  stand  it.  The  first  surgical  consultant  also  ad- 
vised it.  The  senior  surgeon  thought  there  was 
nothing  to  gain  from  it  and  possibly  everything  to 
lose.  The  patient  was  determined  to  be  operated 
upon,  and  by  the  second  surgeon.  She  continued  to 
have  severe  pain. 

June  25  operation  was  done.  The  following  day 
the  patient  died. 


Discussion  by  Dr.  J.  D.  Hamer 
From  the  history  on  this  case,  the  lungs  should 
show  an  old  tuberculosis,  although  we  know  noth- 
ing about  them  from  physical  examination.  The 
heart  should  show  hypertrophy  and  dilatation  and 
an  old  valvulitis  with  an  anatomic  leak  of  the  aortic 
ring.  There  are  sufficient  findings  to  justify  a 
diagnosis  of  aortic  regurgitation.  This  anatomic 
defect  is  probably  the  result  of  an  old  rheumatic 
process,  although  it  is  not  so  common  in  this  respect 
as  it  is  with  lues  or  arteriosclerosis.  I do  not  be- 
lieve the  patient  has  sclerosis  as  the  main  pathologi- 
cal finding  of  the  aortic  valve  leaflets.  As  to  lues, 
we  have  no  historical  or  serological  data.  Labora- 
tory findings  do  not  help  us  much  except  to  show 


that  the  patient  has  a secondary  anemia  and  a dim- 
inution in  both  free  and  total  hydrochloric  acid  in 
the  stomach.  Many  conditions  could  produce  either 
of  these  findings,  so  they  do  not  help  us  much.  The 
essential  pathological  condition  responsible  for  the 
present  distress  of  the  patient  is  located  in  the 
stomach  or  abdominal  viscera.  Organic  disease  of 
the  stomach  is  ruled  out  by  the  x-ray  findings  and 
by  negative  blood  tests  in  the  vomitus  as  would  oc- 
cur in  cancer.  The  appendix  and  gall  bladder  were 
removed  some  years  previously.  The  kidneys  seem 
not  to  be  responsible  because  of  the  urine  findings 
and  cystoscopy.  There  is  no  special  evidence  of 
pancreatic  disease.  The  only  positive  findings  in 
the  x-ray  examination  of  the  gastro-intestinal  tract 
indicate  some  condition  causing  an  irritability  and 
deformity  of  the  duodenum.  Adhesions,  scar  forma- 
tion, with  retraction,  periduodenal  inflammation, 
or  pressure  of  an  adjacent  organ  could  cause  this. 
An  enlarged  liver  from  some  sort  of  cirrhosis  or 
congestion  could  cause  pressure  on  the  duodenum. 
Possibly  this  patient  had  an  alcoholic  cirrhosis,  but 
I do  not  think  so.  There  should  be  ascites,  enlarg- 
ed abdominal  veins  and  other  findings,  if  this  were 
so.  Has  the  patient  a tumor?  It  is  difficult  to  say, 
although  the  presence  of  an  indefinite  mass  is  sug- 
gestive. If  one  is  present,  I should  say  it  is  near 
the  splenic  flexure,,  but  we  have  not  sufficient  evi- 
dence to  warrant  a diagnosis.  The  question  of  an 
abdominal  aneurism  must  be  considered  and  could 
account  for  all  the  abdominal  symptoms,  but  I can- 
not diagnose  a condition  of  that  sort  here. 

Returning  to  the  biliary  system,  it  is  quite  likely 
that  the  true  pathology  will  be  found  there.  She 
continued  to  have  trouble  with  her  stomach  even 
after  the  gall  bladder  was  removed.  Possibly  she 
formed  stones  and  they  passed  intermittently,  pos- 
sibly she  has  an  old  injured  common  duct  from  the 
operation,  with  partial  stenosis  from  adhesions  or 
scar  formation.  In  such  case,  it  is  likely  that  she 
would  have  these  attacks  of  pain  with  vomiting. 
At  present  she  apparently  is  not  jaundiced,  al- 
though the  stools  are  clay  colored.  If  the  stools  in- 
dicated an  obstructed  bile  duct,  the  patient  should 
be  jaundiced,  so  I do  not  know  how  to  account  for 
them.  As  to  a diagnosis,  in  addition  to  those  al- 
ready mentioned  I am  going  to  have  to  wait  for 
an  exploratory  before  deciding.  When  we  find  that 
out,  we  will  then  know  what  caused  the  death. 


Discussion  by  Dr.  Howell  Randolph 
This  case  reminds  me  of  a sample  of  modernistic 
painting  in  which  one  can  imagine  that  he  sees  any 
number  of  different  concepts.  The  predominant 
symptoms  point  towards  gastro-intestinal  disturb- 
ance. Intermittent  pain  and  soreness  in  the  pit  of 
the  stomach  not  related  to  meals  and  associated 
with  definite  attacks  of  vomiting  and  severe  epigas- 
tric distress  might  be  caused  by  abnormalties  of  the 
liver,  obstructive  lesion  in  the  upper  gastro-intes- 
tinal tract,  luetic  disease  with  gastric  crises,  acute 
gastritis  due  to  dissipation  or  cardiac  disorder.  We 
have  a definite  history  of  tuberculosis  from  which 
the  patient  has  evidently  suffered  no  symptoms  for 
nearly  twenty  years.  Gradually  increasing  dysp- 
nea, palpitation  without  exertion,  definitely  en- 
larged heart,  short  systolic  murmur  heard  at  the 
base,  and  blowing  murmur  extending  into  the  dias- 
ole  with  Corrigan  pulse  and  definite  evidence  of  ex- 
treme aortic  regurgitation,  demonstrate  serious  de- 
gree of  cardio-vascular  disease.  Whether  this  group 
of  symptoms  is  primary  in  causing  gastro-intestinal 
disorder  is  problematical.  A definite  history  of  gall- 
bladder disease  which  was  evidently  cured  by  chol- 
ecystectomy many  years  before  and  subsequent  ap- 
pendectomy, brings  the  possibility  of  adhesions 
causing  obstruction  into  the  picture.  Enlargement 
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Correcting  an  Error 


In  the  Journal  of  the  A.  M.  A.,  March  28th, 

1931,  page  30,  we  inadvertently  stated  the  iron 
content  of  Mead’s  Cereal  to  be  68  milligrams 
per  hundred  grams.  (This  figure  was  confused 
with  .0068  gms.  iron  per  ounce.) 

The  correct  content  is  24  mgs.  iron  per  100 
gms.  But  even  so,  Meads  Cereal  contains  — 


A well-known  pediatrician  has  drawn  atten- 
tion to  the  fact  that  in  practice,  Mead’s  Cereal 
is  more  palatable  and  more  readily  taken  by 
children  than  other  iron- containing  foods, 
some  of  which  are  quite  unappetizing  and  even 
repellent,  especially  after  long-continued  use* 

Mead  Johnson  & Co*  INF  ANT^IET"1  MATERIALS  Evansville,  Ind* 


Mead’s  Cereal  also  is  rich  in  copper,  calcium,  phosphorus  and  in  other  essential  minerals. 
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of  the  liver,  pain  on  pressure  in  the  right  flank, 
extreme  tenderness  over  this  area,  together  with  his- 
tory of  alcoholism,  make  one  think  of  cirrhosis  of 
the  liver.  Moderate  degree  of  anemia  strengthens 
this  diagnosis  but  might  also  be  incident  to  any 
wasting  disease.  X-ray  examination  of  the  stom- 
ach suggests  some  disorder  in  the  duodenum  not  of 
a sufficient  degree  to  cause  an  obstruction.  Some 
conditions  suggesting  the  possibility  of  relief  by 
operation,  is  present.  I am  inclined  to  think  that 
this  must  have  been  diagnosed  as  a malignancy. 

In  relieving  the  case  I am  impressed  by  the  car- 
diac group  of  symptoms.  It  seems  likely  that  this 
patient  does  have  syphilitic  disease  of  the  aorta  and 
this  probably  has  caused  enlargement  of  the  liver 
and  gastro-intestinal  symptoms. 

Aortic  insufficiency,  cardiac  failure,  possible  an- 
eurism of  the  thoracic  aorta. 


Discussion  by  Dr.  I).  R.  Gaskins 

As  one  goes  over  the  examination  of  this  case  he 
is  forcibly  struck  with  the  history  of  a long  stand- 
ing gall-bladder  and  liver  involvement  with  a termi- 
nal superimposed  decompensated  cardiac  condition. 
X-ray  examination  of  the  abdomen  reveals  a mass 
of  some  type  encroaching  upon  the  stomach  but  no 
history  of  gastric  pathology  is  given.  I am  very 
much  of  the  opinion  that  this  is  some  foreign  path- 
ology making  itself  manifest  by  a slight  degree  of 
pressure.  The  thing  to  bear  in  mind  in  explaining 
this  condition  is  possible  aneurism  of  the  abdominal 
aorta,  enlargement  of  the  spleen  or  slight  enlarge- 
ment of  the  liver.  As  this  patient  approaches  the 
terminal  end  of  her  illness  we  get  a definite  history 
of  excessive  alcoholism  so  we  are  naturally  forced  to 
think  of  portal  cirrhosis  of  the  liver  which  in  its 
earliest  stages  presents  more  enlargement.  How- 
ever all  this  history  is  over-shadowed  by  a marked 
cardiovascular  disease,  so  we  must  naturally  look 
to  this  condition  for  reason  of  death. 

With  the  pistol  shot  pulse  and  Corrigan  phenome- 
non we  first  think  of  aortic  insufficiency.  We, 
therefore,  wish  to  make  a diagnosis  of  cardiovascu- 
lar disease  with  the  pathology  definitely  an  aortic 
insufficiency  with  possible  aneurism  of  the  abdom- 
inal aorta,  with  beginning  cirrhosis  of  the  liver. 


Discussion  by  Dr.  R.  B.  Raney 
The  outstanding  features  of  this  case  include  a 
typical  pain  in  the  epigastric  region  referred  di- 
rectly to  dorsal  regions  and  into  costal  margin  of 
either  side;  this  suggests  primarily  pancreatic  dis- 
ease. There  is  a wide  range  between  systolic  and 
diastolic  pressures  which,  along  with  other  find- 
ings, would  indicate  vascular  cardiac  disease,  and 
one  would  not  be  surprised  to  find  an  aneurism 
along  the  aorta.  No  Wasserman  reaction  is  men- 
tioned; however  this  type  of  aortitis  is  usually 
luetic  in  origin  and  would  not  be  an  uncommon 
finding  in  a subject  leading  the  indiscrete  life  which 
this  patient  has.  While  we  cannot  rule  out  cancer 
of  the  pancreas,  there  are  not  enough  positive  find- 
ings in  urine,  blood,  etc.,  to  establish  it.  It  is 
hardly  possible  to  discuss  a case  history  in  500 
words  with  any  degree  of  logic.  However,  there  are 
positive  evidences  of  old  pulmonary  tuberculosis,  as 
well  as  positive  findings  of  a vascular-cardiac 
lesion  and  it  would  not  be  unusual,  in  fact  well  in 
keeping,  to  find  an  aneurism  of  the  upper  aorta, 
which  would  produce  the  type  of  pain  described. 


Discussion  by  Drs.  Richard  Cabot  and 
George  W.  Holmes 

I suppose  if  we  read  only  the  opening  paragraph 
we  should  say  peptic  ulcer.  But  we  should  cer- 


tainly have  to  add  that  peptic  ulcer  would  never 
last  only  three  days.  It  would  last  longer. 

By  a “griping”  pain  I suppose  we  generally 
mean  a pain  that  comes  with  peristaltic  rhythm. 
If  it  comes  at  regular  intervals  it  would  seem  to 
be  related  to  the  movements  of  the  gastro-intestinal 
tract.  So  I suppose  this  pain  was  intermittent  at 
regular  intervals. 

As  one  reads  along  this  gradually  changes  from 
a gastric  to  a cardir»c  history.  But  it  is  rather  hard 
to  say  how  that  could  give  this  sort  of  symptoms. 
Of  course  gall  bladder  adhesions  could  give  some 
sort  of  symptoms.  I do  not  know  that  they  can 
be  altogether  ruled  out.  But  she  has  at  present 
more  cardiac  than  gastro-intestinal  or  gall  bladder 
symptoms. 

Of  course  the  tuberculous  episode  is  important, 
because  tuberculosis  is  one  of  the  important  causes 
of  dyspepsia  and  indigestion  of  various  kinds.  It 
does  not  seem  to  me,  however,  as  if  tuberculosis 
could  be  causing  this.  At  the  present  time,  previ- 
ous to  reading  the  phys'cal  examination,  I am  look- 
ing to  cardiac  disease  as  the  probable  cause  of  her 
symptoms. 

The  pulse  pressure,  if  the  record  is  correct,  and 
I have  no  reason  to  doubt  it,  would  go  very  far  to 
give  us  a diagnosis  of  aortic  regurgitation. 

It  seems  to  me  we  have  every  reason  to  suppose 
that  the  tenderness  in  the  right  flank  is  due  to  the 
liver, — congestion  and  pain  because  of  it. 

I think  costovertebral  tenderness  is  a term  that 
means  very  little.  You  will  find  that  you  can  pro- 
duce it  in  almost  any  normal  person.  The  tendon 
reflexes  were  a little  more  active  than  usual,  I 
take  it. 

There  is  no  good  evidence  of  renal  trouble  so 
far  as  the  urine  shows  it. 

There  is  secondary  anemia  which  we  must  some- 
how account  for  and  which  aortic  regurgitation  in 
itself  will  not  account  for. 

The  test  meal  shows  low  acidity  but  no  achylia. 
I do  not  think  we  have  any  good  evidence  against 
the  stomach. 

It  is  rather  surprising  that  the  stool  should  be 
clay-colored,  there  bemg  no  jaundice. 

With  a negative  liver  function  test,  we  have 
nothing  in  particular  to  say  against  the  liver. 

DR.  HOLMES:  In  the  examinations  of  the  gas- 
tro-intestinal tract  the  fluoroscopic  observations  are 
usually  much  more  important  than  the  films.  We 
have  here  a series  of  films  taken  to  show  the  spine. 
The  only  thing  that  I can  see  that  is  at  all  unusual 
is  that  there  are  some  small  white  spots  which  I 
should  suppose  were  calcifications  in  the  costoverte- 
bral region.  You  can  also  see  a calcified  area  in  the 
anterior  view  between  the  ninth  and  the  tenth 
dorsal  vertebrae.  Such  a localized  area  of  calcifi- 
cation is  usually  due  to  some  trauma  with  injury 
to  the  disc.  It  may  have  no  bearing  on  the  pres- 
ent condition. 

DR.  CABOT:  Are  those  calcifications  ever  of  any 
importance,  Dr.  Holmes? 

DR.  HOLMES:  They  might  occur  in  tumor,  but 
we  should  not  be  able  to  make  a diagnosis  of  tumor 
from  the  presence  of  calcifications.  I think  they 
are  important  in  deciding  whether  the  patient  has 
had  an  injury.  They  would  not  be  positive  evidence. 
We  have  quite  a series  of  films  taken  of  the  stom- 
ach. You  see  the  normal  gas  bubble  in  the  fundus 
of  the  stomach,  the  mid-portion  of  the  duodenum. 
The  peristaltic  waves  are  fairly  well  shown  as  they 
pass  over  the  stomach.  I should  think  from  those 
films  that  the  stomach  and  duodenum  are  normal. 
Of  course  we  are  not  justified  in  making  such  a 
statement  from  the  films  alone.  In  this  other  film 
of  the  stomach  the  duodenum  is  better  shown.  It 
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Thermometers, 
Wheel  chairs 

Surgical  instru- 
ments. 


Leading  Physicians  and  Surgeons  of  the 
Southwest 

Are  authorities  whose  judgment  cannot  be  gainsaid  . . . 

and  when  an  overwhelming  majority  of  them  place  complete  re- 
liance in  the  quality  and  service  of  R.  L.  SCHERER  CO.,  for 
every  phase  of  professional  requirements  . . ■ supplies,  serv- 


information,  it  is  an  endorsement 
Remember  that  we  are  factory-author- 
World’s  finest  makes  of  surgical  and 
every  latest  innovation  is  immedi- 
and  our  twenty  years’  reputation 
for  integrity  and  efficiency  is  back  of  every  piece  of  equipment, 
every  service.  Our  Arizona  Representative,  Mr.  Burlingame,  is 
at  your  service  at  all  times.  Whenever  you  want  him,  just  wire 
Los  Angeles. 


icing  . . . repairs  . 

which  must  be  deserved, 
ized  distributors  of  the 
hospital  equipment  . . 

ately  obtainable  here 


R.  L.  SCHERER  COMPANY 

936  South  Flower  St.,  Los  Angeles,  California. 
679  Sutter  St.,  San  Francisco,  California. 

148  Locust  Ave.,  Long  Beach,  California. 
Medico-Dental  Building,  San  Diego,  California. 


Please  call  or  write 
for  informative  book- 
lets on  ANY  equip- 
ment, gratis. 


THE  ROBINSON  CLINIC 

The  treatment  of  dementia  paralytica  (paresis)  has  always  been 
more  or  less  hopeless.  Arsenicals,  mercury  and  intra-spinal  treat- 
ment had,  for  years,  been  the  only  approach.  Malarial  therapy  was 
introduced  in  1918  and  there  is  no  doubt  that  it  is  an  advance,  as 
thirty-three  per  cent  of  the  patients  have  clinical  remissions;  but  the 
mortality  rate  is  high.  Typhoid  vaccine  was  introduced  in  1927,  and 
has  the  advantage  of  being  controllable.  All  forms  of  fever  therapy 
are  an  advance. 

IS 

In  1930,  Neyman,  et  al,  reported  the  use  of  generalized  diathermy 
to  produce  fever,  and  their  results  were  highly  satisfactory;  they 
claim  over  sixty  per  cent  clinical  remissions  and,  most  encouraging, 
no  deaths  in  their  series. 

The  Robinson  Clinic  has  purchased  generalized  diathermy  equip- 
ment, and  our  results,  to  date,  have  been  very  satisfactory.  Our 
series  of  cases  is  progressing  nicely,  and  soon  we  hope  to  report 
our  results. 

v| 

In  consideration  of  the  financial  conditions  in  parts  of  the 
Southwest,  we  have  recently  reduced  our  rates  for  hospital  care,  in 
order  to  better  serve  the  profession,  whenever  possible. 

CURTIS-WRIGHT  FLYING  SERVICE 

Nervous  and  Mental  G.  WILSE  ROBINSON,  M.D. 

Diseases  Medical  Director 

1432  Professional  Building 

G.  Wilse  Robinson,  Jr.,  M.D.  8100  INDEPENDENCE  ROAD 

Associate  Medical  Director  KANSAS  CITY,  MO. 
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is  smooth  and  of  normal  shape.  It  is  hardly  possi- 
ble that  there  could  be  an  ulcer  of  any  size  present. 
The  man  who  did  the  fluoroscopic  examination  was 
evidently  a little  uncertain  about  the  colon.  From 
these  films  I do  not  see  anyth  ng  that  would  lead 
to  a diagnosis  of  a pathologic  process. 

There  is  here  in  the  right  iilac  fossa  a con- 
tracted area  that  is  not  inconsistent  with  car- 
cinoma, but  there  is  no  evidence  that  that  is  con- 
stant. 

I think  if  there  were  a new  growth  producing 
such  a deformity  as  we  see  there  the  man  who  did 
the  fluoroscopy  would  have  no  trouble  in  finding 
it,  and  there  would  be  obstruction  with  a growth  of 
that  kind.  We  have  none  of  those  things  here.  I 
should  call  it  a negative  examination. 

DR.  CABOT:  Up  to  date  we  have  first-rate  evi- 
dence of  aoritc  regurg  tation,  pretty  good  evidence 
of  congested  liver  and  not  mu-h  evidence  of  any- 
thing else.  Doesn’t  that  fluoroscopic  note  show  a 
very  unusual  state  of  things.  Dr.  Holmes? 

DR.  HOLMES:  I think  it  is  merely  stated  in  an 
unusual  way. 

DR.  CABOT:  What  about  that  displacement  of 
the  esophagus  ? 

DR.  HOLMES:  That  happens  occasionally.  When- 
ever the  left  auricle  is  large  it  displaces  the 
esophagus.  I think  that  is  what  we  should  expect. 

DR.  CABOT:  Then  the  evidence  is  not  merely 
of  enlargement  of  the  left  ventricle  but  also  of  en- 
largement of  the  left  auricle,  which  I should  not 
have  predicted. 

Whether  that  was  jaundice  or  just  sallowness 
that  she  showed  at  the  end  of  her  attacks  we  can- 
not tell. 

We  see  that  they  had  evidently  been  wondering 
whether  there  was  a considerable  psychic  element 
in  this  patient’s  complaints.  They  tried  to  get  evi- 
dence in  confirmation  of  that  and  did  not  get  it. 

DIFFERENTIAL  DIAGNOSIS 

Before  we  know  what  the  operation  showed  we 
have  to  say  what  the  preoperative  diagnosis  would 
be.  I am  very  much  in  doubt.  I do  not  believe 
aortic  regurgitation  would  account  for  all  this  pain. 
But  what  does  account  for  it?  I cannot  name  any- 
thing. Certainly  I do  not  believe  it  is  the  stomach. 

I do  not  believe  such  continued  pain  as  this  with- 
out any  particular  relation  to  meals  ever  comes 
from  a gastric  ulcer,  and  the  x-ray  would  rule  that 
out.  The  gall  bladder?  There  are  a number  of 
things  that  make  us  think  of  that.  But  I do  not 
know  how  we  can  have  pain  of  this  kind  with  the 
gall  bladder  removed.  My  guess  is  that  adhesions 
about  the  gall  bladder  was  what  the  surgeon 
thought.  I think  he  operated  for  something  in  the 
gall  bladder  or  something  due  to  it,  very  possibly 
adhesions.  Stone  in  the  pancreas  the  x-ray  does 
not  help  us  to  rule  out,  does  it,  Dr.  Holmes?  One 
clay  colored  stool  is  not  evidence  of  trouble  in  the 
pancreas.  Stone  in  the  pancreas  is  a very  hard 
diagnosis  to  make.  I do  not  think  I ever  made  it 
right.  However,  I do  not  know  how  to  exclude  it. 
We  have  no  reason  to  blame  the  spine.  Dr.  Holmes 
is  evidence  against  that.  Her  drinking  habits 
might  suggest  cirrhosis.  I do  not  know  any  other 
disease  of  the  liver  that  would  give  us  such  symp- 
toms. But  there  is  no  portal  obstruction.  Syphilis 
of  the  liver  she  might  have,  but  that  is  not  a pain- 
ful disease.  Malignant  disease  of  the  liver  or  of 
the  bile  ducts?  Very  possibly;  but  we  have  no 
evidence  beyond  pain,  and  it  is  very  dangerous  to 
make  a diagnosis  on  pain  alone. 

As  you  remember,  one  surgeon  did  not  think 
there  was  anything  to  operate  upon.  “Adhesions  or 
nothing,”  he  thought.  I imagine  that  was  the  rea- 
soning of  the  first  surgeon.  Another  said,  “This 


patient  wants  an  operation.  We  do  not  know 
much  about  the  diagnosis,  but  there  may  be  some- 
thing to  remove.”  I should  say  it  was  an  operation 
done  for  exploration  with  the  possibility  of  ad- 
hesions. Are  there  any  other  suggestions  from  the 
class  before  we  look? 

A STUDENT:  How  about  gastric  crises  of 

syphilis  ? 

DR.  CABOT:  That  is  a good  idea.  So  far  as  I 
know  the  symptoms  would  be  right,  except  that 
they  are  a little  too  continuous.  We  have  no  other 
evidence  that  I know  of  for  syphilis  except  aortic 
regurgitation.  We  have  no  Wassermann  report.  I 
do  not  know  why.  I cannot  exclude  syphilis.  As 
you  know,  I am  always  slow  to  make  a diagnosis 
of  syphilis  without  compelling  evidence.  We  have 
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THE  NEW  KOMPAK  MODEl 


SMALLEST — LIGHTEST— HANDIEST 


Let  u s send  you  this  master  instrument  now. 

Small  in  size — light  in  weight — beautiful  in  appearance 
— it  looks  and  folds  like  a fine  pocket  camera. 

The  Kompak  Model  is  the  latest  addition  to  a distin- 
guished line  of  Lifetime  Baumanometers.  Like  all  other 
Lifetime  Baumanometers,  the  Kompak  Model  is  individ- 
ually calibrated,  scientifically  accurate — guaranteed 
to  remain  so,  and  carries  the  Lifetime  Baumanometer 
exclusive  guarantee  against  glass  breakage. 

It  is  Just  the  instrument  you  have  been  waiting  for 
Note  its  distinguishing  specifications — or  better  still,  let 
us  send  one  for  your  inspection. 

Use  the  coupon — and  you  will  be  agreeably  surprised 
at  the  remarkable  advances  in  sphygmomanometer 
construction 


SPECIFICATIONS 
Calibration:  260  mm. 

Size:  15/g"  x 3%"  x U5/8". 

Weight:  30  oz. 

Inflation  System  Self-contained. 

Duralumin  case  with  baked  enamel  edges. 
Cenuine  Morocco  grain  leather. 

Entire  manometer  unit  chromium  plated. 
Jndividual  nameplate  cast  in  cover. 

Table  of  clinical  averages  embossed  in  case. 
Lifetime  Guarantee  against  glass  breakage. 
Perpetual  Guarantee  for  accuracy. 
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Furniture,  Reception  Room  Furniture,  Physical 
Therapy  Apparatus,  Chrome  Plated  Instruments, 
Diagnostic  Instruments  and  Apparatus,  Laboratory 
Apparatus,  Supplies,  Orthopedic  Supplies,  Etc. 
Everything  for  a distinctive  armamentarium.  Just  mail 
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no  evidence  of  it  in  the  nervous  system.  We  may 
hi've  evidence  of  it  in  the  heart.  If  it  is  that  in 
the  heart  the  pain  perfectly  well  could  be  gastric 
crises  so  far  as  I know.  It  is  about  as  good  a 
guess  as  anything  else. 

PREOPERATIVE  DIAGNOSIS 

Localized  peritonitis. 

Possible  perforation  of  the  stomach. 

OPERATION 

Under  ether  a rounded  resistance  was  felt  in  the 
epigastrium.  The  abdomen  w?s  opened  with  marked 
edema  of  the  peritoneum.  There  was  some  free 
fluid  lying  over  a mass  of  adhesions  between  the 
duodenum  and  the  liver.  The  right  lobe  of  the  liver 
was  felt,  engorged  and  enlarged.  Both  the  right 
rnd  left  lobes  were  swollen  and  rounded  like  pas- 
sive con^est  on.  On  freeing  the  adhesions  between 
the  duodenum  and  the  liver  a small  tear  was  made 
in  the  duodenum  from  which  a small  amount  of 
yel'ow  gelatinous  material  escaped.  This  opening 
was  sutured  and  the  exploration  continued.  No 
leHon  was  found  in  the  stomach  or  duodenum. 
There  was  no  evidence  of  malignancy.  The 
liver  was  abnormally  large.  Its  condition  and  the 
overlying  edema  seemed  to  be  due  to  passive  con- 
gestion. The  incision  was  closed  without  further 
exploration. 

FURTHER  DISCUSSION 

DR  CABOT : “Possible  perforation  of  the  stom- 
ach.” Can  that  exist  with  such  films  as  these,  Dr. 
Holmes  ? 

DR.  HOLMES:  I think  not.  In  most  perforations 
there  is  some  free  gas  in  the  belly,  and  we  should 
get  gas  between  the  liver  and  the  diaphragm. 

DR.  CABOT:  We  know  she  has  aortic  regurgita- 
tion. We  have  to  find  what  kind,  rheumatic  or 
syphilitic.  On  the  whole  I am  going  to  say  rheu- 
matic. She  had  had  an  attack  of  rheumatism.  That 
is  much  more  common  than  the  syphilitic  type.  We 
have  no  good  evidence  of  syphilis  anywhere.  The 
enlarged  left  auricle  makes  it  quite  possible  that 
there  is  a mitral  lesion  too,  even  though  the  clinical 
evidence  is  not  put  into  this  record.  It  cannot 
amount  to  much  if  we  consider  the  jump  of  the 
blood  pressure  from  20  to  160,  which  is  hardly  con- 
sistent with  much  mitral  lesion,  because  there  is 
so  little  blood  coming  through  a stenosed  mitral 
valve  that  the  left  ventricle  could  not  contract  vio- 
lently enough  to  produce  such  a systolic  pressure. 
Tf  there  is  any  mitral  lesion  it  should  be  slight, 
hardly  to  be  considered.  There  will  be  hypertrophy 
and  dilatation  of  the  heart.  So  far  as  the  x-ray 
goes  it  looks  as  though  it  were  the  left  ventricle 
and  the  left  auricle.  We  have  no  electrocardiogram. 
The  kidneys  will  show  nothing,  the  lungs  nothing. 
The  liver  may  be  cirrhotic,  but  they  did  not  find  it 
so  at  operation.  They  certainly  had  a good  chance 
to  look.  I do  not  know  what  else  there  is.  I do 
not  think  there  is  anything  else  except  congestion 
of  the  liver.  Perhaps  we  shall  never  know  the 
cause  pf  her  pain. 

CLINICAL  DIAGNOSIS 

Rheumat'c  heart  disease  with  congestive  failure. 

DR.  RICHARD  C.  CABOT’S  DIAGNOSIS 

Rheumatic  heart  disease,  aortic  stenosis  and 
regurgitation. 

Hvpcrtrophy  and  dilatat’on  of  the  heart. 

Chronic  passive  congestion  of  the  liver. 

ANATOMIC  DIAGNOSES 
1.  Primary  diseases. 

Aortitis,  probably  syphilitic. 

Acute  and  chronic  endocarditis,  rheumatic  and 
syphilitic. 


2.  Secondary  or  terminal  lesions. 

Chronic  passive  congestion  of  the  liver. 

Central  necrosis  of  the  liver. 

Pathologic  Discussion  by  Dr.  Tracy  B.  Mallory 

The  autopsy  brings  some  surprises.  The  one 
outstanding  anatomic  lesion  was  the  most  extensive 
acute  luetic  aortit’s  that  I have  ever  seen.  His- 
tologically the  process  is  typical  of  syphilis  and 
dees  not  suggest  rheumatic  aortitis.  The  heart  was 
slightly  enlarged,  weighing  425  grams.  The  aortic 
valve  showed  very  slight  fibrosis  and  slight  separa- 
t'on  of  the  cusns;  there  may  possibly  have  been 
s’ight  regurgitation.  The  mitral  valve  showed  a 
few  minute  verrucose  vegetations  but  no  chronic 
lesion.  There  was  no  marked  degree  of  deformity 
of  any  valve.  The  orifice  of  the  right  coronary 
artery  was  definitely  narrowed. 

Many  adhesions  around  the  bed  of  the  gall  blad- 
der and  the  duodenum  were  still  there.  I do  not 
believe  the  surgeon  succeeded  in  free:ng  very  many 
of  them.  There  was  marked  chronic  passive  con- 
gestion of  the  liver  and  a very  slight  degree  of 
central  necrosis.  I have  no  proof  as  to  what  caused 
her  pain,  but  the  findings  in  the  aorta  make  me 
think  of  gastric  crises  more  than  anything  else.  It 
is  not  entirely  impossible  that  those  attacks  of 
“cholecystitis”  and  “appendicitis”  may  be  explained 
on  the  same  basis.  I have  never  seen  such  ex- 
tensive aortitis  due  to  rheumatic  fever.  It  can 
cause  aortitis,  but  it  does  not  produce  such  ex- 
tensive destruction  of  t'ssue,  and  the  cellular  in- 
filtration is  different  in  character  and  distribution. 
The  mycotic  type  of  aortitis  can  also  be  readily  dis- 
tinguished, and  I feel  I can  rule  it  out  in  this  case. 

DR.  HOLMES:  Is  it  confined  to  the  thoracic 
aorta  ? 

DR.  MALLORY:  Largely,  though  about  four 
centimeters  of  the  upper  abdominal  aorta  was  also 
involved. 

DR.  HOLMES:  Was  the  aorta  dilated? 

DR.  MALLORY : Somewhat  diffusely  dilated. 

The  process  began  just  above  the  valve,  which  was 
sl'ghtly  involved. 


THE  WOMAN'S  AUXILIARY  TO  THE 
A.  M.  A. 

(Western  District) 

MRS.  JAMES  F.  PERCY 

As  my  division  in  the  organization  work  covers 
the  states  of  the  far  west,  branching  to  the  middle 
states  only  to  include  Nebraska,  this  panorama  will 
begin  there.  We  have  been  enjoined  for  so  many 
years  to  “Go  West,”  it  has  now  become  a favorite 
direction  of  travel. 

Nebraska  is  always  up  and  doing  and  a survey  of 
activities  of  1931,  shows  an  extensive  distribution 
of  the  National  Auxiliary  Study  Envelope  on  “Com- 
municable Disease  Control”;  much  welfare  work, 
especially  providing  professional  visiting  nurses  for 
public  schools  in  various  counties  and  definite  or- 
ganization of  county  relief  work  at  a great  saving 
to  the  county  commissioners.  Here  indeed  is  a far- 
reaching  benefit  for  the  community-at-large  in  a 
practical,  economic  way.  | Benefits  are  held  to  pro- 
cure funds  for  completing  files  of  scientific  books 
and  magazines  and  research  work  of  the  pathologi- 
cal laboratory  connected  with  the  Sharp  B'uilding 
Library  at  Lincoln.  The  Auxiliaries’  scientific  edu- 
cational programs  contain  many  important  names, 
these  together  with  social  and  philanthropic  activi- 
ties keep  everyone  interested,  useful  and  happy.  One 
new  county  auxiliary  has  been  reported  as  a last 
gift  to  this  administration. 

Colorado  has  kept  up  the  interest  aroused  during 
the  National  Presidency  of  Mrs.  F.  P.  Gengenbach 
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of  Denver,  particularly  with  spreading  ideas  of 
good  and  better  health  through  the  use  of  literature 
in  the  less  populated  districts.  Included  with  this, 
Study  Envelopes  have  been  used  and  a greater  field 
developed  for  approved  health  programs  in  other 
organizations.  Growth  in  numbers  has  not  been 
sought  so  much  as  growth  in  achievements. 

Wyoming  must  be  passed  as  having  been  silent  to 
all  requests  for  even  a hint  as  to  Jts  status.  Geo- 
graphically, Wyoming  and  Utah  are  difficult  of  or- 
ganization but  within  the  few  years  that  lie  ahead, 
they  are  certain  to  be  caught  in  the  vibration  al 
ready  swinging  its  way  throughout  the  land  and 
they  cannot  long  be  resistant  to  its  call,  we  are 
sure.  Utah  has  already  given  expression  through 
her  women  visiting  other  states,  that  she  is  ready 
to  take  action  to  further  a properly  organizzed 
auxiliary. 

New  Mexico,  with  but  one  county,  Bernalillo,  or- 
ganized and  far  from  all  centers  of  activity,  has 
been  an  inspiration  by  their  efforts  to  follow  the 
National  precepts.  Unless  one  has  traveled  the 
great  spaces  of  the  deserts  of  the  southwest,  no 
conception  of  its  distances  can  be  formed.  This  one 
county  has  taken  up  Child  Welfare  work,  sale  of 
Tuberculosis  Seals,  enjoyed  programs  from  their 
medical  men,  County  Charities’  Chairman,  County 
Health  Nurses  and  State  Director  of  Public  Health 
and  carried  the  social  activities  of  the  State  Medi- 
cal Convention.  They  are  few  in  numbers,  but 
verily  the  leaven  quickeneth  the  whole  loaf. 

Arizona  has  trebled  its  units  from  one  to  three 
but  has  found  organizaiton  work  difficult  due  to 
distances.  Social  features  have  prevailed  unless 
some  definite  need  has  loomed  in  the  offing,  such 
as  the  Basic  Science  Bill,  for  the  passage  of  which 
the  State  Auxiliary  made  great  effort.  In  a state  so 
filled  with  cults  the  passing  of  the  Bill  by  the  Sen- 
ate was  a real  achievement,  even  though  it  was 
finally  held  up  in  Committee.  However,  nothing 
daunted,  the  members  are  now  aroused  to  the  possi- 
bilities and  usefulness  of  an  auxiliary  and  experi- 
enced women  are  stepping  forward,  willing  to  serve 
and  assist  in  making  an  active,  worth-while  organ- 
ization. 

California  has  been  concerned,  aside  from  organi- 
zation, with  establishing  itself  upon  a permanent 
foundation  through  a proper  Constitution  and  ha.-, 
been  able  to  do  this  with  the  full  support  of  the 
California  Medical  Association,  who  are  printing 
these  Constitutions  as  a gift  to  the  State  Auxili- 
aries. 

At  the  recent  State  Meeting,  held  in  San  Fran- 
cisco, April  27-30,  165  women  registered,  with  55 
delegates  and  115  women  seated  at  the  annual  lunch- 
eon. The  Auxiliary  now  feels  safely  established 
and  on  its  keel. 

The  keynote  of  each  county  report  was  education 
but  the  social  side,  welfare  work,  Red  Cross,  chang- 
ing the  position  of  a State  Senator,  creating  senti- 
ment for  a Tuberculosis  Sanatorium,  local  philan- 
thropies, all  had  their  places  with  the  scientific 
programs.  A chart  “The  Technique  of  Following  a 
Bill  Through  the  Legislature  ’ provided  a most 
unique,  striking  and  valuable  object  lesson  of  in- 
formation as  to  what  we  are  all  up  against  in  our 
legislatures  and  their  procedure.  This  subject  is 
highly  recommended  to  all  organizations. 

A resolution  was  introduced  and  adopted  and  di- 
rected to  the  National  Committee  on  the  “High 
Cost  of  Medical  Care,”  asking  for  a change  in  the 
name  under  which  the  Committee  functions  to  one 
more  in  accord  with  the  facts  they  are  studying, 
namely:  “The  High  Cost  of  Illness  or  Sickness.” 
The  original  name  implies  some  fault  of  the  medi- 
cal profession,  while  the  proposed  name  is  inclusive 
of  all  the  various  factors  involved  in  the  problem. 
A copy  has  been  sent  to  the  National  Auxiliary 


— the  facts  about 

Hay  Fever 

Mention  Hay  Fever  to  doctor  or 
patient  during  the  summer  and 
you  touch  a tender  spot  in  both. 
This  disease  has  been  feared  more 
than  most  any  other.  When  pollen 
forms  on  trees  and  flowers,  the 
exodus  of  patients  affected  by 
these  products  begins  and  contin- 
ues until  frost.  Prepare  now  to 
give  these  patients  relief  and  cor- 
rect treatment.  You  will  get  the 
necessary  information  for  diagno- 
sis and  treatment  by  reading 


The  Pioneer  Book  on 


ALLERGY 


ASTHMA  AND  HAY  FEVER 
URTICARIA  AND  ALLIED 
MANIFESTATIONS  OF 
REACTION 

By  W.  VV.  DUKE,  Ph.B.,  M.D. 

Kansas  City,  Mo. 

2nd  Edition,  344  pages,  with  75  illustrations. 

Price  $5.50. 

No  other  internist  has  devoted  so  much  time 
in  Research  and  Clinical  Investigation  on  Al- 
lergy, Hay  Fever  and  Asthma  as  Doctor  Duke. 
His  results,  embracing  years  of  study  and  care- 
ful observation  are  set  forth  in  detail  in  this 
book.  In  329  pages,  with  75  illustrations,  he 
has  covered  the  subject  as  it  has  never  been 
done  before. 

You  get  reliable  information  on  one  of  the 
most  perplexing  subjects  in  Internal  Medicine 
in  this  book  and  it  comes  at  a time  when  you 
need  it  most.  Summer  is  here.  The  Hay  Fever 
patient  will  soon  be  knocking  at  your  door. 
Be  prepared. 


THE  C.  V.  MOSBV  CO.,  Medical  Publishers 
3523-35  Pine  Boulevard,  St.  Louis,  Mo. 

Send  me  a copy  of  2nd  Edition  of  Duke  on 
Allergy.  Price  $5.50. 

Name  

Address  ^ 
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asking  their  indorsement  of  said  resolution  at  the 
Philadelphia  Convention.  The  California  Medical 
Association  are  presenting  a similar  resolution  to 
the  House  of  Delegates,  A.  M.  A.,  whose  member- 
ship now  closely  approa,ches  900. 

The  interest  shown  and  the  friendliness  in  the 
social  life  at  this  Convention  demonstrated  a new 
order  which  we  hope  has  come  to  stay. 

Oregon  has  chiefly  concentrated  upon  organiza- 
tion work  and  revival  of  general  interest  this  year, 
through  providing  the  units  with  a list  of  suggested 
study  topics  to  encourage  a similarity  of  subjects. 
Portland  has  monthly  meetings  with  speakers  who 
use  the  material  contained  in  the  Study  Envelopes 
and  are  extending  their  educational  and  philan- 
thropic interests  as  well.  Temporary  organization 
in  one  county  is  hoped  to  soon  become  permanent, 
thereby  increasing  their  number  and  justifying  the 
work  of  the  state  officers. 

Washington  is  showing-  great  interest  to  become 
organized  and  after  considerable  correspondence,  it 
has  been  deemed  best  to  have  the  primary  action 
come  through  the  State  Medical  Meeting  which 
takes  place  soon  after  the  Philadelphia  Convention. 
We  feel  it  is  safe  to  prophesy  that  Washington  will 
be  on  the  list  of  organized  states  for  our  successor. 

Idaho  is  listed  as  an  organized  state  but  as  all 
letters  have  remained  unanswered  the  panorama 
must  end  here. 

To  those  who  were  fortunate  enough  to  attend 
the  National  Meeting  at  Philadelphia,  no  further 
stimulus  will  be  needed. 

Each  state  will  be  eager  to  carry  out  the  aims 
and  ideals  of  the  parent  organization. 

We  learn  from  those  who  have  achieved,  and  in 
Pennsylvania  the  accomplishments  of  the  Auxiliary, 
together  with  their  complete  plan  for  the  National 
Convention,  will  give  a wide  understanding  of  a 
still  greater  organization  and  insure  a generally 
more  important  reocgnition  in  the  days  to  come. 


PANORAMIC  VIEW  OF  THE  WOMAN’S 
AUXILIARY  TO  THE  A.  M.  A.  IN 
FOUR  ARTICLES 

3.  SOUTHERN  DISTRICT. 

Mrs.  C.  W.  Garrison. 

The  third  or  Southern  District  of  the  Woman’s 
Auxiliary  to  the  A.M.A.  may  not  have  moved  so 
rapidly  as  regards  the  number  of  Auxiliaries  or- 
ganized as  the  other  sections  but  the  quality  of  those 
existing  have  proven  them  to  be  of  the  greatest 
value  in  promoting  the  aims  of  the  national  body. 

Alabama  reported  three  counties  organized  last 
year,  and  is  particularly  interested  in  a health  pro- 
gram giving  especial  attention  to  children  with  a 
tuberculous  condition.  The  group  visited  in  Birm- 
ingham were  alive  and  interested,  and  had  the  co- 
operation of  their  Medical  Society. 

Arkansas  reported  thirteen  counties  organized, 
all  giving  attention  to  a health  program  and  try- 
ing to  raise  an  adequate  loan  fund  for  medical  stu- 
dents only.  Some  of  the  counties  contributed  obstet- 
rical kits  for  use  in  the  rural  districts.  Many  of 
the  Auxiliary  members  in  Arkansas  are  devoting 
much  time  and  energy  to  the  Parent-Teacher  work 
and  are  aiding  in  the  various  civic  and  welfare  or- 
ganizations. All  will  be  gratified  when  the  State 
is  organized  100  per  cent. 

Florida,  large  areas  of  which  are  sparsely  set- 
tled, has  ten  auxiliaries.  Some  of  these  are  com- 
posed of  a combination  of  two  or  more  counties. 
Proof  of  the  quality  of  these  groups  was  seen  when 
a large  medical  organization  and  its  auxiliary  were 
entertained  in  Miami  in  1929,  Mrs.  J.  Ralston  Wells, 
the  little  woman  who  now  heads  the  State  Auxili- 
ary, furnishes  further  proof  of  their  aliveness  and 


interest.  Florida  with  her  marvelous  fruits,  flow- 
ers, vegetables  and  her  wonderful  sunshine,  has 
just  as  wonder-ful  and  marvelous  women  in  her 
Medical  Auxiliary. 

Georgia,  which  has  given  to  A.  M.  A.  Auxiliary 
one  of  its  most  efficient  presidents,  Mrs.  Allen  H. 
Bunce,  has  more  counties  than  any  other  state  of 
its  size  and  has  twenty-one  of  these  organized  for 
Auxiliary.  They  have  the  full  approval  and  co- 
operation of  the  State  Medical  Association,  and  hav- 
ing attended  their  State  convention  in  1929,  the 
writer  will  vouch  for  the  fact  that  no  national 
meeting  is  more  replete  with  interest  and  enthusi- 
asm than  were  found  in  Georgia,  nor  have  we  found 
anywhere  a greater  desire  to  foster  the  aims  and 
purposes  of  the  national  body.  No  group  of  women 
can  possibly  have  greater  courtesy,  interest  and  en- 
couragement shown  them  and  their  work  than  is 
given  to  the  Georgia  Auxiliary  by  the  medical  men. 
Mrs.  Harrold  will  bring  from  her  state  a goodly 
report. 

Louisiana  reports  only  two  parishes  organized. 
Taking  into  consideration  the  fact  that  one  of  these 
two  auxiliaries  has  a greater  enrollment  than  have 
some  whole  states,  makes  us  feel  that  Louisiana 
will  not  be  far  behind  in  the  number  of  parishes 
when  her  final  report  of  accounting  comes  in.  She 
is  not  lacking  in  interest  in  any  direction  because 
the  president  of  the  State  Auxiliary,  Mrs.  Harrold, 
is  of  the  type  who  says  “We  will.” 

Mississippi  reported  four  auxiliaries  last  year, 
and  again  we  are  able  to  speak  with  assurance  of 
our  expectations  from  this  state.  The  president  of 
the  State  Auxiliary  attended  the  meeting  in  De- 
troit and  returned  to  her  state  carrying  with  her 
additional  enthusiasm  and  determination  to  gather 
into  the  fold  more  county  organizations.  This 
dream  will  come  true.  Mrs.  Polk  was  the  first  to 
respond  to  our  first  circular  letter.  She  has  the 
approval  and  encouragement  of  the  medical  men  of 
her  state  to  go  forward. 

We  may  expect  to  hear  of  more  interest,  as  well 
as  more  auxiliaries  in  North  Carolina.  Mrs.  W.  B. 
Murphy  is  the  President  of  this  great  State,  and 
though  we  have  before  us  no  report  for  last  year, 
we  do  know  of  their  interest  in  the  past  and  believe 
we  may  hear  the  number  five  at  least  doubled  in 
their  next  report. 

South  Carolina  shows  thirteen  counties  organ- 
ized, and  Mrs.  Mauldin  was  prompt  to  reply  with 
assurances  that  better  things  are  ahead  for  next 
year. 

Mrs.  L.  M.  Sackett  now  leads  the  one  Auxiliary 
reported  from  Oklahoma,  and  we  feel  cei'tain  that 
others  will  be  added  before  June. 

On  invitation  from  its  President  we  had  the  pleas- 
ure of  meeting  with  the  Davidson  County  Auxiliary 
in  Tennessee  early  in  October,  and  found  a splen- 
did group  of  women  earnestly  desiring  to  serve  in 
the  most  useful  way.  We  found  as  a member  of 
this  Auxiliary  the  State  President,  Mrs.  Milton  S. 
Lewis.  While  only  four  auxiliaries  are  reported 
from  Tennessee,  they  are  the  counties  in  which  the 
largest  cities  are  located.  The  distances  are  great 
between,  but  with  the  known  interest  and  enthusi- 
asm of  the  two  counties  visited,  Davidson  and  Shel- 
by, we  are  assured  fhat  Tennessee  will  bring  to  the 
next  National  meeting  a report  filled  with  accom- 
plishments which  tend  to  fulfill  the  aims  and  pur- 
poses of  the  Auxiliary. 

While  we  were  not  fortunate  enough  to  meet  with 
the  Texas  Auxiliary,  we  did  have  a little  visit  with 
the  energetic  and  charming  president,  Mrs.  0.  M. 
Marchman.  Texas,  the  mother  state  of  the  Medical 
Auxiliary  as  it  is  now  recognized,  has  thirty-five 
County  Auxiliaries,  and  with  a live,  interested  or- 
ganization chairman  such  as  Mrs.  J.  T.  Moore  is 
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proving  herself  to  be,  others  will  be  added  before 
the  next  State  meeting  in  May.  Texas  Auxiliaries 
have  earnestly  promoted  a health  program,  always 
working  shoulder  to  shoulder  with  the  fine  progres- 
sive men  of  the  Medical  Association  who,  in  turn, 
endorse  the  Auxiliary  movement,  and  are  unstinted 
in  encouragement  to  further  development  of  the 
organization. 

At  this  time  the  minds  of  the  Third  District  are 
directed  towards  the  Keystone  State  and  the  City 
of  Brotherly  Love,  and  many  are  hoping  to  be 
wesding  their  way  to  Philadelphia  in  early  June 
that  they  may  partake  of  the  feast  of  inspiration 
and  absorb  the  spirit  of  Auxiliary.  Pennsylvania 
and  her  neighboring  states  have  grown  so  mar- 
velously that  all  are  now  anxious  to  sit  at  their 
feet  and  learn.  This,  the  third  districe,  is  anxious 
to  contribute  its  quota  of  honor  paid  to  the  medical 
men  in  whose  interest  we  serve,  and  so  it  is  with 
high  anticipation  that  all  plans  are  being  made  to 
be  present  at  the  annual  meeting  of  the  A.  M.  A. 
June  8-12,  1931. 

Editor,  Southwestern  Medicine: 

At  the  completion  of  a course  in  pathology 
for  the  class  of  nurses  in  the  St.  Joseph’s 
Hospital  Training  Schcol  of  Phoenix,  an  ex- 
amination was  given  and  one  of  the  require- 
ments was  that  each  student  write  a short 
theme  of  not  more  than  five  hundred  words 
on  the  subject  of  tuberculosis,  covering  the 
bacterial  cause,  how  infect'ons  occur,  most 
common  sites  of  infect’on,  and  how  spread 
over  the  body.  One  of  the  students  submit- 
ted her  theme  in  verse  and  it  is  handed  you 
as  a very  unique  form  for  so  prosaic  a sub- 
ject. Aside  from  a few  inaccuracies,  which 
might  be  checked  off  to  poetic  license,  it 
very  satisfactorily  covers  the  subject. 

H.  P.  MILLS,  M.D. 

SONG  OF  THE  TUBERCLE  BACILLUS 
We,  like  the  pirates  of  old 
Seeking  new  ventures,  and  bold, 

We  are  invaders. 

Into  fhe  lungs  we  invade. 

There  a grey  nodule  is  made 
Called  a tubercle. 

Thus  we  begin, — and  so 
Similar  growths  we  grow, 

Matastasizing. 

Throughout  the  body  we  spread, 

We,  the  bacilli  stained  red, 

Spreading  infection. 

And  when  resistance  we  meet 
We  do  not  beat  a retreat. 

Nay!  We  lie  dormant. 

Covered  by  fibers  or  lime, 

We  lie — biding  our  time, 

Seldom  impatient. 

Sometimes  for  years  we  remain 
Waiting,  but  seldom  in  vain, 

Our  opportunity. 

Oft  adolescence’s  the  time 
We  up  the  battle-hill  climb 
There  to  besiege. 

Bang!  go  the  nodules  of  grey, 

They  no  longer  can  stay 
Further  invasion. 

Soon,  then,  the  body  grows  thin, 
Coughing  and  hemorrhage  begin, 

Cavities  grow. 


When  we  the  bloodstream  avail, 
Over  the  body  we  sail, 

Wearing  down  barriers. 

Even  bone  tissue  we  slay, 
Fighting  for  us  is  now  play — 
Yea,  we  have  conquered. 
Sunshine  alone  we  dread, 

Fresh  air,  food,  rest  in  bed, 
These  are  our  foes. 

We,  the  bacilli  stained  red, 
Fight  till  the  body  is  dead; 

Then  it  is  ours. 

We,  like  the  pirates  of  old 
Seeking  new  ventures,  and  bold, 
We  have  invaded. 


THE  NEW  SQUIBB  BUILDING 
A Symbol  of  Progress 

Nearly  75  years  ago,  Dr.  E.  R.  Squibb  founded 
a modest  pharmaceutical  laboratory  which  was  des- 
tined to  become  the  modern  institution  of  E.  R. 
Squibb  & Sons.  Through  each  succeeding  year  the 
bi  siness  has  grown  in  size  because  it  has  grown  in 
service.. 

In  the  course  of  rapid  progress  new  buildings, 
new  methods,  new  discoveries  have  constantly  sup- 
planted the  old. 

One  of  the  recent  evidences  of  growth  is  the 
new  Squibb  Building  at  745  Fifth  Avenue,  New 
York  City.  Here  are  installed  the  executive  offices 
of  E.  R.  Squibb  & Sons,  in  an  impressive  setting 
that  is  in  keeping  with  the  modern  architectural 
development  of  New  York  City  and  in  harmony  with 
the  steady  progress  of  the  House  of  Squibb  in  the 
industrial  world. 

SITUATIONS  WANTED 
WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections  en- 
able us  to  give  s-JPeri°r  service.  Aznoes  National 
Physicians’  Exchange,  30  North  Michigan,  Chicago. 
Established  1896.  Member  The  Chicago  Association 
of  Commerce. 


WANTED — Locum  Tenens  work;  or  Arizona  af- 
filiation by  M.D.  qualified  to  do  medicine,  surgery, 
a,nd  Physical  Therapy.  Address  E.  C.  Wills,  M.D., 
Wickcnburg,  Arizona. 
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A FEW  CONTRIBUTIONS  TO  THE 

Modern  Materia  Medica 


To  merit  and  preserve  the  confidence  of  the  hest 
element  in  the  medical  profession  and  the  drug 
trade  ...  to  build  well  to  last. 

— From  the  Creed  of  the  Founders  of  Parke,  Davis  & Co.,  1866. 


By  the  Research 
Laboratories  of 

PARKE,  DAVIS  & CO. 


ADRENALIN 

The  First  Commercial  Epinephrine 

PITUITRIN 

The  First  Pituitary  Extract 

CASCARA  SAGRADA 

Introduced  to  Medicine,  1877 

CHLORETONE 

Hypnotic,  sedative,  and  mild  local 
anesthetic 

IODALBIN 

Compound  of  Iodine  and  Albumin 

BROMETONE 

Possesses  the  therapeutic  properties  of 
the  bromides  without  disturbing 
the  stomach 

SILVOL 

Meets  all  tests  for  Mild  Silver  Protein , 
l/.  S.  P. 

NEO-SILVOL 

Non-Staining,  Collodial  Silver  Iodide 

MERCUROSAL 

Synthetic  organic  mercury  compound 

DIBROMIN 

Antiseptic  and  Germicide 

PAROIDIN 

Standardized  Extract  obtained  from 
Parathyroid  Glands 

THIO-BISMOL 

An  Antisyphilitic  Agent  that  will  not 
Precipitate  in  the  tissues 

PITOCIN 

Oxytocic  Principle  of  the  Pituitary  Gland 

PITRESSIN 

Pressor  Principle  of  the  Pituitary  Gland 

THERAPEUTIC 

SERUMS 

Highly  Refined  and  Concentrated 

VENTRICULIN 

Specific  in  Pernicious  Anemia 


PARKE,  DAVIS  & CO. 

The  World’s  Largest  Makers  of  Pharmaceutical  and  Biological  Products 


HAY  FEVER 

An  Advertising  Statement 

HAY  FEVER,  as  it  occurs  throughout  the  United  States,  is  actually 
perennial  rather  than  seasonal,  in  character. 

Because  in  the  Southwest — Bermuda  grass,  for  instance,  continues  to 
flower  until  December  when  the  mountain  cedar,  of  many  victims,  starts 
to  shed  its  pollen  in  Northern  Texas  and  so  continues  into  February.  At 
that  time,  elsewhere  in  the  South,  the  oak,  birch,  pecan,  hickory  and 
other  trees  begin  to  contribute  their  respective  quotas  of  atmospheric 
pollen. 

But,  nevertheless,  hay  fever  in  the  Northern  States  at  least,  is  in  fact 
seasonal  in  character  and  of  three  types,  viz.: 

TREE  HAY  FEVER — March,  April  and  May 
GRASS  HAY  FEVER — May,  June  and  July 
WEED  HAY  FEVER  — August  to  Frost 

And  this  last,  the  late  summer  type,  is  usually  the  most  serious  and 
difficult  to  treat  as  partly  due  to  the  greater  diversity  of  late  summer 
pollens  as  regionally  dispersed. 

With  the  above  before  us,  as  to  the  several  types  of  regional  and  sea- 
sonal hay  fever,  it  is  important  to  emphasize  that  Arlco-Pollen  Extracts 
tor  diagnosis  and  treatment  cover  adequately  and  accurately  all  sections 
and  all  seasons — North,  East,  South  and  West. 

FOR  DIAGNOSIS  each  pollen  is  supplied  in  individual  extract 
only. 

FOR  TREATMENT  each  pollen  is  supplied  in  individual 
treatment  set. 

ALSO  FOR  TREATMENT  we  have  a few  logically  conceived  and 
scientifically  justified  mixtures  of  biologically  related  and  simultaneously 
pollinating  plants.  Hence,  in  these  mixtures  the  several  pollens  are  mu- 
tually helpful  in  building  the  desired  group  tolerance. 

IF  UNAVAILABLE  LOCALLY  THESE  EXTRACTS 
WILL  BE  DELIVERED  DIRECT  POST  PAID 
SPECIAL  DELIVERY 

List  and  prices  oj  jood,  epidermal,  incidental  and  pollen 
proteins  sent  on  request 

The  Arlington  Chemical  Company 

YONKERS,  N.  Y. 


Laboratory  and  X-Ray 

DIAGNOSIS 

n 

cRadtum  and  X-Ray 

THERAPY 


2^C 


Pathological  Laboratory 

Suite  320  Goodrich  Building 
Mail  Address  P.  0.  Box  1587 

Phoenix,  Arizona 


W.  Warner  Watkins,  M.  D. 
Harlan  P.  Mills.,  M.  D. 


Clarence  N.  Boynton,  M.  A 
Wm.  J.  Horspool,  Bus.  Mgr 
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ENZYMOL 


For  Topical  Application 

Observations  of  the  action  of  gastric  juice  outside  the  body  show  a 
usefulness  for  a properly  prepared  product  of  this  nature.  An  example 
of  one  of  its  indications  is  solution  of  necrotic  and  carious  bone  tissue. 

ENZYMOL  is  an  extract  of  the  fresh  stomach  tissue  juice,  specially 
designed  for  topical  application. 

ENZYMOL  is  put  up  in  convenient  vials.  It  requires  ordinarily  for  use 
dilution  with  an  equal  volume  of  water;  also  with  hydrochloric  acid  es- 
pecially for  cases  in  which  this  may  be  desirable — refractory  tissue,  large 
cavities,  etc. 

Originated  and  Made  by 

Fairchild  Bros.  & Foster 

NEW  YORK 


DE/ENJITIZE  VO  UR 

PALL 

HAY  FEVER 

PATIENT/ 

• NOW! 


Statistics  compiled  by  authorities  in  the  field  of  allergy  indicate  tnat  over 
60  per  cent  of  all  Hay  Fever  cases  are  of  the  Fall  type.  Figures  also  show 
that  over  90  per  cent  of  Fall  cases  are  of  the  ragweed  type,  and  that  this 
type  is  the  most  serious  of  the  seasonal  attacks. 

For  the  prophylaxis  and  treatment  of  late  Summer  and  Fall  Hay  Fever, 
the  3-vial  package  of  Ragweed  Pollen  Allergen  Solution  Squibb  offers 
the  distinct  advantages  of  convenience,  economy  and  flexibility  of  dosage. 
This  package  contains  solutions  of  such  strengths  as  to  enable  the  physician 
to  administer,  without  further  dilutions,  a complete  course  of  treatment  for 
two  patients.  Dosage  also  can  be  varied  to  meet  the  requirements  of  the 
individual  patient.  The  solution  contains  equal  parts  of  giant  and  dwarf 
ragweed. 

For  the  purpose  of  determining  susceptibility  to  pollens,  a large  and  varied 
assortment  of  Diagnostic  Pollen  Allergen  Solutions  Squibb  is  available. 
In  addition  to  the  convenient  3-vial  package,  Ragweed  Pollen  Allergen 
Solutions  are  supplied  in  10-dose  treatment  sets  and  in  5 cc.  vials. 

Pollen  Allergen  Solutions  Squibb  are  prepared  by  improved  methods 
which  assure  full  potency  and  maximum  stability. 


For  literature  write  to 
Professional  Service  Department 


E R;  Sqjjibb  & Sons.  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 
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SOILAND  CLINIC 

Drs.  Soiland,  Costolow  and  Meland 

1407  South  Hope  Street,  Los  Angeles,  Calif. 

Telephone  Westmore  1418 
Hours  9:00  to  4:00 

A medical  group  organized  and  equipped  for  the  study, 
diagnosis  and  treatment  of  neoplastic  and  allied  disease. 


Albert  Soiland,  M.  D. 

Wm.  E.  Costolow,  M.  D. 
Orville  N.  Meland,  M.  D. 

A.  H.  Warner,  Ph.  D.,  Physicist 
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Specialists  in  the  Southwest 


LESLIE  M.  SMITH,  M.  D. 


EL  PASO,  TEXAS 


J.  A.  RAWLINGS.  M.  D. 

and 

HARRY  LEIGH.  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

1,01,  Roberts-Banner  Bldg.  El  Paso 


W.  E.  VANDEVERE,  M.  D. 

Eye.  Ear.  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 

810  Bassett  Bldg.  El  Paso 


FRANKLIN  D.  GARRETT.  M.  D. 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 


G.  WERLEY,  M.  D. 

Diseases  of  the  Heart 

1,01-2  Roberts-Banner  Bldg.  El  Paso 


ROBERT  B.  HOMAN,  M.  D. 

Practice  limited  to 

Chest  Diagnosis  and  Consultations 

Homan  Sanatorium  El  Paso,  Texas 


j.  w.  cathcart,  m.  d.  c.  h.  mason,  m.  d. 

Drs.  Cathcart  & Mason 

X-Ray  and  Radium  Laboratories 

310  Roberts  Banner  Bldg.  El  Paso 

E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 

Internal  Medicine 

610  Martin  Bldg.  El  Paso 


Practice  Limited  to 
Dermatology  and  Syphilology 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

1029  First  National  Bank  Bldg.  El  Paso 


W.  R.  JAMIESON,  M.  D. 

Genito  urinary.  Skin  and  Rectal 
Diseases 

921  First  National  Bank  Bldg.  El  Paso 


W L.  BROWN.  M.  D C.  P.  BROWN,  M.  D 

BROWN  AND  BROWN 

Suite  1,01,  Roberts-Banner  Bldg.  El  Paso 


DR.  L.  A.  NEIL 

Practice  limited  to 

Periodontia  (Pyorrhea)  and 
Oral  Diagnosis 

809  First  Nat'l  Bank  Bldg.  El  Paso,  Texas 


JAMES  VANCE.  M.  D. 

Practice  Limited  to 

Surgery 

313-1,  Milh  Bldg.  El  Paso 

HOURS:  11  TO  12:30 


K.  D.  LYNCH.  M.  D. 

Genito  Urinary  Surgery 

4 11,  Mills  Bldg.  El  Paso 
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PHOENIX,  ARIZONA 


T.  T.  CLOHESSY.  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

221,-5  Luhrs  Bldg.  Phoenix 


EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 
Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

515  Goodrich  Building  Phoenix 


HARRY  R.  CARSON.  M.  D. 
Diseases  op  Children 
Heard  Building  Phoenix 


JOSEPH  MADISON  GREER,  M.  D. 

F.  A.  C.  S. 

SURGERY 

Bone  and  Joint  Surgery 

Consultation  by  appointment 
Security  Building  Phoenix 


FRED  G.  HOLMES.  M.  D. 
VICTOR  RANDOLPH.  M D 
HOWELL  RANDOLPH.  M.  D 

Practice  Limited  to 

Diseases  of  the  Chest 
iO?  Goodrich  Bldg.  Phoenix 

H.  T.  BAILEY.  M.  D. 

MAYO  ROBB.  M.  D. 

Practice  Limited  to 
Cve  E»r  Nose  and  Throat 
82.1  EHis  Bldg  Phoenir 


MIHAJLO  MATANOVICH,  B.S..M.D. 

Genito  urinary  Diseases 
402  Heard  Building  Phoenix 


H.  M.  PURCELL.  M.  D 

Urology — Gynecology 
Venerology 

205-6-7  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

1,22  Security  Bldg.  Phoenix 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER.  M.  D 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


“STORM”  The  new 

“Type  N” 
STORM 
Supporter 

With  long  laced  back 
and  low  extension 
upon  hips;  The  re- 
inforcing band  at- 
tached in  front  at 
median  line,  also 
fastened  in  back. 
Hose  supporters  in- 
“TYPE  “N”  stead  of  tbigh  straps. 

Takes  Place  of  Corsets 

Gives  perfect  uplift  and  is  worn  with  comfort 
and  satisfaction.  Many  variations  of  the  “Type 
N”  Belt  provide  support  in  Ptosis,  Hernia. 
Obesity,  Pregnancy,  Sacroiliac  Strain,  etc. 

Each  Belt  Made  to  Order  Ask  for  Literature 

Katherine  L.  Storm,  M.D. 

Originator,  Owner  and  Maker 
1701  Diamond  St„  Philadelphia,  Pa.,  U.  S.  A. 
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LAS  ENCINAS 

Pasadena,  California 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


Las  Encinas 


Climate  Ideal,  Cuisine  Excellent,  Outdoor  Recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by  a 
20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance.  i i -f  i 

BOARD  OF  DIRECTORS 

George  Dock,  M.  D.  F.  H.  MacPherson  W.  Jarvis  Barlow,  M.  D. 
F.  C.  E.  Mattison,  M.  D.  Stephen  Smith,  M.  D. 

■SSS 

Write  for  beautiful  illustrated  booklet 

Stephen  Smith,  M.D.,  F.A.C.P.  C.  W.  Thompson,  M.D.,  F.A.C.P. 

Medical  Directors 

LAS  ENCINAS,  PASADENA,  CALIF. 
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ILETIN 
iULIN,  LI1 


(Q Units  in  Eachcc. 

r;  principle  from  the  Islet tfe*. 

:«*,(ch  rflf-tlriM.i  the  bn 

pawler  license  from  thrUsvi 
BHARY  LITERATURE  IH 


10  Units  i n Each  cc. 

Kprl/irlr'e  irorr>  the  iiiftrt 


1-40  » 

(?.  ILETIN 
INSULIN.  LILLY 


L'-IO  a 

ILETIN  U*“ 
INSULIN . LILLY, 


ICIAN'S  ( 


10  cc.  ILETIN  U 80 

INSULIN,  ULLY 

KEEP  IN  A COOL  PUCE 

The  name  Iletin  distinguishes  the  Insulin  made  by 
EliLilly  and  Co-,  under  license  from  the  University 
of  Toronto  AX-237 

III  LILLT  a COMPANY.  INOIANAPOLIS.  U S.A. 


10  cc.  ILETIN  U 20 

INSULIN,  ULLY 

KEEP  IN  A COOL  PUCE 

The  name  Iletin  distinguishes  the  Insulin  nude  by 
Eli  Lilly  and  Co.,  under  license  from  the  University 
ofToronto.  AX-IM 

ELI  LILLT  • COMPANY  INDIANAPOLIS.  U S.A 


rrrrn 


!: 


mill 


Insulin  is  preserving  tlie  lives  of 
thousands  of  diabetics  to  whose  ranks  are 
added  the  yearly  increment  of  new  cases 


mm 


IJJJJJ 


Diabetic  patients  require  medical  attention  more  or  less  constant' 
ly,  so  witb  the  increasing  number  of  cases  physicians  have  a 
growing  responsibility  to  know  Insulin  and  its  proper  use 
. , . Iletin  (Insulin,  Lilly)  was  the  first  Insulin  commercially 
available  in  the  United  States.  It  is  pure,  stable,  uniform, 
and  has  given  satisfactory  results. 

Pamphlets  on  Insulin,  and  Diet 
Charts  will  be  sent  on  request 

ELI  LILLY  AND  COMPANY 


INDIANAPOLIS,  U.  S.  A. 


Tranquillity  replaces  preoperative  anxiety  diminished  ...  Each  Pulvule  Sodium  Amytal 
and  excitement  following  administration  of  contains  3 grains  (0.2  Gm.)  sodium  iso-amyl 
Pulvules  Sodium  Amytal;  less  anesthetic  is  ethyl  barbiturate.  Sold  through  the  drug 
required;  postoperative  nausea  is  absent  or  trade.  Write  for  pamphlet  and  sample. 


ELI  LILLY  AND  COMPANY  ^ INDIANAPOLIS,  U.S.  A 
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Providence 
H ospital 

A General  Hospital 

□ a □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


MERCUROCHROME 

220  SOLUBLE 

(Dibrom-oxymereuri-fluorescein) 

THE  STAIN  PROVIDES  FOR 
PENETRATION 
and 

FIXES  THE  GERMICIDE  IN  THE 
TISSUES 

Mercurochrome  is  bacteriostatic  in  exceed- 
ingly high  dilutions  and  as  long  as  the  stain 
is  visible  bacteriostasis  is  present.  Reinfecton 
or  contamination  are  prevented  and  natural 
body  defenses  are  permitted  to  hasten  prompt 
and  clean  healing,  as  Mercurochrome  does  not 
interfere  with  immunological  processes.  This 
germicide  is  non-irritating  and  non-injurious 
when  applied  to  wounds. 

HYNSON,  WESTCOTT  & 
DUNNING,  Inc. 

Baltimore,  Maryland 


To  improve 
lactation 


— when  nursing  infants 
do  not  thrive 


ACTUAL  RESULTS  conclusively  prove  that 
L Cocomalt  is  an  important  factor  in  stimula- 
ting lactation.  It  increases  the  flow  and  improves 
the  quality  of  milk.  Because  of  its  high  caloric  value 
Cocomalt  amply  meets  the  demands  made  upon 
the  nursing  mother’s  strength  and  energy  by  the 
drain  of  lactation.  Cocomalt  is  of  assistance  not 
only  when  lactation  is  inadequate — but  for  grow- 
ing children,  convalescents,  nervous,  run-down 
men  and  women. 


A perfect  galactagogue  — 
quickly  assimilated 

Cocomalt  provides  all  the  necessary  food  elements 
for  the  production  of  milk.  It  contains  Vitamins 
A,  B Complex  and  D. 

Mixed  with  milk,  hot  or  cold,  Cocomalt  in- 
creases the  caloric  value  of  each  glass  70%— adding 
45%  more  protein,  48%  more  mineral  salts,  184% 
more  carbohydrates.  It  is  easily  digested,  imposes 
no  strain  upon  the  digestion. 

Available  in  5 lb.  cans  for  hospital  use.  Or  at 
grocers  and  leading  drug  stores,  in  ]/>  lb.  and  1 lb. 
sizes.  Mail  coupon  for  free  trial  can. 


MORE 

NOURISHMENT 
TO  MILI4 


R.  B.  DAVIS  CO. , Dept.  AX-7  Hoboken,  N.  J. 

Please  send  me,  without  charge,  a trial  can  of 
Cocomalt. 

Name 

Address 

City State 
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STUDIES 

for  the 
Practitioner 

A Set  of  Anatomical  Studies  (in  book 
orm)  furnished  to  physicians  on  request 
— upon  receipt  of  20c  to  cover  mailing 
costs. 


Physiological  Supports 
Scientifically  Designed 

S.  H.  Camp  & Company 

Manufacturers 
JACKSON,  MICHIGAN 

Chicago  New  York 

1056  Merchandise  Mart  330  Fifth  A ve. 

London 

252  Regent  St.  W. 


ANATOMICAL 


Median  Sagittal  Section  Of  Female  Trunk 

Vertical  sections  through  the  trunk  are  valuablein  showing  the 
relationship  ot  the  various  organs  of  chest,  abdomen,  and  pelvis 
to  each  other. 


THE  HOMAN  SANATORIUM 

For  the  Treatment  of  Tuberculosis 

EL  PASO,  TEXAS 

A privately  owned,  thoroughly  and  modernly  equipped,  ethical  institution  of  110  rooms. 
Heliotherapy,  pneumothorax,  phrenic  nerve  and  chest  surgery,  and  all  other  modern  meth- 
ods of  treatment. 


Write  for  booklet  c/ivinff  rates  and  other  information. 
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ANTIRABIC  VACCINE 


Manufactured 


Medical  Arts  Laboratory 


Inc. 


Oklahoma  City,  Oklahoma 
U.  S.  Government  License  No.  98 


Product  approved  by  the 
American  Council  on 
Pharmacy  and 
Chemistry 


On  Your  Cabinet  Within  10  Hours 
County  Health  Officers  allowed 
Special  discount  for  indigent  cases  through 
your  State  Health  Department 
Medical  Profession  supplied  by  local  druggist 

or  by 

Dorsey-Burke  Drug  Co. 


Killed  Virus 
(Semple  method) 
Ready  for  immediate 
Injection 

RETAIL  PRICES 

Ampoule  Pack $14.00 

Individual  Syringe  Pack..  25.00 


DISTRIBUTED  BY 

NEW  MEXICO  BUREAU  OF  PUBLIC  HEALTH 

State  Health  Laboratory 
Albuquerque  New  Mexico 

ARIZONA  STATE  BOARD  OF  HEALTH 

and 

DORSEY-BURKE  DRUG  COMPANY 

Phoenix,  Arizona 
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Summer  Diarrhea 

The  following  formula  provides  a means  of  supplying  the  principal  fuel  utilized 
in  the  body  for  the  production  ol  heat  and  energy  and  furnishes  immediately  available 
nutrition  well  suited  to  protect  the  proteins  of  the  body,  to  prevent  rapid  loss  of 
weight,  to  resist  the  activity  ol  putrefactive  bacteria,  and  to  favor  a retention  of  fluids 
and  salts  in  the  body  tissues: 

Mellin’s  Food  . . 4 level  tablespoonfuls 

Water  (boiled,  then  cooled)  . 16  fluidounces 

The  usual  custom  is  to  give  one  to  three  ounces  of  this  mixture  every  hour  or 
two  until  the  stools  lessen  in  number  and  improve  in  character.  The  food  mixture  may 
then  he  gradually  strengthened  by  substituting  one  ounce  of  skimmed  milk  for  one 
ounce  of  water  until  the  amount  of  skimmed  milk  is  equal  to  the  quantity  of  milk 
usually  employed  in  normal  conditions.  Finally  the  fat  of  the  milk  maybe  gradually 
replaced,  but  as  milk  fat  is  likely  to  be  digested  with  much  difficulty  after  an  attack 
of  diarrhea  it  is  good  judgment  to  continue  to  leave  out  the  cream  until  the  baby  has 
fully  recovered. 

Further  details  in  relation  to  this  subject  and  a supply  of 
samples  of  Mellin’s  Food  sent  to  physicians  upon  request. 

Mellin’s  Food  Company  ...  Boston,  Mass. 


Founded  lSf)6  by  Dr.  Hubert  Work 


New  Build i no: 

New  Equipment 

N EURO  PSYCHIATRIC 
CLINIC 

NERVOUS  AND  MENTAL 
DISEASES 
DRUG  ADDITIONS 


H.  A.  LaMoure.  M.  U. 

Superintendent 


POSTGRADUATE  SCHOOL  OF  SURGICAL  TECHNIQUE,  Inc. 

2512  Prairie  Avenue  (opposite  Mercy  Hospital)  Chicago,  Illinois 


1.  General  Surgery:  100  hours  (2  weeks)  course  of  intensive  instruction  and  practice  in  surgical 
technique  combined  with  clinical  demonstrations  (for  practicing  surgeons) 

2.  General  Surgery  and  Specialties:  Three  months’  course  comprising:  (a)  review  in  anatomy  and 
pathology;  (b)  demonstration  and  practice  in  surgical  technique;  (c)  cfinical  instruction  by  fac- 
ulty members  in  various  hospitals,  stressing  diagnosis,  operative  technique  and  surgical  pathology. 

3.  Special  Courses:  Orthopedica  and  Traumatic  surgery;  gynecology  and  radiation  therapy;  eye, 
ear,  nose  and  throat,  thoracic,  genito-urinary  and  goiter  surgery;  bronchoscopy,  etc. 


All  courses  continuous  throughout  the  year. 


Detailed  information  furnished  on  request. 


Only  Fresh  Milk 

from  tuberculin  tested  cows,  from  dairy  farms  that  have  fulfilled 
the  sanitary  requirements  of  the  City  of  Cleveland  Board  of  Health, 
is  used  as  a basis  for  the  production  of  S.  M.  A.  In  addition, 
the  milk  must  meet  our  own  rigid  standards  of  quality. 


IN  ADDITION  S.  M.  A.  HAS  THESE  FEATURES 
Prevents  Rickets  and  Spasmophilia. 

No  modification  is  necessary  for  normal  full  term  infants. 
Resembles  breast  milk  both  physically  and  chemically. 
Simple  for  the  mother  to  prepare. 

Gives  excellent  nutritional  results  in  most  cases,  and  these 
Tesults  are  obtained  more  simply  and  more  quickly. 


MAY  WE  SEND  YOU  SAMPLES? 


S.  M.  A.  was  developed  at  the  Babies  and  Childrens  Hospital 
of  Cleveland,  and  is  produced  by  its  permission  exclusively  by 


S.M.  A.  CORPORATION  * * 

West  of  Rockies:  437-8-9  Phelan  Bldg.,  San  Francisco,  Cal. 

~~>l  im—PlimHIl  II | Hi  a*ai— 


©SMAC 

msvm 


CLEVELAN 


In  Canada:  64  Gerrard  St., 


D , OHIO 
East,  Toronto 
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The  New  Menninger  Sanitarium 


c A Complete  GlSleuropsychiatric  Service 


Psychiatry 

at  the  Menninger  Sanitarium 


Neurology 

at  Christ’s  Hospital 


Modern  Psychiatric  Treatment  of 
Mental  Disease.  Psychotherapy 
Physiotherapy,  Hydrotherapy 


Diagnostic  and  Therapeutic 
Procedures  for  Strictly 
Neurological  Cases. 


Nervous  Children  Diagnosis 

at  the  Southard  School  at  the  Menninger  Clinic 


A Home  School  for  Feebleminded  and 
Nervous  Children,  including 
Endocrine  Cases. 
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Whi'e  we  have  made  great  progress  in 
medicine,  there  are  some  things  that  change 
rot.  From  time  immemorial  it  has  been  the 
custom  at  medical  meetings  for  the  Presi- 
dent’s Address,  instead  of  discussing  medi- 
cal progress,  to  depart  from  that  field  and 
give  a philosophical  dissertation  on  some 
phase  of  medical  economics.  It  is  assumed 
tha4-  the  president  of  a medical  society  is  a 
man  of  broad  experience  and  mature  judg- 
ment and  therefore  his  address  takes  a 
course  somewhat  between  that  of  fatherly 
advice  and  a philosophical  sermon. 

State  medicine  and  medical  legislation  are 
two  subjects  that  are  discussed  freely  in 
presidents’  addresses.  State  medicine  is 
the  big  bogey  t^at  is  staring  us  in  the  face 
at  the  present  time  and  I presume  that  be- 
fore we  are  through  we  will  have  it  in  some 
form.  They  have  tried  it  in  several  coun- 
tries and  a great  many  people  who  cannot 
distinguish  change  from  progress,  feel  that 
we  should  try  it  in  this  country.  In  the  time 
allotted  me,  I could  not  begin  to  pay  my  re- 
spects to  state  medicine,  so  I will  pass  that 
by. 

Medical  legislation  is  another  subject  that 
fas  been  worn  threadbare.  I wonder  if  we  do 
not  make  a mistake  in  bothering  with  medi- 
cal legislation  at  all,  for  we  are  misunder- 
stood; when  we  endeavor  to  protect  the  pub- 
'ic  unselfishly,  they  think  we  are  actuated 
on’y  by  self'sh  motives.  The  mentality  of 
the  average  member  of  the  legislature  is 
such  that  he  cannot  conceive  of  our  being 
actuafed  by  anything  but  selfish  motives. 


when  we  are  really  trying  to  protect  the 
uninitiated. 

The  task  of  educating  legislators  is  sure- 
ly a Herculean  one  and  were  we  successful 
in  educating  the  legislators  and  getting 
them  to  realize  the  importance  of  protect- 
ing the  public  to  the  point  that  human  lives 
would  not  be  turned  over  to  the  care  of  peo- 
p’e  whose  time  spent  in  the  preparation  for 
their  profession  is  less  than  the  time  requir- 
ed to  train  a good  barber,  we  would  still  have 
the  governors  to  work  on  and  the  average 
governor  is  of  the  type  somewhat  like  they 
sav  of  the  Harvard  man, — “You  can  tell  a 
Harvard  man  anywhere,  but  you  can’t  tell 
him  much.”  I believe  as  far  as  legislation  is 
concerned,  we  would  do  better  to  go  ahead, 
put  our  own  house  in  order,  do  our  work 
honestly  and  conscientiously  and  wait  pa- 
tiently until  an  enlightened  public  demands 
some  protection  themselves. 

T believe,  however,  that  we  owe  a great 
deal  to  the  cults  and  should  perhaps  let  them 
alone  for  they  do  two  things  for  us,  by  their 
activities:  they  stimulate  us  to  better  work 
and  once  in  a while,  they  do  discover  a grain 
of  wheat  in  many  bushels  of  chaff  and  reg- 
idar  medicine  does  now  and  always  has, 
gladly,  and  I might  say,  anxiously,  appropri- 
ated any  beneficial  measure  that  has  been 
brought  out  from  any  source.  Homeopathy 
taught  us  to  modify  the  enormous  doses  that 
were  in  vogue  a hundred  years  ago;  the 
electric  taught  us  to  give  more  attention  to 
the  relief  of  symptoms;  the  osteopaths, 
while  working  on  a false  premise,  developed 
some  methods  that  have  been  adopted  by  the 
rhysiotherapists  and  the  Christian  scientists 
have  emphasized  the  cultivation  of  optimism, 
hopefulness  and  cheerfulness.  So,  I have 
chosen  to  talk  today,  more  upon  some  of  the 
things  they  do  not  teach  in  medical  schools. 
Do  not  misunderstand  me  and  think  I am 
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finding  fault  with  our  medical  schools.  The 
progress  that  has  been  made  in  medical  edu- 
cation in  the  last  generation  is  almost  incon- 
ceivable, however,  I wonder  if  we  are  not  get- 
ting to  be  almost  too  scientific,  or  I would 
not  say  too  scientific,  but,  in  becoming  ultra- 
scientific,  we  are  becoming  less  practical.  It 
is  an  open  secret  that  there  is  constant  war- 
fare in  every  medical  faculty  today,  between 
the  laboratory  man  and  the  practical  man, 
with  the  laboratory  man  winning  at  every 
turn.  Naturally,  the  laboratory  men,  all  be- 
ing full-time  men,  devote  their  entire 
thought  to  the  teaching  work ; the  practical 
men,  many  of  them,  besides  teaching  some 
of  the  things  they  know  and  use  in  their  ev- 
ery day  work,  make  their  living  down  at  the 
office  and  thus  do  not  have  the  time  for 
thinking  and  planning  for  the  school  and 
curriculum. 

One  professor  of  medicine,  who  had  held 
that  chair  in  three  of  our  great  universities, 
wanted  his  students  to  be  able  to  spend  a 
little  more  time  than  they  were  in  the  wards, 
had  the  temerity  to  insist  that  he  be  given 
these  students  for  more  time  to  take  them 
through  the  wards  and  let  them  see  some 
sick  humans,  but  the  laboratory  men  insist- 
ed on  keeping  them  in  the  laboratory  stim- 
ulating frogs,  experimenting  with  serpents, 
insects  and  chickens  when,  he  argued,  they 
nvght  be  studying  human  beings,  somewhat 
as  Lowell  put  Cromwell’s  soliloquy  when 
contemplating  flight  to  the  Colonies  or  fight 
with  King  Charles  I.  He  says: 

“And  what  should  we  do  in  the  small 
Colony  of  pinched  fanatics  who  would 
rather  choose.  Freedom  to  clip  an  inch 
more  from  their  hair,  than  the  great 
chance  of  setting  England  free?” 

This  professor,  of  whom  I speak,  quit  teach- 
ing and  engaged  in  private  practice  and  he 
has  since  told  some  of  his  friends,  he  never 
knew  there  was  so  much  money  in  the  world 
as  he  is  able  to  make  since  he  quit  teaching. 

Thus,  medicine  lost  a great  teacher  and 
his  boys  will  become  a rich  man’s  sons  in- 
stead of  the  sons  of  a poor  professor.  I men- 
tion this  because  it  is  more  or  less  typical  of 
what  is  going  on  in  the  various  universities, 
as  members  of  the  teaching  force  in  differ- 
ent schools  have  openly  admitted  our  schools 
teach  a great  deal  of  anatomy,  physiology, 
chemistry,  biology,  pathology,  history,  diag- 
nosis and  treatment  of  disease,  stressing  all 
the  while  the  disease.  This  is  all  well  and 
good,  but  should  we  not  also  teach  psychol- 
ogy and  devote  time  to  the  study  of  human 
nature?  For  our  success  or  failure  rests 
more  largely  on  our  ability  to  understand 
and  manage  our  patient  than  any  other  one 


thing  and,  that  ability  to  understand  people 
is  the  turning  point  in  any  business  or  pro- 
fession. It  is  said  of  Rufus  Choate,  one  of 
the  greatest  lawyers  of  his  day,  that  he  could 
+alk  to  a jury  and  by  watching  closely  their 
facial  expressions,  tell  when  he  had  won 
them  to  his  views  and,  it  might  be  said  of 
any  physician  who  has  become  great,  that 
he  did  so  because  he  understood  people. 

Are  we  losing  sight  of  the  Patient?  We 
studv  disease ; we  think  disease ; we  think 
in  terms  of  pathology  and  forget  that  the 
greatest  variable  in  the  whole  Question  is  the 
patient.  What  we  are  concerned  with,  is 
not  so  much  the  disease,  but  the  reaction 
of  the  disease  on  this  particular  patient  and 
we  all  react  in  a different  manner.  For  in- 
stance, you  can  take  a solution  of  some  for- 
eign protein  and  iniect  one  drop  into  the  skin 
of  four  different  individuals.  In  one  you 
will  get  no  reaction  at  all:  in  another  you 
will  get  a slight  reddening  of  the  skin:  in 
the  third  vou  will  get  a fair  sized  wheal  and 
perhaps  in  the  fourth  vou  may  get  a large 
bleb,  a general  urticaria,  an  attack  of  asth- 
ma, a gastrointestinal  upset,  a severe  aller- 
gic reaction.  Our  mental  reactions  vary  iust 
as  much  as  our  physical.  You  may  go  down 
the  street,  engage  in  an  argument  with  four 
different  individuals.  In  the  course  of  argu- 
ment with  each  one,  use  that  short  and  ugly 
word  “liar”.  One  of  these  men,  placing  no 
value  on  your  oninion  whatever,  will  not  be 
ruffled  in  the  least  and  simply  grin;  a second 
wi'l  retort  you  are  another,  and  a third  will 
knock  vou  down  and  give  you  a good  thrash- 
ing ard  a fourth  will  carry  a grudge  and  re- 
solve at  the  first  opportunity  to  do  you 
“dirt.”  The  individuality  of  the  individual 
,-s  the  thing  we  must  consider. 

What  then  does  a patient  want  and  what 
motives  actuate  him  to  consult  a physician? 
It  may  be  that  he  is  suffering  pain  and  it 
always  is  that  he  is  worried.  He  wants  re- 
lief from  some  thing  that  is  bothering  him. 
He  is  discouraged.  What  does  he  expect 
when  he  consults  a physician  and  what  does 
he  want  to  get?  It  seems  to  me  the  first 
thing  he  wants  to  do  is  tell  you  his  story, 
tell  vou  what  is  worrying  him,  tell  you  what 
troub’es  him  and,  as  Sir  William  Osier  said, 
“If  you  let  your  patient  talk  long  enough,  he 
will  tell  you  both  what  the  trouble  is  and 
what  he  thinks  will  cure  it.”  At  least  he 
wants  to  tell  his  story  to  a sympathetic  lis- 
tener. Besides  that,  he  wants  a study  of 
his  condition,  sufficiently  searching  that  he 
feels  you  have  gone  far  enough  into  his  case 
to  find  out  what  it  is  that  is  bothering  him. 
After  he  has  ^one  that  far  and  has  told  you 
the  things  which  seem  to  be  troubling  him 
and  you  have  examined  him  and  made  a 
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searching  study  of  his  case  and  he  feels  you 
now  have  enough  information  to  understand 
him  and  to  know  what  the  trouble  is,  he 
wants  to  hear  from  you.  It  may  be  he  does 
not  care  for  any  treatment;  he  may  simply 
be  worried;  he  may  be  afraid,  as  a great 
many  people  are,  that  he  is  developing  a can- 
cer, (since  the  lay  magazines  are  discussing 
so  much  the  danger  of  cancer  we  have  a 
great  many  mental  cancers  to  contend  with) 
and  he  may  want  to  be  assured,  if  there  is 
any  possible  way  of  doing  so,  that  he  has  no 
cancer  or  that  he  has  no  other  insidious  con- 
dition developing  of  which  he  need  be  afraid. 
Each  year  more  and  more  people  are  com- 
ing in  for  a careful  examination  and  what 
they  want  is  to  be  assured  that,  so  far,  there 
has  been  no  break  in  the  machinery.  If  your 
patient  is  suffering  pain,  he  wants  something 
to  relieve  that  pain,  but  more  than  anything 
else  and  more  than  everything  else  he  wants 
encouragement.  I think  most  of  our  patients 
come  to  us  on  account  of  being  discouraged 
about  something  than  any  other  one  thing 
and  I do  believe  that  we,  as  medical  men, 
should  give  each  patient  a careful  examina- 
tion, listen  to  his  story  and  find  out  as  near 
as  humanly  possible  what  is  the  trouble  with 
him,  direct  and  advise  him,  but  above  all 
else  we  should  encourage  him. 

We  should  think  in  terms  of  the  patient 
and  not  in  terms  of  pathology  and  disease, 
for  after  all,  our  entire  thought  and  study 
is  for  the  benefit  of  the  patient.  But,  many 
times  we  become  so  enthused  over  our  work 
that  we  lose  sight  of  our  objective,  as  a man 
being  shown  through  a new,  modern  teach- 
ing hospital  and  was  shown  this  for  the  ben- 
efit of  the  nurses,  that  for  the  benefit  of  the 
students,  this  for  the  benefit  of  the  doctors, 
that  for  the  benefit  of  the  visitors  and  when 
they  got  all  through,  he  innocently  asked 
“and  what  for  the  benefit  of  the  patients?” 
In  their  anxiety  to  benefit  every  one,  they 
had  lost  sight  of  the  very  ones  for  which  the 
hospital  had  been  built. 

So  let  us  keep  ever  before  us  the  patient. 
Let  us  study  him  carefully,  think  of  his 
needs,  his  troubles,  his  worries;  take  a sym- 
pathetic interest  in  the  whole  problem;  en- 
courage and  comfort  him  and  if  we  do  that 
we  will  have  nothing  to  fear  from  medical 
legislation  or  state  medicine.  We  will  enjoy 
our  work  and  will  find  that  it  gives  us  not 
wealth,  but  as  President  Elliott  has  put  a 
fine  phrase,  it  does  give  “The  durable  satis- 
factions of  Life.” 


THE  SPECIFIC  TREATMENT  OF 
PULMONARY  TUBERCULOSIS 
JOHN  W.  FLINN,  M.D., 

Prescott,  Arizona 

(Read  before  the  Fortieth  Annual  Meeting  of  the 
Arizona  State  Medical  Association,  held  at  Nogales, 
Mav  7-9,  1931.) 

The  ultimate  object  of  medical  science  is 
the  prevention  of  desase.  Until  this  can  be 
accomplished,  the  profession  must  needs  de- 
vote a large  amount  of  time  and  attention  to 
its  second  most  important  objective — the 
discovery  of  a specific  cure  for  each  indi- 
vidual disease. 

Specific  has  been  defined  as  “a  remedy 
having  a definite  curative  action  in  relation 
to  a particular  disease  or  symptom,  as  genu- 
ine in  relation  to  malaria.”  In  this  sense  the 
use  of  the  remedy  is  not  necessarily  limited 
to  the  disease  or  symptom  in  question.  Qui- 
nine has  a beneficial  effect  in  other  diseases 
than  malaria,  although  in  no  other  are  its 
effects  so  striking  and  so  uniform. 

The  word  specific  has  a second  and  more 
limited  significance  when  we  refer  to  the 
specificity  “manifested  in  the  relation  ...  of 
an  antibody  to  Ps  antigen,  or  the  reverse.” 
We  use  the  word  in  this  more  limited  sense 
when  we  speak  of  diphtheria  antitoxin  as  a 
specific  cure  for  diphtheria.  In  this  class 
of  cases  the  use  of  the  remedy  is  confined  to 
the  one  disease. 

In  this  paper  the  word  specific  will  be  used 
in  the  former  and  broader  sense  of  a remedy 
having  a definite  curative  effect  in  tubercu- 
losis, but  whose  use  is  not  limited  solely  to 
the  treatment  of  that  disease. 

In  the  past  half  century  a stupendous 
amount  of  work  has  been  done  in  the  field 
of  tuberculosis.  In  the  whole  history  of 
medicine  no  other  disease  has  been  studied 
so  extensively  and  intensively.  So  striking 
and  important  have  been  the  discoveries  by 
laboratory  workers  regarding  the  nature  and 
act'on  of  the  tubercle  bacillus  and  the  re- 
action of  the  body  tissues  to  infection  with 
this  organism,  that  they  have  very  largely 
overshadowed  the  quieter,  less  spectacular 
work  of  hundreds  of  clinicians,  in  every  civ- 
ilized country,  on  the  treatment  of  the  dis- 
ease tuberculosis.  So  much  is  this  so  that 
the  rank  and  fi’e  of  the  medical  profession 
have  apparently  not  yet  begun  to  realize  that 
in  the  past  twenty  years  a remedy  has  been 
discovered  which  is  as  specific  in  its  effects 
in  pulmonary  tuberculosis  as  is  quinine  in 
malaria,  and  which  is  almost,  if  not  quite,  as 
effective  as  is  antitoxin  in  diphtheria.  If 
the  medical  profession  will  use  this  remedy 
as  it  now  uses  antitoxin  in  diphtheria,  the 
in  tuberculosis  as  early  and  in  as  heroic  doses 
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results  will  be  just  as  striking  and  almost, 
if  not  quite,  as  favorable. 

Before  proceeding  to  discuss  this  remedy 
in  defaT  let  us  remind  ourselves  that  even 
diphtheria  antitoxin  will  exert  its  full  bene- 
ficial effect  only  in  the  very  early  stages  of 
the  disease.  Leading  authorities  state: 

“Early  administration  of  antitoxin  is 
urgently  advocated  in  any  case  where  there 
there  is  membrane  in  the  throat  and  where 
there  is  a suspicion  of  diphtheria.  With 
eace  day’s  delay  in  giving  antitoxin,  the  dan- 
ger from  diphtheria  increases  alarmingly. 
The  ear'ier  the  remedy  is  administered,  the 
more  certain  and  rapid  is  the  effect.  In  cases 
of  any  severity  where  diphtheria  is  suspect- 
ed, and  in  cases  of  croup,  it  is  far  better  to 
administer  the  remedy  at  once,  making  a cul- 
ture at  the  same  time,  than  to  delay  the 
treatment  unt'l  a diagnosis  has  been  made 
by  bactero’ogic  examination.  The  first  in- 
jection should  be  large  enough  to  control 
the  disease.  The  intravenous  method  of  in- 
jection is  used  entirely  for  severe  and  septic 
cases.  Laryngeal  diphtheria  causes  the 
greatest  number  of  deaths.  Sixty  per  cent 
of  the  cases  admitted  as  croup  require  intu- 
bation and  intubated  cases  under  three  years 
do  very  poorly;  over  three  years  the  per- 
centage of  recovery  is  70  to  80.” 

THE  SPECIFIC  REMEDY 

It  is  now  about  twenty  years  since  rest  in 
bed  began  to  be  advocated  as  a valuable  rem- 
edy in  pulmonary  tuberculosis.  At  that 
time  our  ideas  regarding  its  indications  were 
very  vague ; our  knowledge  of  its  dosage  was 
extremely  limited.  After  a quarter  of  a cen- 
tury of  careful,  painstaking  observations  in 
large  numbers  of  cases,  we  are  just  begin- 
ning to  realize  how  really  specific  this  rem- 
edy is  in  its  actions,  and  when  and  in  what 
doses  it  should  be  used. 

Nearly  thirty  years’  experience  in  the  use 
of  rest  in  bed  in  the  treatment  of  all  forms 
of  tuberculosis  has  convinced  the  writer  that 
it  will  effect  a clinical  cure  in  an  extremely 
large  percentage  of  all  cases  of  pulmonary 
tuberculosis,  if  administrated  in  the  early 
incipient  stage  and  in  large  doses.  It  will 
not  cure  large  numbers  of  cases  of  widely- 
spread  miliary  tuberculosis ; but  when  the 
disease  has  become  definitely  localized  in 
the  lungs,  rest  in  bed,  if  used  early,  will  ef- 
fect a clinical  cure  in  a very  high  percentage 
of  all  cases. 

Not  only  so,  but  this  same  remedy  will 
produce  a clinical  cure  in  a majority  of  cases 
of  moderately  advanced  pulmonary  tubercu- 
losis, if  properly  administered  for  some  con- 
siderable time.  Even  in  far  advanced  cases 
with  marked  cavitation,  rest  in  bed  will  ef- 


fect permanent  improvement  and  a return  to 
a moderately  useful  life,  in  quite  a large 
number  of  cases,  if  used  in  large  doses  and 
over  long  periods  of  time.  Has  antitoxin 
proved  any  more  effective  in  diphtheria? 

ADMINISTRATION 

When  should  rest  in  bed  be  used  in  pul- 
monary tuberculosis?  The  initial  dose  of  rest 
in  bed  should  be  administered  just  as  early 
in  pulmonary  tuberculosis  as  the  first  dose 
of  antitoxin  is  given  in  diphtheria.  In  other 
words,  when  the  symptoms  are  strongly 
suspicious,  do  not  wait  for  a positive  diagno- 
sis. Administer  your  remedy  at  once  and 
make  your  definite  diagnosis  later.  Put 
your  patient  on  rest  in  bed  under  careful 
observation  until  the  diagnosis  can  be  defi- 
nitely confirmed.  So  far  as  the  death  rate 
is  concerned,  pulmonary  tuberculosis  is  a 
much  more  deadly  disease  than  diphtheria. 
If  the  physician  who  fails  to  administer  an- 
titoxin early  in  diphtheria  is  guilty  of  gross 
carelessness,  the  one  who  does  not  give  rest 
in  bed  early  in  pulmonary  tuberculosis 
should  be  convicted  of  criminal  negligence. 

DOSAGE 

In  what  dosage  should  rest  in  bed  be  used 
in  pulmonary  tuberculosis?  Unfortunately, 
the  word  used  to  designate  this  remedy  is 
one  which  has  been  in  use  in  common  conver- 
sation in  the  English  language  for  several 
cen+uries.  For  this  reason  it  is  most  diffi- 
cult to  limit  its  significance  in  a specific 
scientific  sense.  Consequently  we  have 
found  it  necessary  to  qualify  the  significance 
of  even  the  phrase  “rest  in  bed”  by  the  use 
of  adjectives. 

As  soon  as  even  a tentative  diagnosis  of 
pulmonary  tuberculosis  is  made,  every  case 
should  be  immediately  placed  on,  at  least, 
“fairly  complete  rest  in  bed.”  This  means 
that  the  patient  is  in  bed  more  than  twenty- 
three  hours  a day,  being  allowed  up  only 
for  bathroom  privileges.  He  has  all  meals 
in  bed  and  has  bed-baths.  If,  at  the  end  of 
a week,  his  highest  temperature  is  not  below 
100  degrees,  or  if  he  has  a persistent,  dis- 
turbing cough,  he  should  be  put  on  “complete 
rest  in  bed,”  which  means  twenty-four  hours 
in  bed  every  day,  with  use  of  wash-basin, 
bed-pan  and  urinal. 

If  at  the  end  of  a month  there  has  not 
been  some  improvement  in  the  condition  of 
the  lungs  and  in  the  blood  picture,  even  if 
there  has  been  a noticeable  improvement  in 
the  general  condition  of  the  patient  and  in 
his  symptoms,  he  should  be  put  on  “absolute 
rest  in  bed,”  which  entails  the  constant  at- 
tendance of  a special  nurse,  who  feeds  the 
patient  and  prevents  any  unnecessary  move- 
ment in  bed,  even  in  the  use  of  the  sputum 
cup. 
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Note  well  that  in  any  phase  of  this  regime 
it  is  not  enough  that  the  patient  be  in  bed, 
he  must  rest  in  bed.  Even  in  fairly  complete 
rest  in  bed,  where  the  patient  is  allowed 
bathroom  privileges,  he  should  lie  flat  in  bed 
relaxed  for  at  least  one  hour  in  the  middle 
of  the  forenoon  and  should  have  at  least  two 
hours  of  complete  relaxation,  lying  flat  in 
bed  and  if  possible  asleep,  in  the  middle  of 
the  afternoon.  Nothing  should  be  permitted 
to  interfere  with  the  patient’s  rest.  If  the 
cough  disturbs,  he  should  be  given  codeine. 
If  his  digestion  is  impaired,  his  diet  should 
be  carefully  regulated,  and,  if  necessary, 
vitamins  or  digestive  medicines  adminis- 
tered. If  he  is  restless  by  day  or  sleepless 
by  night,  bromides  or  some  other  hypnotic 
should  be  given  for  short  periods.  Encour- 
agement and  other  forms  of  suggestion  are 
very  valuable  means  of  inducing  rest. 

DURATION 

Over  how  long  a period  should  rest  in  bed 
be  continued  and  in  what  dosage?  When 
the  proper  dose  of  rest  in  bed  has  been  deter- 
mined in  each  individual  case,  as  outlined  in 
a previous  paragraph,  that  dose  should  be 
continued  until  repeated,  careful  examina- 
tions show  neither  symptoms  nor  signs  of 
any  active  disease  in  the  lungs,  and  until  the 
scar  tissue  is  hardened  to  a considerable  ex- 
tent. It  is  not  enough  to  have  the  patient 
free  from  all  symptoms — elevation  of  tem- 
perature or  pulse,  cough,  expectoration,  loss 
of  weight,  and  so  forth.  In  addition,  phys- 
ical examination,  stereoscopic  x-ray  films 
and  blood  picture  must  all  show  definitely 
that  all  lesions  in  the  lungs  are  healed  over 
and  that  the  scar  tissue  interlacing  and  sur- 


rounding the  lesion  is  no  longer  soft  and  per- 
meable. Then,  and  then  only,  should  in- 
increasingly  smaTer  closes  of  rest  in  bed  be 
prescribed.  If,  after  several  weeks  of  care- 
fully graduated  partial  rest  in  bed,  careful 
examination  discloses  neither  symptoms  nor 
signs  of  active  disease  and  shows  thicker 
and  harder  scar  tissue,  very  carefully  gradu- 
ated walking  exercises  should  be  prescribed. 

PREVENTION 

Not  only  is  rest  in  bed,  when  properly  ad- 
ministered, a specific  remedy  in  the  treat- 
ment of  pulmonary  tuberculosis,  but  it  is  an 
invaluable  aid  in  the  prevention  of  this  dis- 
ease. If  rest  in  bed  in  proper  dosage  could  be 
administered  to  every  case  of  active,  pulmon- 
ary tuberculosis,  there  would  be  very  few 
cases  of  far-advanced  pulmonary  tubercu- 
losis at  the  end  of  a generation,  thus  elimi- 
nating, to  a very  large  extent,  massive  infec- 
tion in  childhood.  One-third  of  a century 
later  the  mortality  from  tuberculosis  would 
be  insignificant  and  its  morbidity  in  adults 
very  small. 

CONCLUSIONS 

The  solution  of  the  problem  of  pulmonary 
tuberculosis  in  man  is  very  largely  in  the 
hands  of  the  general  practitioner — the  man 
engaged  in  the  general  practice  of  medicine. 
It  is  to  him  the  patient  comes  when  this 
disease  is  in  its  incipiency  and  it  is  by  him 
the  treatment  can  and  must  be  administered, 
if  the  ravages  of  the  disease  are  to  be  quickly 
controlled.  The  research  workers  and  clini- 
cians who  have  been  limiting  their  work  to 
the  study  and  treatment  of  pulmonary  tu- 
berculosis, have  discovered  a specific  rem- 
edy for  this  disease.  The  remedy  and  the 
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technic  of  its  administration  are  easily  with- 
in the  reach  of  every  physician.  Responsi- 
bility for  the  clinical  cure  and  the  ultimate 
prevention  of  pulmonary  tuberculosis  now 
rests  squarely  on  the  shoulders  of  the  med- 
ical profession.  All  that  remains  is  for 
physicians  to  apply  it  properly. 

ILLUSTRATIVE  CASES 

Case  1.  Male,  age  22  years.  Had  a suspicious  ill- 
ness at  14  and  was  sent  to  the  mountains  for  six 
months  at  18.  Active  tuberculosis  of  lungs  acci- 
dentally discovered  in  March,  1921.  Very  few  symp- 
toms. Physician  advised  sanatorium  treatment.  In- 
stead, patient  spent  a year  and  a half  living  very 
quietly  in  summer  and  winter  resorts  of  California. 
Gained  20  pounds  in  weight  and  felt  fine.  Exami- 
nation in  September,  1930,  showed  spread  of  dis- 
ease. Referred  to  us  October  1,  1930. 

Lung  condition  October  2,  1930.  (Figure  I.  A.): 
Left  lung;  infiltration  with  fuzzy  edges  from  apex 
to  upper  border  of  7th  rib  and  10th  V.  S.  Area 
suspicious  of  cavitation  beneath  the  clavicle;  right 
lung,  infiltration  from  apex  to  first  interspace, 
fuzzy  edges. 

Put  on  “fairly  complete  bed-rest”  (23  hours  a 
day  in  bed,  meals  in  bed  and  bed-baths;  up  only 
for  bathroom  privileges).  In  a few  days  all  symp- 
toms disappeared.  On  same  routine  until  May  1, 
1931.  Seven  months  in  all. 

Lung  condition  April  25,  1931  (Figure  1.  B).  Left 
lung  area  suspicious  of  cavitation  in  left  apex  can- 
not be  seen;  infiltration  areas  discrete  and  hard. 
Right  lung,  infiltration  areas  mostly  discrete. 

Now  getting  rest  in  bed  in  constantly  decreasing, 
carefully  graduated  doses,  that  is  he  is  being  al- 
lowed to  sit  up  for  increasing  periods  each  day  on 
a very  carefully  graduated  schedule. 

COMMENT 

In  our  opinion  the  lesions  in  this  patient’s 
lungs  are  now  healed  over  and  the  scar  tissue 
is  no  longer  soft  and  permeable.  If  his  ex- 
ercise is  carefully  controlled  for  several 


months,  the  scar  tissue  will  grow  thicker 
and  harder  and  he  will  very  likely  make  a 
good  clinical  cure.  What  a pity  he  had  not 
taken  his  physician’s  advice  and  gone  to  bed 
eighteen  months  before  he  did ! He  wasted 
at  least  two  years  of  his  life,  to  say  nothing 
of  the  risk  he  ran  of  losing  his  chance  of  a 
good  recovery.  Better  still,  if  this  lung  had 
been  given  proper  rest  in  bed  and  subsequent 
care  when  he  was  sent  to  the  mountains  at 
eighteen,  it  would  undoubtedly  have  prevent 
ed  his  present  prolonged  illness. 

Case  No.  2.  Female,  aged  26  years.  History  of  re- 
peated colds  for  nearly  ten  years,  but  general  health 
fairly  good  until  April,  1930,  when  she  developed 
persistent  cough.  Continued  to  work  hard  until  a 
defin'te  diagnosis  of  active  pulmonary  tuberculo- 
sis was  made  June  25,  1930.  Entered  sanatorium 
July  3,  1930,  complaining  of  severe  cough,  dyspnea, 
general  soreness  in  left  chest  and  excessive  fatigue. 
Sputum  abundant  and  containing  tubercle  bacilli. 
The  x-ray  films  taken  at  that  time  have  been  lost, 
but  physical  examination  showed  an  active  lesion 
in  the  left  lung  extending  from  apex  to  4th  rib, 
with  a shower  of  fine  moist  rales  in  the  second  in- 
terspace just  above  what  seems  to  be  a small  cav- 
ity lying  outside  of  the  hilum  on  this  side,  numer- 
ous fine  and  medium  moist  rales  after  cough  in  left 
interscapular  space  and  some  pleural  rales  in  left 
base.  An  old  healed  lesion  in  the  upper  part  of 
right  lung. 

She  was  placed  at  once  on  “fairly  complete  rest 
in  bed”  and  responded  very  promptly.  By  latter 
part  of  September  1930,  the  cough  had  completely 
cleared  and  there  was  practically  no  sputum.  At 
that  time  stereo  x-ray  films  showed  (Figure  2A)  an 
area  of  decreased  density  suggestive  of  cavitation  in 
the  second  interspace  on  the  left  side  immediately 
in  front  of  the  seventh  vertebral  spine,  measuring 
3x2  cm.  not  surrounded  by  a very  firm  wall.  Reach- 
ing out  from  the  hilum  into  the  second,  third  and 
fourth  interspaces  the  linear  markings  are  increas- 
ed with  small  areas  of  fuzzy  densities  along  them.. 
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Examination  on  November  5th  showed  very  little 
change.  Only  a slight  increase  in  the  amount  of 
scar  tissue.  At  that  time  much  against  our  bet- 
ter judgment  we  were  induced  to  allow  this  patient 
to  sit  up  for  very  slowly  increasing  periods  each 
day.  She  made  indifferent  progress  until  early  in 
January,  1931,  when  she  had  a very  slight  hem- 
orrhage. We  placed  her  at  once  on  absolute  rest 
in  bed  under  the  constant  care  of  a special  nurse. 
She  again  responded  very  promptly.  In  a very  few 
weeks  all  symptoms  had  again  completely  disap- 
peared. On  April  1931,  x-ray  films  (Figure  2B) 
showed  that  the  area  suggestive  of  cavitation  in  the 
upper  left  lung  had  quite  cleared  up,  and  that  the 
scar  tissue  had  begun  to  appear  hard. 

COMMENT 

This  patient  will  remain  on  complete  bed 
rest  for  another  month  or  two  and  then  will 
be  placed  on  partial  rest  in  bed  and  later  on 
very  carefully  graduated  exercise.  She 
should  make  a good  clinical  cure.  What  a 
pity  we  had  not  known  enough  to  put  her  on 
absolute  rest  in  bed  when  she  first  entered 
the  sanatorium.  It  would  have  saved  her 
several  months  of  very  valuable  time.  Bet- 
ter still,  if  she  had  had  proper  rest  in  bed 
ten  years  ago,  when  she  first  developed  re- 
peated colds,  or  even  in  April,  1930,  (instead 
of  June,  1930)  what  an  amount  of  time  and 
expense  could  have  been  saved ! 


ated  on  glands  on  both  sides  of  neck.  Used  stock 
vaccine  and  autogenous  vaccine  from  patient’s  spu- 
tum. 

In  1929  came  to  Arizona  and  diagnosed  chronic 
malaria  and  sent  to  hot  springs  and  later  to  dude 
ranch.  In  August,  1929,  examined  at  Mayo  Clinic 
and  again  diagnosed  tuberculosis.  Entered  sana- 
torium October  1929. 

Films  exposed  at  Mayo  Clinic,  August  9,  1929, 
showed  tuberculosis  of  the  right  upper  lobe  with 
two  cavities  and  tuberculous  involvement  of  the 
upper  left  lobe  with  a single  cavity.  Films  exposed 
November  15,  1929,  (Figure  3A)  showed  a cavity 
in  the  right  lung  in  the  first  interspace,  one  inter- 
space in  diameter,  and  cavity  of  same  size  in  the 
second  interspace.  In  the  left  lung  a cavity  3 cm. 
in  diameter  in  the  posterior  axillary  line  from  the 
upper  border  of  the  seventh  rib  to  the  lower  border 
of  the  eighth. 

Patient  was  placed  on  “fairly  complete  rest  in 
bed”  with  a careful  diet  and  very  carefully  gradu- 
ated sun  baths  to  all  the  body  except  the  chest.  He 
soon  began  to  improve  very  slowly. 

In  December,  1930,  that  is  after  14  months’  treat- 
ment, the  glandular  condition  was  completely  heal- 
ed over.  X-ray  films  exposed  March  11,  1913  (Fig- 
ure 3B).  Right  lung,  the  two  cavities  in  the  right 
apex  have  entirely  disappeared  and  cannot  be  seen; 
left  lung,  lying  immediately  beneath  the  eighth 
vertebral  spine  in  the  posterior  axillary  line  is  a 
well  defined  cavity  2 cm.  in  diameter.  It  is  smal- 
ler by  1 (4  cm.  in  diameter  measurement  than  on 
Nov.  15,  1929. 


Case  3.  Male,  28  years.  Health  began  to  fail  in 
1925,  six  years  ago.  Chills,  fever,  sweats;  very 
little  cough;  much  aching;  marked  pleurisy  left 
side.  A few  months  later  glands  on  both  sides  of 
neck  swelled  and  developed  a skin  lesion.  Traveled 
all  across  the  continent  and  was  treated  for  all 
manner  of  diseases,  including  maralia  and  hyperthy- 
roidism. Cervical  glands  broke  down;  were  opened 
and  discharged  for  18  months. 

Three  years  later  (in  1928)  diagnosis  of  tuberculo- 
sis was  made  at  the  Crile  Clinic  and  sanatorium 
treatment  advised.  Home  physician  disagreed,  Oper. 


COMMENT 

This  patient  will  be  continued  on  his 
same  schedule  of  rest  in  bed  and  partial  sun 
baths.  The  probabilities  are  that  the  left 
lung  also  will  heal  completely  without  arti- 
ficial compression.  What  a pity  this  patient 
did  not  accept  the  advice  given  in  1928  and 
get  “rest  in  bed”  treatment.  Better  still, 
what  a pity  a definite  diagnosis  was  not 
made  in  1925  and  “rest  in  bed”  administer- 
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ed  properly ! This  would  have  saved  him  at 
least  five  or  six  years  of  disability  and  ex- 
pense. 

Case  4.  Female,  age  29  years.  Active  tuberculo- 
sis first  diagnosed  in  1928.  In  bed  two  months.  Af- 
terwards up  and  around  but  in  poor  health.  Enter- 
ed sanatorium  July,  1929.  At  that  time  there  was 
soft  infiltration  in  the  right  lung  from  apex  to  the 
second  rib  with  a cavity  shadow  smaller  than  a 
dime  in  the  second  interspace.  It  was  difficult  to 
interpret  the  x-ray  films  of  the  left  lung,  but  physi- 
cal signs  strongly  indicated  extensive  multilocular 
cavitation.  This  patient  was  placed  on  “fairly 
complete  rest  in  bed’’  and  soon  began  to  improve 
slowly.  At  the  end  of  six  months  (December, 
1929)  (Figure  4A)  definite  cavitation  had  taken 
place  in  two  areas  in  the  upper  part  of  the  right 
lung;  one  immediately  behind  the  first  rib  (2  cm.) 
and  another  immediately  beneath  it,  in  the  first  in- 
terspace (3  cm.).  Outside  of  these  two  areas,  there 
had  been  a marked  clearing  up  throughout  the  up- 
per part  of  the  right  lung,  the  infiltration  having 
become  clear-cut  and  discrete.  There  seemed  to  be 
some  clearing  in  the  left  lung  which  was  less 
opaque,  especially  over  base. 

A year  later  (December,  1920)  (Figure  4B)  the 
cavities  in  the  upper  right  lung  had  disappeared. 
They  appear  to  be  contracted  to  the  small  area  of 
increased  density  now  lying  immediately  beneath 
the  first  rib  and  clavicle  and  third  vertebral  spine. 
The  edges  of  the  infiltration  in  the  upper  right  have 
become  clear-cut  and  discrete.  There  was  no  essen- 
tial change  in  the  left  lung. 

COMMENT 

This  patient  will  continue  on  “fairly  com- 
plete bed-rest”  for  a few  months  more  until 
the  scar  tissue  around  the  former  areas  of 
cavitation  in  the  upper  right  becomes  thick- 
er and  harder.  Then  some  form  of  artificial 
compression  will  be  used  on  the  left  side.  We 
will  propably  attempt  an  artificial  pneumo- 
thorax. If  that  is  not  successful  we  will 
consider  phrenic  neurectomy.  The  probabil- 
ities are  that  an  extensive  thorocoplastv  will 


be  necessary  to  completely  heal  the  left  lung. 
What  a pity  prolonged  rest  in  bed  had  not 
been  used  in  1926  when  she  was  first  taken 
ill! 

DISCUSSION 

DR.  SAMUEL  H.  WATSON,  Tucson,  (opening 
discussion):  Whenever  we  have  Dr.  Flinn  on  our 
program,  we  are  assured  of  a good  paper.  This 
paper  of  his  was  not  only  good,  but  it  was  a most 
unusual  presentation  of  one  of  the  cost  important 
problems  in  medicine  today. 

I dare  say  that  not  a man  in  this  room  has  even 
thought  of  “bed  rest”  as  being  a specific  in  the 
cure  of  pulmonary  tuberculosis,  and  yet,  as  Dr.  Flinn 
has  so  plainly  told  you,  it  is  just  that,  properly 
used.  It  is  about  time  we  had  such  a paper  to  jolt 
us  out  of  our  lethargy  of  absolutely  unjustified 
self  satisfaction.  I am  inclined  to  think  that  too 
many  of  us  who  are  treating  this  disease  have 
been  “lulled  to  sleep,”  so  to  speak,  about  the  serious- 
ness of  it  because  of  the  reports  we  read  each 
year  of  the  constantly  diminishing  death  rate. 
Twenty-five  years  ago  we  were  told  that  in  any  city 
of  the  United  States  of  one  hundred  thousand  pop- 
ulation we  had  220  deaths  from  tuberculosis.  Now 
for  the  same  sized  city  we  have  decidedly  less  than 
half  of  that  number,  about  ninety  in  round  num- 
bers. We  say  a drop  from  220  to  90  is  some  ac- 
complishment in  a quarter  of  a century  in  a dis- 
ease so  serious  that  it  was  at  that  time  counted  the 
most  serious  of  all  chronic  diseases  in  its  fatal 
results.  We  called  it  then  the  “Captain  of  the  Men 
of  Death.”  We  don’t  call  it  that  any  more.  We 
hear  that  it  has  fallen  to  fifth  or  sixth  place  as  a 
cause  of  death,  that  heart  disease,  pneumonia,  can- 
cer and  so  forth,  far  outstrip  it  now.  But  I want 
to  call  your  attention  to  the  fact  that  most  of  our 
decrease  in  mortality  from  tuberculosis  in  the  past 
twenty-five  years,  has  not  occurred  in  pulmonary 
tuberculosis,  nor  in  the  important  age  period  when 
this  disease  mostly  occurs.  Please,  don’t  forget  that 
in  the  period  of  twenty  to  forty  years  of  age,  pul- 
monary tuberculosis  is  still  the  “Captain  of  the 
Men  of  Death,”  and  causes  one  out  of  every  four  or 
five  deaths  that  occur.  If  this  be  true,  and  I assure 
you  that  it  is  true,  if  pulmonary  tuberculosis  is  the 
most  curable  serious  disease  in  the  world  today,  as 
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some  of  us  know  it  to  be,  if  we  have  such  a sim- 
ple specific  cure  as  Dr.  Flinn  has  suggested, 
then  there  is  something  wrong  with  the  doctors  that 
treat  this  disease. 

I want  to  say  now  that  I agree  with  every  word 
Dr.  Flinn  has  to  say  in  his  paper  except  his  sug- 
gestion for  the  solution  of  the  problem.  Dr.  Flinn 
said  “The  solution  of  the  problem  of  pulmonary 
tuberculosis  is  largely  in  the  hands  of  the  general 
practitioner.”  I want  to  speak  in  defense  of  the 
general  practitioner  in  th's  connection,  in  fact,  I 
want  to  compliment  the  general  practitioner  for  the 
advance  he  has  made  in  the  handling  of  his  tuber- 
culosis cases  over  the  last  twenty  years.  He  is  mak- 
ing constantly  earlier  diagnoses  in  his  pulmonary 
cases,  and  taking  better  care  of  those  he  treats.  But 
he  is  constantly  treating  less  and  less  pulmonary 
tuberculosis,  he  is  turning  more  and  more  of  them 
over  for  treatment  to  the  tuberculosis  specialist.  It 
is  to  the  latter  and  not  the  former  we  must  turn 
for  the  solution  of  this  problem.  He  is  mainly  to 
blame  because  he  does  not  use  bed  rest  as  Dr. 
Flinn  has  told  you  it  must  be  used  to  cure  this 
disease.  Talk  to  the  average  chest  specialist,  ask 
h'm  what  he  thinks  is  the  most  important  thing  in 
the  treatment  of  this  disease,  and  his  answer  will 
invariably  be — rest,  but  ask  him  for  details  as  to 
how  he  carries  out  his  rest  program  and  you  will 
usually  find  that  his  patients  are  loafing,  or  at 
the  best  spending  most  but  not  all  (every  minute) 
of  their  day  in  bed,  seldom  indeed  bed  resting  as 
completely  as  they  should  be,  unless  the  patient  hap- 
pens to  be  so  sick  he  prefers  to  stay  in  or  cannot 
get  out  of  bed.  To  sum  up  then:  here  we  have 
the  most  curable  chronic  serious  disease  in  the 
world  today.  We  have  a specific  cure  “bed  rest” 
but  the  mortality  is  still  appalling.  How  are  we  to 
overcome  this?  My  answer  is:  by  insisting  that  the 
tuberculosis  specialist  learn  what  rest  really  means 
and  accomplishes  in  this  disease,  then  get  him  to 
use  it  and  to  cure  his  patients  will  be  easy.  If 
every  such  specialist  could  be  made  to  start  using 
BED  REST  tomorrow  as  Dr.  Flinn  uses  it,  the  so- 
lution of  the  problem  of  pulmonary  tuberculosis 
would  soon  be  accomplished. 

DR.  CHAS.  BROWN,  (San  Diego):  Stated  that 
many  of  the  cas6s  seen  by  them  suffer  greatly  from 
laryngeal  tuberculosis.  They  have  found  that  these 
can  be  relieved  by  the  application  of  trichloracetic 
acid  directly  to  the  lesions. 

DR.  F.  F.  MILLER  (Miami):  Stated,  in  substance, 
that  their  great  difficulty  was  in  securing  the  co- 
operation of  patients  for  prolonged  periods  of  rest. 
Most  of  the  cases  of  tuberculosis  observed  by  them 
are  in  families  of  workers  and  it  is  economically 
difficult  or  impossible  for  them  to  go  to  bed  for 
long  periods  of  time.  While  not  taking  issue  with 
the  correctness  of  Dr.  Flinn’s  statements,  it  is  not 
always  easy  to  carry  out  ideal  rest  programs. 

DR.  JOHN  W.  FLINN  (closing).  I had  no  thought 
of  unkindly  criticism  of  the  man  in  general  prac- 
tice. To  me  he  is  the  backbone  of  the  medical  pro- 
fession and  occupies  the  most  important  and  most 
honorable  position  in  our  profession.  My  thought 
was  that  pulmonary  tuberculosis  is  such  a wide- 
spread disease  that  it  is  quite  impossible,  for  a 
tithe  of  the  cases,  even,  to  have  the  services  of  a 
specialist.  Therefore  the  general  practitioner  must 
needs  acquire  expert  knowledge  of  pulmonary  tu- 
berculosis, and  it  is  to  the  tuberculosis  specialist 
that  he  should  look  for  expert  advice.  To  me  it  has 
been  a very  great  satisfaction  to  have  a physician 
of  Dr.  Watson’s  standing  concur  so  fully  regarding 
the  importance  of  rest  in  bed  in  the  treatment  of 
pulmonary  tuberculosis. 


In  replying  to  Dr.  Miller,  I have  no  remedy  to 
acid  has  a good  effect  in  a certain  number  of  cases 
of  laryngeal  tuberculosis  is  because  it  relieves  pain 
and  gives  the  patient  both  local  and  general  rest. 

In  repllying  to  Dr.  Miller,  I have  no  remedy  to 
offer  for  the  patient  who  is  not  financially  able  to 
take  the  rest  treatment.  This  is,  of  course,  the 
tragedy  of  the  situation.  But  conditions  in  this  re- 
spect are  certainly  improving  from  year  to  year. 

It  is  not,  however,  hard  to  make  a patient  realize 
the  seriousness  of  his  condition,  if  the  physician  is 
rather  brutally  frank  with  him  at  the  first  exami- 
nation. In  my  opinion  it  is  criminal  not  to  be 
absolutely  frank.  The  very  life  of  the  patient  de- 
pends on  his  being  told  that  unless  he  follows  di- 
rections implicitly  he  cannot  and  will  not  recover 
his  health.  With  especially  obdurate  patients  it  is 
much  better  to  tell  them  frankly  that  they  will  sure- 
ly die  in  a comparatively  short  time  if  they  do  not 
give  themselves  the  intensive  care  outlined.  Abso- 
lute frankness  with  the  patient  is  the  key  to  the 
situation.  Unless  you  are  very  frank  with  the  pa- 
tient, you  cannot  gain  and  retain  his  confidence. 
Without  the  patient’s  full  confidence  and  coopera- 
tion it  is  extremely  difficult  to  treat  pulmonary 
tuberculosis  successfully. 


A STUDY  OF  INTESTINAL 
TUBERCULOSIS 

W.  CLAUDE  DAVIS,  M.D., 

Tucson,  Arizona. 

(Read  before  the  fortieth  annual  meeting  of  the 
Arizona  State  Medical  Association,  held  in  Nogales, 
Arizona,  May  6th  to  8,  1 9 3 1 - ) 

Arrent  and  modern  medicine  alike  have 
recognized  the  occurrence  of  intestinal  tu- 
berculosis as  a complication  in  pulmonary 
tuberculosis  and,  until  recently,  alike  regard- 
ed Us  manifestations  as  precursors  of  the 
fatal  termination  of  the  disease.  In  recent 
vears.  however,  due  to  a method  making  pos- 
sible the  earlier  diagnoses  of  the  disease, 
modern  medicine,  as  in  other  fields,  has  been 
e-ab’ed  to  assume  an  aggressiveness  to- 
ward this  complication  which  has  reduced 
its  status  from  that  of  the  incurable  disease 
fo  that  of  a serious  disease  frequently  cured 
and.  except  in  the  near  terminal  type,  prac- 
tically always  susceptible  of  improvement. 

Credit  for  this  changed  attitude  should 
be  given  Stierlin,  whose  observations  con- 
cerning the  changed  physiology  of  the  colon 
in  the  presence  of  ulceration  were  the  first 
given  to  the  medical  world.  Also  to  Pierie 
who,  acting  upon  the  suggestion  of  Archi- 
bald, examined  and  reported  on  several  pa- 
tients referred  to  him  because  of  suspected 
intestinal  tuberculosis.  His  observations 
Yd  him  fo  p’acUcally  the  same  conclusions 
reached  by  Stierlin.  Also  to  Stewart,  pupil 
of  Brown  and  Sampson,  who  has  frequently 
and  ably  n-iven  the  medical  world  the  re- 
sults of  his  studies  and  researches.  Perhaps 
most  credit  is  due  Brown  and  Sampson, 
whose  work  has  placed  medical  practice  in 
relation  to  intestinal  suberculosis  upon  a ba- 
sis as  to  diagnosis  and  treatment  compar- 
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able  with  other  chronic  and  serious  diseases 
long  treated  with  fair  success. 

Due,  no  doubt,  to  the  hopeless  outlook  in 
this  disease  for  centuries,  the  medical  pro- 
fession has  been  slow  to  acquaint  itself  with 
the  principles  and  technic  of  the  early  diag- 
nosis of  intestinal  ulceration,  as  evidenced 
by  the  answers  received  in  answer  to  a ques- 
tionnaire sent  to  over  a score  of  recognized 
leaders  in  the  tuberculosis  field  in  America. 
Answers  received  from  those  acquainted 
with  and  using  this  method  were  enthusias- 
tic as  to  their  belief  in  its  accuracy  and  the 
results  of  treatment. 

TECHNIC 

The  technic  employed  in  these  studies  was 
modeled  after  the  Brown-Sampson  technic 
which  has  for  its  purpose  an  x-ray  examina- 
tion of  the  gastro-intestional  tract  by  aid  of 
the  barium  meal  at  such  hours  as  makes 
possible  the  study  of  the  cecum  and  colon. 
Fluoroscopic  examination  is  made  at  the 
sixth  and  seventh  hours  after  the  meal  and 
as  often  thereafter  as  the  specific  circum- 
stances of  the  case  make  necessary.  X-ray 
films  are  made  at  the  sixth,  seventh,  eighth 
and  twenty-fifth  hour  periods  following  the 
administration  of  the  meals,  or  at  such  other 
hours  as  are  necessary  to  obtain  the  needed 
information.  Rarely  are  examinations  at 
later  hours  necessary. 

PREPARATION  OF  PATIENTS 
Patients  are  to  have  no  laxative  forty- 
eight  hours  prior  to  the  examination.  No 
breakfast  is  permitted  the  morning  of  the 
examination.  Eating  is  resumed  at  the  noon 
hour. 

THE  TEST  MEALS 
The  primary  test  meal  consists  of 


Barium  sulphate  oz.  IV 

Cocoa  oz.  I 

Sugar  oz.  I 

Flour  oz.  I 


mixed  and  stirred  well  in  sixteen  oz.  of  sweet 
milk  and  given  to  the  patient  a three  o’clock 
on  the  morning  of  the  examination. 

A secondary  meal  composed  of  a mixture 


of 

Barium  sulphate  . oz.  II 

Buttermilk  oz.  XVI 


is  given  at  the  sixth  hour  examination  (im- 
mediately after  the  sixth  hour  film  in  made) 
to  make  possible  the  gastric  examination  and 
an  observation  of  the  amount  and  location 
of  the  opaque  substance  at  the  twenty-fifth 
hour.  (9  a.  m.  the  following  day.) 

This  time  and  manner  of  the  meal  admin- 
istrations meet  the  requirements  of  the  ex- 
amination. The  patients  do  not  object.  They 
make  possible  later  examinations,  during 
the  working  hours  of  the  x-ray  staff,  of 


those  patients  in  whom  there  is  delayed  fill- 
ing of  the  cecum  and  colon. 

X-RAY  EXAMINATION 

The  first  film  is  taken  at  the  sixth  hour 
(prior  to  the  secondary  meal  administration.) 
This  records  the  state  of  the  stomach  as  re- 
gards a residue.  The  patient  is  then  imme- 
diately fluoroscoped  and  given  the  second- 
ary meal.  The  fluoroscopic  observations  of 
the  stomach  are  made  in  the  usual  manner 
at  this  examination. 

The  opaque  enema  was  used  as  a means  of 
possible  check  upon  cases  presenting  x-ray 
evidence  of  disease.  In  only  one  study,  how- 
ever, did  the  enema  give  more  conclusive  in- 
formation than  the  meal.  This  case  came  to 
autopsy  and  our  positive  findings  were  veri- 
fied. 

The  seventh  hour  after  the  primary  meal 
a film  is  made  and  the  patient  fluoroscoped. 
At  the  eighth  hour  a film  only  is  made  un- 
less special  indications  for  fluoroscopy  are 
present. 

Fluoroscopy  is  done  at  the  twenty-fifth 
hour  after  the  secondary  meal  in  order  that 
structures  may  be  identified  and  a film  is 
made  for  record. 

INTERPRETATION  OF  FLUOROSCOPIC  EXAM- 
INATION AND  X-RAY  FILMS 

Notes  supplemented  by  graphic  drawings 
if  necessary  should  be  made  at  the  time  of 
the  fluoroscopic  examinations,  noting: 

1.  Location  of  cecum. 

Amount  of  filling  in  the  colonic  tract. 

3.  Motility  of  the  cecum  under  palpation. 

4.  Areas  of  tenderness  elicited  by  palpa- 
tion. 

5.  Size  and  shape  of  cecum. 

6.  Condition  of  haustra,  i.e.,  their  regu- 
larity, whether  deep  or  shallow,  and 
the  condition  of  filling. 

7.  Constancy  of  appearance  at  later  ex- 

amination. 

8.  Head  of  column. 

9.  Abnormalities  of  movement  along  the 
colonic  tract. 

The  following  should  be  noted  (when  the 
fi’m  is  interpreted). 

1.  The  size  and  shape  of  the  cecum  is 
described.  Note : The  normal  cecum 
is  the  broadest  part  of  the  colon. 

2.  The  amount  of  filling  of  the  cecum  as 
compared  with  the  adjacent  ascend- 
ing colon  is  noted.  Note:  The  indtable 
cecum  may  not  contain  as  much 
opaque  material,  as  the  colon  imme- 
diately distal  to  it. 

3.  The  character  and  regularity  of  the 
haustra  are  investigated.  Note:  The 
normal  cecum  presents  regular  and 
fairly  deep  haustra.  The  irritable 
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cecum  (also  ascending  colon)  may  be 
narrowed,  have  shallow  haustra, 
missing  haustra,  constrictions  or  ir- 
regular indentations  or  may  fail  to 
retain  barium  in  many  quantity. 

4.  The  retention  of  barium  by  the  cecum 
is  noted.  Note : the  normal  cecum  re- 
tains barium  longer  than  any  other 
portion  of  the  intestinal  tract.  Any 
empty  cecum  at  the  twenty-fifth 

hour,  with  barium  elsewhere  in  the 
colon  is  strongly  suggestive  of  irri- 
tability of  the  cecum. 

5.  The  retention  of  barium  by  the  colon 
is  noted.  Note:  the  normal  colon  re- 
tains barium  forty-eight  hours  or 

longer.  An  empty  colon  or  a colon 
with  little  barium  at  the  twenty-fifth 
hour  is  a positive  indication  of  hyper- 
motility. 

BASIS  OF  X-RAY  DIAGNOSIS  OF  CECAL  AND 
COLONIC  ULCERATION 

The  diagnosis  of  cecal  and  colonic  ulcera- 
tion is  based  upon  evidence  of  local  irritabil- 
ity and,  when  present,  general  colonic  hyper- 
motility. 

The  indications  of  local  irritability  are: 

1.  Spasm.  Note:  Since  the  cecum  and  as- 
cending colon  are  more  often  the  site 

of  ulceration  special  reference  is  now 
had  to  these  portions  of  the  colon.  In 
spasm  of  the  cecum  and  ascending 
colon  delayed  filling  of  the  cecum  and 
a dilated  terminal  ileum  are  often  ob- 
served. 

2.  Filling  defects.  Note:  Filling  defects 
are  indicated  by : 

(a)  A narrowed  cecum  or  ascending 
colon,  (b)  Irregular,  shallow  or  miss- 
sing  haustra.  (c)  A failure  of  the  ce- 
cum or  the  ascending  colon  to  re- 
tain barium  with  evidence  of  barium 
both  cephalad  and  distal  to  these 
structures,  (d)  Failure  of  the  cecum 
to  retain  a normal  residue  of  barium 
in  twenty-four  hours. 

Cecal  spasm  or  other  occlusions,  partial  or 
complete,  are  often  clearly  demonstrated  by 
aid  of  the  opaque  enema  and  fluoroscopy. 
The  progress  of  the  head  of  the  enema  col- 
umn should  be  carefully  observed  and  all 
hesitancies  in  its  progress  noted.  Normally 
there  is  a delay  in  passing  the  flexures  but 
the  progress  of  the  enema  material  through 
the  open  colon  should  be  consistent.  Often 
structures  under  mild  spasm  will  relax  un- 
der the  pressure  of  the  enema  and  fill  very 
well.  It  is,  therefore,  of  great  importance 
to  observe  the  filling  of  the  colon  and  cecum 
under  the  fluoroscopic  screen  since  a well 


filled  colon  as  shown  by  the  film  may  give 
information  which  in  truth  is  inaccurate. 

Autopsy  findings  indicate  that  when 
spasm  is  demonstrated  by  aid  of  the  opaque 
meal,  and  there  is  failure  of  demonstration 
of  spasm  by  aid  of  the  opaque  enema,  the 
meal  findings  should  be  accepted  as  most 
accurate.  However,  if  spasm  is  demonstrat- 
ed by  aid  of  the  opaque  enema,  and  it  is  not 
so  clearly  shown  by  the  meal,  due  considera- 
tion should  be  given  the  enema  evidence  and 
further  study  made.  The  value  of  this  con- 
clusion was  demonstrated  when  one  of  the 
cases  came  to  autopsy,  in  which  the  diagno- 
sis (positive)  was  based  upon  the  enema 
evidence  rather  than  the  meal.  (Autopsy 
findings  substantiated  our  diagnosis). 

GENERAL  COLONIC  HYPERMOTILITY 

General  colonic  hypermotility  is  indicated 
by  failure  of  the  colon  to  retain  barium  for  a 
period  within  normal  limits.  The  rate  of 
movement,  no  doubt,  is  variable  in  different 
subjects.  However,  studies  have  indicated 
that  at  the  twenty-fifth  hour  a large  amount 
of  the  meal  is  normally  present  in  the  colon. 
If  the  colon  is  empty  or  retains  only  a small 
amount  of  the  opaque  substance  hypermo- 
tolity  is  certainly  demonstrated.  (Correct 
standards  for  the  estimation  of  normal  and 
abnormal  residue  of  opaque  material  at  any 
stated  period  can  only  be  obtained  after 
many  observations  of  colons  devoid  of  move- 
ment abnormalities.) 

Follows  a statistical  summary  of  the  work 
upon  which  the  above  observations  are 
based : 

Three  hundred  patients  were  examined, 
thirty-five  of  whom  had  no  clinical  tubercu- 
losis. 01  the  two  hundred  and  sixty-five  tu- 
berculous examined,  thirty-two  were  far  ad- 
vanced, with  the  pulmonary  form  and  had 
class  “A”  symptoms.  Of  this  number  posi- 
tive evidence  of  colonic  ulceration  was  found 
in  two — an  incidence  of  7.8  per  cent.  Hyper- 
motility (colonic)  was  found  in  both.  The 
enema  substantiated  the  meal  findings  in 
both.  Neither  had  symptoms  referable  to 
the  gastro-intestinal  tract.  Gastric  residue 
was  present  at  the  sixth  hour  after  the 
meal  ingestion  in  one.  Both  had  pulmonary 
cavitation. 

One  hundred  and  fifty  were  far  advanced 
and  had  class  “B”  symptoms.  Of  these  thir- 
ty had  positive  evidence  of  chronic  ulceration 
— an  incidence  of  20  per  cent.  Colonic  hyper- 
motility was  present  in  twenty-two  of  these 
thirty  cases,  73 (4  per  cent.  Sixteen  of  these 
positive  cases  also  had  positive  enema  evi- 
dence. Eight  who  had  been  positive  with 
the  meal  examination  were  negative  when 
examined  by  enema.  Twenty  had  symptoms 
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referable  to  the  gastro-intestinal  tract  and 
ten  had  none.  None  had  gastric  residue  at 
the  sixth  hours.  Twenty-five  had  pulmonary 
cavitation. 

Twenty-six  were  far  advanced  and  had 
class  “C”  symptoms.  Of  these  twelve  had 
positive  evidence  of  colonic  ulceration,  an 
incidence  of  45.8  per  cent.  Of  the  positive 
cases  six  had  colonic  hypermotility  (50  per 
cent.)  Eleven  were  examined  by  barium 
enema  and  all  had  positive  evidence  of  ulcer- 
ation. Ten  had  gastro-intestinal  symptoms 
and  two  did  not.  Gastric  residue  was  found 
after  the  sixth  hour  in  two.  Ten  had  pul- 
monary cavitation. 

Fifty-seven  classed  moderately  advanced 
and  minimal  cases  were  examined,  many  of 
whom  were  referred  by  the  attending  phy- 
sician because  of  gastro-intestinal  symptoms. 
It  would  appear,  therefore,  that  the  inci- 
dence of  colonic  ulceration,  due  to  this  par- 
tial selection  of  material,  is  somewhat  high- 
er than  would  be  found  in  similar  classes  ex- 
amined routinely. 

Twenty-seven  were  classed  moderately  ad- 
vanced with  “A”  symptoms.  Three  of  these 
had  evidence  of  colonic  ulceration.  All  three 
had  colonic  hypermotility.  Two  were  also 
positive  by  enema  while  one  was  not.  Two 
had  gastro-intestinal  symptoms  and  one  did 
not.  None  had  gastric  residue  at  the  sixth 
hour.  None  had  pulmonary  cavity. 

Twenty-three  were  classed  moderately  ad- 
vanced with  “B”symptoms.  Four  had  evi- 
dence of  colonic  ulceration.  Of  the  four 
positive  cases  three  had  colonic  hypermotil- 
ity. Three  were  also  positive  by  enema 
while  one  was  not.  All  four  had  symptoms 
referable  to  the  gastro-intestinal  tract.  None 
had  pulmonary  cavity. 

Twenty-three  were  classed  moderately  ad- 
vanced with  “B”  symptoms.  Four  had  evi- 
dence of  colonic  ulceration.  Of  the  four  posi- 
tive cases  three  had  colonic  hypermotility. 
Three  were  also  positive  by  enema  while  one 
was  not.  All  four  had  symptoms  referable 
to  the  gastro-intestinal  tract.  None  had  a 
gastric  residue  at  the  sixth  hour.  None  had 
pulmonary  cavity. 

One  was  classed  moderately  advanced  with 
“C”  symptoms.  This  case  had  no  evidence  of 
colonic  ulceration. 

Five  minimal  “A”  cases  were  examined 
and  all  were  negative.  One  minimal  “B”  case 
was  examined  and  found  to  have  evidence 
of  colonic  ulceration.  Colonic  hypermotility 
was  present.  Gastro-intestimal  jsymptoms 
were  complained  of.  There  was  no  gastric 
residue  at  the  sixth  hour.  There  was  no  pul- 
monary cavity. 


Thirty-five  had  no  clinical  tuberculosis. 
None  of  these  had  evidence  of  colonic  ulcera- 
tion. Of  the  three  hundred  examined  fifty- 
two  had  evidence  of  colonic  ulceration,  an  in- 
cidence of  17.3  per  cent.  The  incidence  in 
the  tuberculous  examined  (265)  was  19.6 
per  cent.  Thirty-seven  (71  per  cent)  of  the 
positive  cases  had  colonic  hypermotility. 
Three,  or  1.2  per  cent  of  the  negative  cases 
had  colonic  hypermotility.  Thirty-five  (67 
per  cent)  of  the  fifty-two  positive  cases  were 
also  positive  when  examined  by  the  barium 
enema.  Ten  of  the  cases  positive  by  the  bar- 
ium meal  findings  were  negative  when  ex- 
amined by  the  barium  enema.  Thirty-seven 
of  the  positive  cases  had  gastro-intestinal 
symptoms. 

One  hundred  and  forty-four  of  the  nega- 
tive cases  also  had  symptoms  referable  to 
the  gastro-intestinal  tract. 

Fifteen  positive  cases  had  no  gastro-intes- 
tinal symptoms. 

One  hundred  and  four  of  the  negative 
cases  were  also  free  of  gastro-intestinal 
symptoms.  Gastric  residue  at  the  sixth 
hour  after  the  meal  ingestion  was  found  in 
three  positive  cases.  Also  in  nineteen  nega- 
tive cases. 

Pulmonary  cavitation  was  present  in 
thirty-seven  of  the  positive  cases  (71  per 
cent.)  One  hundred  and  eight  of  the  nega- 
tive cases  also  had  pulmonary  cavitation. 

It  is  of  interest  to  note  that  a gastric 
residue  at  the  sixth  hour  was  found  in  a 
higher  per  cent  of  negative  cases  than  of 
positive  cases.  This  is  contrary  to  the  im- 
pression other  observers  have  expressed. 
The  failure  of  the  barium  enema  to  demon- 
strate colonic  ulceration  in  many  cases  in 
which  the  barium  meal  had  given  positve 
evidence,  will  also  be  noted. 

The  increased  incidence  of  positive  find- 
ings amongst  the  more  toxic  groups  is  also 
shown.  “A”  cases  7.8  per  cent,  “B”  cases 
20  per  cent,  “C”  cases  44.5  per  cent. 

The  fact  that  29  per  cent  of  the  positive 
cases  did  not  have  pulmonary  cavitation 
should  also  be  emphasized. 

Excepting  a few  of  the  class  moderately 
advanced,  the  foregoing  material  was  non- 
selected  and  should  represent  an  average 
study  of  a like  number  of  similar  patients  in 
any  tuberculosis  group. 

The  chart  below  deals  with  symptoms  in- 
cidence in  the  positive  and  negative  studies 
respectively.  Of  the  fifty-two  positive  cases 
symptoms  were  present  in  71  per  cent.  Of 
the  two  hundred  and  forty-eight  negative 
cases  symptoms  were  present  in  60  per  cent. 
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52  Posi- 

248  Nega- 

tive  cases 

tive  cases 

Anorexia  

7.7 

6.85 

Nausea  

7.7 

10. 

Gas  Pains  

59.6 

28.6 

Acid  eructations  

30.8 

22.2 

Flatulence  

61.5 

34.66 

Undue  nervousness  

Unaccountable  increase  of 

19.2 

8-5 

constitutional  symptoms  .. 

1.9 

4. 

Diarrhea  

32.7 

4.4 

Constipation  

Alternating  diarrhea  and 

11.5 

29.8 

constipation  

13.5 

1.2 

Intestinal  colic  

26.9 

9.7 

Tenderness  of  abdomen  

9.6 

2.8 

Sleeplessness  

7.7 

2. 

Mental  depression  

5.8 

2. 

Emotional  instability  

15.4 

4.4 

An  analysis  of  the  above  chart  fails  to  in- 
dicate any  clinical  symptom  or  group  of 
symptoms  that  points  out  conclusively  the 
presence  of  intestinal  ulceration. 

The  most  common  symptoms  are  those 
that  result  from  the  presence  of  intestinal 
gas.  The  continued  presence  of  excessive 
intestinal  flatulence  in  the  tuberculous  in- 
dicates the  need  of  a study  to  determine  the 
existence  or  non-existence  of  intestinal  ulcer- 
ation. Diarrhea,  when  present  and  continu- 
ous, is  almost  pathognomonic.  (For  purpose 
of  this  study  diarrhea  is  defined  as  hyper- 
motility, indicated  by  three  or  more  bowel 
movements  per  day.)  However,  diarrhea 
will  be  found  in  only  one-third  of  the  pa- 
tients having  intestinal  tuberculous  ulcer- 
ations. 

Physical  signs  are  most  often  lacking.  In 
this  series  abdominal  tenderness  was  found 
in  9.6  per  cent  of  the  patients.  As  the  dis- 
ease progresses  and  approaches  termination 
physical  signs  often  are  more  frequently 
encountered.  The  abdominal  muscles  be- 
come spastic  and  very  often  there  is  a gen- 
eralized abdominal  tenderness. 

The  fact  that  as  many  as  29  per  cent  of 
positive  cases  in  the  present  series  were  free 
of  clinical  or  physical  signs  indicates  the 
need  of  routine  intestinal  studies  in  the  tu- 
berculous. 

TREATMENT 

It  is  impossible  to  over  emphasize  the 
value  of  rest  in  the  treatment  of  intestinal 
tuberculosis.  It  is  this  author’s  opinion  that 
no  form  of  treatment  is  known  that  will  with 
consistency  favorably  influence  this  disease 
except  where  a regimen  of  rest  is  strictly  ob- 
served. We  have  observed  a patient  who 
would  not  rest  in  bed  except  as  fatigue  made 
necessary,  who  had  ten  to  twelve  bowel 
movements  daily.  Following  an  episode  of 
hemoptysis  the  patient  remained  in  bed,  was 
fed  by  a nurse  and  avoided  all  muscular  ac- 
tivity. The  bowel  movements  were  reduced 


to  two  per  day  within  a period  of  twelve 
days.  The  nearest  approach  to . complete 
avoidance  of  muscular  activity  possible  to  in- 
stitute in  any  active  case  of  intestinal  tu- 
berculosis is  the  ideal  regimen  and  should 
be  continued  until  the  signs  of  localized  or 
general  irritability  of  the  colonic  tract  can 
no  longer  be  demonstrated. 

The  favorable  influence  of  general  (rath- 
er than  local)  irradiations  by  the  actinic 
rays  produced  by  the  mercury  quartz  vapor 
or  carbon  arc  lamps  are  extremely  gratify- 
ing. However,  reliance  upon  this  form  of 
treatment  without  emphasis  being  placed 
upon  the  need  of  bed  rest,  is  not  justified. 
When  the  two  are  combined  improvement 
may  confidently  be  expected,  except  in  the 
near  terminal  group.  No  attempt  will  be 
made  to  discuss  in  detail  the  technic  of  this 
form  of  treatment.  The  literature  abounds 
with  detailed  instructions. 

Abatement  of  symptoms  and  lessening  of 
x-ray  evidence  of  spasm  and  hypermotility 
may  be  expected  in  three  to  six  weeks.  The 
lessening  of  discomfort  caused  by  excessive 
gas  in  the  intestinal  tract,  which  is  often  the 
only  symptom  present,  is  most  often  the 
first  sign  of  improvement.  The  control  of 
this  particular  symptom  constitutes  the 
greatest  problem  in  relation  to  the  comfort 
of  patients. 

It  is  often  desirable  to  utilize  ultra-violet 
therapy  in  the  patient’s  home.  Many  patients 
find  the  cost  of  the  mercury  quartz  vapor 
’amps  prohibitive.  In  these  instances  the  car- 
bon arc  lamp  may  be  recommended,  as  the 
first  cost  is  much  less  and  treatment  results 
compare  favorably.  The  increased  popular- 
ity of  the  carbon  arc  lamp  in  the  last  few 
years  has  been  marked. 

Natural  heliotherapy,  except  in  those  in- 
stances where  there  is  no  pulmonary  tuber- 
culous disease,  is  emphatically  contraindi- 
cated. Primary  tuberculous  infection  of  the 
intestinal  tract  is  rarely  seen,  but  when  en- 
countered natural  heliotherapy  may  be  con- 
sidered. Use  of  the  actinic  ray  should  be 
continued  for  a number  of  months  after  all 
clinical  and  x-ray  signs  of  the  disease  have 
disappeared. 

The  Alvarez  diet  which  is  cellulose  free, 
easily  digested,  non-gas  forming  and  of  high 
caloric  value,  meets  the  requirements  of 
those  patients  whose  intestinal  disease  is 
marked  by  more  than  moderate  x-ray  signs 
of  spasm  and  hypermotility,  and  having 
clinical  manifestations,  such  as  discomfort 
caused  by  excess  gas  formation,  loose  bowel 
movements,  et  cetera. 

When  clinical  and  x-ray  signs  are  not  so 
well  marked  a nearer  approach  to  the  usual 
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diet  may  be  made,  including  or  excluding 
foods  with  cellulose,  fresh  fruits,  sugars  and 
starches,  as  indicated. 

When  anorexia  or  poor  appetite  is  a fea- 
ture, pure  olive  oil  may  be  given.  It  is  well 
borne,  is  the  easiest  saponifiable  of  all  oils, 
and  has  a high  caloric  value.  A small  amount 
of  methyl  salicylate  may  be  added  (1  c.c.  to 
one  pint  of  oil)  to  increase  its  palatibility. 
This  author  has  prescribed  alive  oil  both 
after  irradiation  with  mercury  quartz  vapor 
lamps  and  without  irradiation.  Superiority 
of  the  irridiated  product  was  not  demon- 
strated. 

Orange  juice  is  usually  well  borne  but  may 
be  alternated  with  tomato  juice  which  is 
equally  well  borne  and  supplies  qualities  de- 
ficient in  a strict  Alvarez  diet. 

The  nearest  approach  to  a normal  diet  pos- 
sible, always  eliminating  foods  that  are 
known  to  cause  discomfort,  is  the  diet  of 
choice.  Many  patients  resent  a special  diet 
and  come  to  regard  their  food  as  a form  of 
medicine  and  develop  a psychological  trend 
that  interferes  materially  with  appetite  and 
digestion. 

Sweet  milk  is  often  the  cause  of  increased 
gas  formation  and  ^resultant  discomfort. 
Many  of  these  patients  can  drink  butter 
milk  and  milk  in  which  the  bacillus  acido- 
philus has  been  cultured,  without  discom- 
fort. 

Calcium  Chloride  Therapy:  Examination 
of  healed  tuberculous  ulcers  of  the  intestinal 
tract  discloses  that  the  healing  process  is 
quite  different  from  that  of  tuberculous 
areas  in  the  lung  or  glands,  in  that  calcium 
deposition  has  no  part  in  the  healing  of  the 
intestinal  ulcer.  Calcium  chloride  adminis- 
tered intravenously  seems  to  cause  an  amel- 
ioration of  symptoms  such  as  gas  pains,  in- 
testinal colic,  diarrhea,  and  often  favorably 
influences  the  appetite.  It  should  be  remem- 
bered, however,  that  its  value  is  found  in 
its  beneficent  influence  upon  symptoms  and 
not  in  its  curative  powers.  Its  greatest  field 
of  usefulness  will,  therefore,  be  found  in 
the  first  few  weeks  of  treatment,  before  rest 
and  the  actinic  ray  have  themselves  brought 
comfort  to  the  patient.  Calcium  adminis- 
tration should  rarely  be  indicated  longer 
than  three  months.  The  dose  is  five  cubic 
centimeters  of  the  five  per  cent  solution 
given  intravenously  bi-weekly.  Extreme  care 
should  be  taken  to  insure  that  none  be  de- 
posited outside  the  vein  because  of  its  high- 
ly irritating  effect  upon  tissues,  which  re- 
sults in  ulcer  formation  very  difficult  to 
heal. 

Diarrhea  that  fails  to  subside  after  the 
above  outlined  treatment  has  been  instituted 


or  that  must  be  checked  before  such  treat- 
ment may  become  effective,  is  best  control- 
led by  some  form  of  opium,  preferably  pare- 
goric. 

Often  constipation  is  a prominent  symp- 
tom. Laxatives  should  be  consistently  avoid- 
ed because  of  their  unfavorable  influence 
upon  the  spastic  and  irritable  areas.  The  use 
of  lubricants  with  or  without  agar  content 
is  more  satisfactory.  Often  the  condition 
is  most  satisfactorily  corrected  by  the  use 
of  olive  oil  or  cotton  seed  oil  (4  to  6 ounces) 
instilled  into  the  rectum.  Normal  saline 
enemas  may,  at  times,  be  indicated  either  as 
a method  of  clearing  the  colon  or  giving  re- 
lief for  excessive  gas.  In  this  instance,  the 
addition  of  sodium  bicarbonate  is  helpful. 

The  above  outlined  treatment  will,  in  the 
majority  of  cases,  bring  about  clinical  and 
pathological  improvement  and  sometimes 
cure.  Almost  all  patients  can  be  made  com- 
fortable. The  hopeless  terminal  group  with 
distressing  intestinal  symptoms  should  be 
given  narcotics  in  such  doses  and  with  the 
frequency  necessary  for  comfort. 

Other  special  forms  of  treatment,  as  pneu- 
moperitoneum or  roentgen  ray  therapy,  will 
rarely  be  needed. 

Surgical  interference  is  rarely  indicated 
except  in  the  hypertrophic  form  where  oc- 
clusion of  the  gut  lumen  is  threatened. 

The  fluid  content  should  be  carefully 
maintained  by  encouraging  the  patient  to 
drink  sufficient  water.  This  is  most  import- 
ant when  the  bowel  movements  are  frequent 
and  thin. 

SUMMARY 

1.  Fluoroscopy  for  the  purpose  of  estab- 
lishing the  identity  of  structures  and  authen- 
ticity of  filling  defects  is  essential. 

2.  Evidence  obtained  from  the  study  of 
the  twenty-fifth  hour  film  is  most  important 
in  the  determination  of  the  presence  of  local 
irritability  and  general  colonic  hypermotil- 
ity. 

3.  X-ray  evidence  of  local  spasm  in  the 
proximal  colon  and  generalized  colonic  hy- 
permotility, whejn  present,  constitute  the 
basis  of  the  diagnosis  of  ulceration  in  the 
proximal  colon. 

4.  Except  in  isolated  instances  a study 
by  aid  of  the  opaque  meal  will  give  more 
accurate  information  than  that  of  the  opaque 
enema. 

5.  Evidence  obtained  from  a study  of  an 
opaque  enema  is  valuable  when  evidence  of 
spasm  is  shown.  A lack  of  this  evidence, 
however,  does  not  exclude  the  presence  of 
spasm. 

6.  A complete  study  of  the  colon  must 
include  that  of  the  opaque  enema  because  of 
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its  substantiating  value  and  the  possibility 
of  demonstration  of  spasm  lacking  in  the 
meal  result. 

7.  Any  evidence  to  be  of  value  must  be 
demonstrable  at  different  hours  and  defi- 
nitely localized. 

8.  A definite  demonstration  of  local 
spasm  in  the  proximal  colon  without  general 
co’onic  hvpermotility  is  sufficient  basis  for 
positive  diagnosis. 

9.  The  incidence  of  intestinal  tuberculo- 
sis in  the  far  advanced  class  and  in  the  toxic 
group  of  any  class  is  such  that  an  x-ray 
study  of  the  intestinal  tract  is  indicated. 

10.  The  presence  of  symptoms  not  ac- 
counted for  by  pidmonary  disease  constitutes 
an  indication  for  an  intestinal  x-ray  exami- 
nation of  any  tuberculous  subject. 

11.  The  presence  of  prominent  intestinal 
symptoms  are  not  a reliable  basis  for  a di- 
agnosis. In  conjunction  with  x-ray  evidence 
thev  have  a certain  value. 

12.  A positive  diagnosis  based  upon 
x-rav  evidencp  is  nof  justified  even  in  the 
absence  of  gastro-intestinal  symptoms. 

13.  Best  treatment  residts  are  obtained 
when  physical  rest  is  made  the  basis  of  the 
treatment  plan. 

14.  A strict  diet  regime  is  not  indicated 
except  where  the  clinical  and  x-ray  signs  are 
rather  marked. 

(NOTE:  The  x-ray  interpretative  standards  as 
applied  to  th's  series  of  studies  were  as  similar  to 
those  of  H.  L.  Samnson  at  Trudeau  as  frequent 
consultation  and  extended  observation  of  his  work 
could  make  possible.  Appreciation  of  this  help  and 
courtesy  is  hereby  gratefully  acknowledged.  It  is 
also  a pleasure  to  record  the  enthusiastic  help  of 
Dr.  Harrv  B.  Williams  Roentgenologist,  at  United 
States  Veterans’  Hospital,  Sunmount,  New  York. 
All  film  interpretations  and  fluoroscopic  observa- 
tions were  made  in  conjunction  with  him.  He  also 
participated  in  the  many  consultations  with  H.  L- 
Sampson  of  Trudeau. 

Appreciation  is  also  expressed  to  Dr.  Lawrason 
Brown  whose  criticisms  and  suggestions  were  so- 
licited in  connection  w;th  this  study). 

ATELECTASIS  (MASSIVE  COLLAPSE) 
IN  PULMONARY  TUBERCULOSTS 
E.  A.  GATTERDAM,  M.D. 

Phoenix,  Arizona 

(Read  before  the  Fortieth  Annual  Meeting  of  the 
Arizona  State  Medical  Association,  held  at  No- 
gales, May  7-9,  1931). 

The  literature  on  atelectases  or  massive 
collapse,  occurring-  in  pulmonary  tuberculo- 
sis, is  scanty  indeed,  even  though  this  is  a 
rather  freouent  compilation  during  the 
course  of  the  disease.  The  reason  for  this 
is  probably  that  it  is  not  generally  recog- 
nized as  such  but  is  mistaken  for  thickened 
p’eura,  fibroid  lung,  tuberculous  pneumonia, 
and  af  times  pleural  effusion.  These  named 
conditions  however  may  be  present  at  the 


same  time  and  associated  with  atelectasis. 
Packard  reported  three  cases  occurring  in 
tuberculous  patients  and  states  that  it  usu- 
ally has  a beneficial  effect  on  the  course  of 
the  disease.  He  also  comments  on  the  mild- 
ness of  the  symptoms  and  the  permanency 
of  this  condition  once  established.  Jaeoboeus 
and  Westermark,  in  their  symposium  on 
atelectasis,  report  four  cases  in  connection 
with  tuberculosis  and  show  the  value  of  ar- 
tificial pneumothorax  in  treating  these 
cases,  as  there  is  a tendency  for  uncollapsed 
cavities  to  enlarge.  During  the  past  two 
years  at  this  institution  v/e  have  seen  a con- 
siderable number  of  these  cases,  and  in 
nearly  all  of  these  have  attempted  some 
form  of  collapse  therapy.  In  only  a few 
was  there  a marked  improvement  in  the  pa- 
tient’s condition  from  the  atelectasis  itself. 
In  on’y  one  was  there  a re-expansion  of  the 
cohapsed  or  atelectatic  lung. 

PATHOLOGY 

The  cause  of  afelectasis  is  an  obstruction 
or  stenosis  of  a bronchus.  When  this  occurs 
the  air  remaining  in  the  lung  cells,  beyond 
the  obstruction,  is  absorbed  and.  as  a re- 
sult, the  lung  tissue  becomes  collapsed,  or 
atelectatic.  ConseouenUy,  a marked  nega- 
tive pressure  is  produced,  and.  as  nature  ab- 
hors a vacuum,  fhe  heart,  mediastinum,  dia- 
phragm, and  often  the  onposite  lung  are 
displaced  -o  overcome  it.  Where  the  collapse 
or  atelectasis,  remains  permanent  the  lung 
becomes  fibroUc  in  character. 

A similar  phenomenon  occurs  in  artificial 
pneumothorax  cases,  where  the  compressed 
lung  has  become  fibrotic  and  fails  to  re-ex- 
pand  when  the  pneumothorax  is  discontin- 
ued. Here  the  air  in  the  pleural  cavity  is 
absorbed  and  a marked  negative  pressure 
produced,  and  consequently,  as  in  the  pre- 
vious condition,  the  heart,  mediastinum,  op- 
posite lung,  and  d’aohragm  are  displaced  to 
overcome  this  negative  pressure.  Fluid  usu- 
allv  occurs  in  these  cases,  due  to  the  decreas- 
ed pressure. 

What  part  a fibrosis  of  a lung  in  tuber- 
culosis. with  a contraction  of  the  scar  tis- 
sue, p’avs  in  producing  displacement,  might 
be  a debatable  ouestion.  It  is  possibly  a fac- 
tor in  some  of  the  cases  where  there  is  some 
aeration  of  the  lung-  tissue  present.  However, 
it  is  more  probable  that  most  of  the  cases  at- 
tributable to  a fibrotic  lung  are  due  in  real- 
ity to  an  atelectasis. 

SYMPTOMS 

We  have  found  the  symptoms  produced  by 
a massive  collapse  as  a rule,  very  mild  and 
many  times  the  collapse  occurring  without 
the  knowledge  of  the  pahient.  In  the  case 
m which  the  atelectasis  has  already  been  es- 
tablished some  patients  will  remember  a 
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slight  hemorrhage  following  which  they  ran 
a mild  temperature  for  a few  days,  or  may 
state  they  had  some  pleurisy  in  the  past. 
Other  than  this,  it  is  hard  to  establish  the 
time  that  the  collapse  occurred.  In  the 
cases  that  have  occurred  under  our  observa- 
tion, the  patients  complain  of  some  pain  in 
the  involved  lung  and  some  shortness  of 
breath.  At  times  the  symptoms  may  be 
severe  and  mistaken  for  a pneumonia. 

PHYSICAL  AND  ROENTGENOGRAPH 
FINDINGS 

The  physical  and  roentgenograph  findings 
vary,  depending  on  the  amount  of  lung  tis- 
sue involved  and  the  pre-existing  pathology 
present.  The  collapse,  or  atelectasis,  may 
involve  the  entire  lung,  or  it  may  be  con- 
fined to  one  lobe  or  part  of  a lobe.  Where 
there  is  considerable  at°leetas,'s,  the  -physical 
findings  are  usually  typical,  namely,  ab- 
sence of  expansion  of  the  involved  side,  pull- 
ing over  of  the  heart  and  mediastinum, 
dullness  and  absent  breath  sounds.  Rales 
as  a rule  disappear,  but  they  may  become 
coarser  and  bubbling  in  character.  At  times, 
the  breath  sounds  may  be  pneumonic  in 
character,  or  amphoric  if  there  is  an  un- 
derlying cavity.  Cyanosis  and  an  increase 
in  pulse  and  temperature,  are  noted,  but 
these  usuaTy  disappear  in  a short  time. 
Roentgenographically  there  is  usually  a 
marked  opacity  or  consolidation,  depending 
on  the  amount  of  lung  tissue  involved,  with 
a narrowing  of  the  intercostal  spaces,  draw- 
ing over  of  the  heart,  mediastinum  and 
trachea  towards  the  involved  side,  and  an  el- 


evation of  the  diaphragm.  Cavities  which 
were  present  before  may  become  obliterated 
or  may  be  more  distinct.  Fluoroscopic  ex- 
amination reveals  the  same,  but,  in  addition, 
the  movement  of  the  diaphragm  is  restrict- 
ed. 

TREATMENT 

As  the  atelectases  tends  to  remain  perma- 
nent, and  aeration  of  the  lung  cannot  be  es- 
tablished by  the  usual  means  employed  in 
postoperative  cases,  and  as  there  is  a tenden- 
cv  for  cavities  to  enlarge,  artificial  pneumo- 
thorax seems  to  be  the  treatment  of  choice. 
In  these  cases  the  interpleural  pressure  is 
markedly  reduced  and  the  fluid  is  apt  to 
be  sucked  over  the  top  of  the  manometer  if 
one  is  not  careful.  Bv  instituting  pneumo- 
thorax, th;s  negative  pressure  is  reduced, 
the  heart  and  mediastinum  returned  to  their 
normal  position.  the  diaphragm  depressed, 
and  the  lung  sUll  further  compressed.  In 
some  of  the  cases  where  there  was  no  free 
plural  space  and  the  disease  continued  to 
progress,  phrenic  exeresis  and  thoracoplasty 
have  been  resorted  to  with  most  gratifying 
results.  In  one  of  our  cases,  a spontaneous 
pneumothorax  occurred  a short  time  before 
artificial  pneumothorax  was  to  be  attempt- 
ed. 

CASE  REPORTS 

Case  1.,  A.  0.,  married  woman,  aged  45,  admit- 
ted Nov.  4,  1930.  Family  and  past  history  negative. 
Following  influenza  in  May,  1929,  she  did  not  re- 
gain her  strength.  She  developed  a slight  cough 
and  had  intermittent  pleurisy  in  the  right  chest. 
There  was  a loss  of  about  25  pounds  in  wieght.  In 
July,  1930,  she  spat  a mouthful  of  blood  and  later 
began  running  temperature.  Sputum  test  positive 


Fig.  1.  Fig.  2.  Fig.  3. 

Fig.  1.  Case  I.  Roentgenogram  taken  Jan.  12,  1931,  showing  slight  cardiac  displacement  to  the 
right,  cavity  in  right  upper  lobe  and  opaque  area  in  right  base. 

Fig.  2.  Case  I.  Roentgenogram  taken  Feb-  20,  1931,  two  days  after  atelectasis  developed.  Shows 
displacement  of  heart  and  trachea,  marked  elevation  of  the  diaphragm,  and  opacity  in  right  chest.  Cav- 
ity in  upper  lobe  more  distinct. 

Fig.  3.  Case  I.  Roentgenogram  taken  March  28,  1931,  thirty-six  days  after  partial  pneumothorax 
was  started.  Heart,  trachea  and  diaphragm  are  now  in  normal  positions.  Upper  lobe  held  partially 
open  by  adhesions  of  pleura. 
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for  tubercle  bacilli.  Under  rest  at  home  she  did 
not  improve. 

On  admission  to  St.  Luke’s  Home  her  weight 
was  103.  Normal  weight,  145.  Blood  pressure: 
systolic,  140;  diastolic,  90.  Initial  chest  examination 
revealed  diminished  expansion  of  the  right  chest 
with  medium  rales  base  up.  No  cavity  signs  were 
made  out  and  the  percussion  note  was  fairly  reso- 
nant. Over  the  mid-portion  of  the  left  lung  were 
a few  scattered  medium  rales.  An  x-ray,  taken 
Nov.  5,  1930,  showed  scattered  infiltration,  chiefly 
fibro-caseous,  in  the  right  upper  with  a suspicious, 
fairly  large  cavity.  In  the  base  and  near  the  heart 
was  an  opaque  area  about  3 inches  in  width.  The 
right  diaphragm  was  slightly  elevated.  This  opaque 
area  was  interpreted  as  a caseous  pneumonia 
which  might  be  due  to  a localized  atelectasis.  There 
was  some  fibro-caseous  infiltration  in  the  mid-por- 
tion of  the  left  lung.  Under  the  fluoroscope  there 
was  some  restriction  of  the  motion  of  the  dia- 
phragm. The  Wassermann  was  negative  and  the 
sedimentation  time  was  25  minutes.  Sputum  posi- 
tive for  tubercle  bacilli.  Patient  was  placed  on 
right  postural  rest.  Her  temperature  averaged  99 
to  99.4;  pulse  range,  90-100.  X-ray  taken  Jan.  12, 
1931  (Fig.  1),  showed  an  increase  in  the  pathology 
in  the  left  side  and  the  cavity  was  more  pronounced 
in  the  right  apex.  The  same  opacity  in  the  right 
base  was  noted  as  in  the  previous  film.  Physical 
examination  did  not  reveal  the  cavity  in  the  right 
apex,  but  there  was  an  increase  in  the  rales  in  the 
left  lung.  Patient’s  weight  on  Feb.  10,  1931,  was 
126,  a gain  of  20  pounds. 

On  Feb.  18,  1931,  patient  complained  of  some  pain 
in  the  right  lung  and  a slight  increase  in  cough.  The 
temperature  was  101 3 and  the  pulse  115.  There  was 
no  shortness  of  breath  nor  did  she  complain  of  palpi- 
tation. Physical  examination  now  revealed  dullness 
over  the  entire  right  lung  except  above  the  second 
rib  and  fourth  dorsal  spine.  The  breath  sounds  were 
now  amphoric  in  character  in  the  upper  part  of  the 
upper  lobe,  below  this  the  breath  sounds  and  rales 
were  absent.  The  left  border  of  the  heart  was  dis- 
placed toward  the  right.  Patient  was  moderately 
cyanosed.  X-ray  taken  Feb.  20,  1931  (Fig.  2), 


showed  a massive  collapse  or  atelectasis  of  the  right 
lung  confined  to  the  lower  part  of  the  upper  lobe, 
the  entire  middle  and  lower  lobes.  The  heart, 
mediastinum,  and  trachea  were  markedly  pulled 
over  to  the  right,  the  left  border  of  the  heart  be- 
ing a little  to  the  left  of  the  spine.  The  right  dia- 
phragm showed  considerable  elevation,  the  dome 
lying  in  the  fourth  interspace.  The  cavity  in  the 
right  apex  was  now  exceedingly  plain.  The  pa- 
tient did  not  complain  of  much  discomfort. 

Artificial  pneumothorax  was  instituted  on  Feb. 
20,  1931.  The  initial  manometer  reading  could  not 
be  obtained  as  the  marked  negative  pressure  drew 
the  fluid  over  the  top  of  the  manometer.  When 
375  c-c-  of  air  was  introduced  the  resultant  reading 
was  minus  2 to  minus  6.  Under  the  fluoroscope, 
the  heart  and  mediastinum  were  seen  to  have  re- 
turned to  their  normal  position  and  the  diaphragm 
was  depressed.  The  temperature  dropped  to  99° 
rnd  the  pulse  to  80.  Since  then  there  have  been  a 
number  of  refills  and  the  patient’s  general  condi- 
tion has  improved  somewhat.  An  x-ray  taken 
March  28  1931  (Fig.  3),  shows  a partial  pneumo- 
thorax. chiefly  at  the  base,  the  upper  part  of  the 
lung  being  held  out  by  adhesions.  The  heart  and 
diaphragm  are  now  in  their  normal  position.  The 
cavity  in  thp  right  upper  is  still  present,  but 
smaller  and  displaced  inward.  The  indications  now 
are  for  increasing  the  compression  on  the  rgiht 
side. 

Case  II.  A.  B-,  spinster,  aged  23,  admitted  Oct- 
20.  1930.  Family  and  past  history  of  no  importance. 

Present  illness  began  in  April,  1927,  with  loss  of 
weight,  cough  and  streaked  sputum.  For  two  years 
she  was  under  treatment  in  a sanitarium  and  rap- 
idly improved.  She  was  discharged  without  symp- 
toms but  still  active.  Since  then  she  has  not  felt 
well  and  came  to  Phoenix  in  1929.  With  rest  she  felt 
ouite  well.  In  May,  1930,  she  had  a small  hemor- 
rhage. Since  that  time  her  cough  has  increased 
and  she  continued  losing  a little  weight.  During 
.Tune,  1930,  her  temperature  ranged  from  100°  to 
102u- 

On  admission  her  weight  was  102%  pounds.  Tem- 
perature, 98°-99.2°  and  pulse  90-100.  Chest  exami- 


Fig.  4.  Pig.  5.  Fig.  6. 

Fig.  4.  Case  TI.  Roentgenogram  taken  March  9,  1929,  showing  slight  haziness  over  entire  left 
lung,  with  cavity  in  left  apex.  Left  diaphragm  slightly  elevated  an  1 heart  displaced  slightly  to  the 
left. 

Fig.  5.  Case  II.  Roentgenogram  taken  Oct.  19,  1930,  showing  massive  atelectasis  of  the  left  lung, 
with  open  cavity  in  the  apex.  Heart  displaced  to  the  left  diaphragm  elevated. 

Fig.  6.  Case  II.  Roentgenogram  taken  Feb.  23,  1931,  showing  the  effect  of  pneumothorax,  with 
return  of  heart  and  diaphragm  to  their  normal  poritions.  Cavity  at  apex  still  open. 
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nation  showed  marked  diminished  expansion  of  the 
left  chest,  with  dullness  from  the  base  to  the  sec- 
ond rib  and  fourth  dorsal  spine.  The  breath  sounds 
were  absent  over  the  dull  area  but  there  were 
cavity  signs  in  the  apex.  The  heart  was  displaced 
to  the  left.  Under  the  fluoroscope  the  left  chest 
was  opaque  except  in  the  apex,  where  there  was  a 
cavity.  The  left  diaphragm  was  high  and  motion 
restricted.  An  x-ray  taken  Oct.  19,  1930,  revealed 
the  left  lung  opaque  except  for  an  apical  cavity 
(Fig.  5).  The  heart  and  trachea  were  displaced 
to  the  left  and  the  left  diaphragm  was  high.  A diag- 
nosis of  atelectasis  of  part  of  the  upper  lobe  and 
the  entire  lower  lobe  was  made.  Sputum  was  posi- 
tive for  tubercle  bacilli.  Urine  negative. 

A previous  x-ray,  taken  March  9,  1929  (Fig.  4), 
was  obtained  and  this  showed  the  heart  slightly  dis- 
placed to  the  left.  The  left  diaphragm  slightly  ele- 
vated. The  left  lung  was  slightly  hazy  over  its  en- 
tirety. There  was  a fairly  large  cavity  in  the  left 
apex  with  infiltration  into  the  upper  lobe,  some 
being  hidden  by  the  haziness. 

Pneumothorax  was  begun  Oct.  20,  1930.  The 
initial  reading  could  not  be  obtained,  due  to  the 
marked  negative  pressure  drawing  the  fluid  over 
the  top  of  the  manometer.  When  300  c.c.  of  air 
was  given  the  resultant  reading  was  minus  3 to 
minus  5-  Under  the  fluoroscope  the  heart  and  dia- 
phragm returned  to  their  normal  position  and  the 
lung  considerably  compressed.  Since  then  the  pa- 
tient has  been  taking  pneumothorax  regularly  and 
has  shown  considerable  improvement,  even  though 
the  cavity  in  the  left  apex  is  still  present-  She 
was  discharged  Nov.  17,  1930,  to  her  home.  Her 
temperature  was  normal  and  pulse  reduced.  Her 
weight  was  109. 

X-ray  taken  Feb.  23,  1931  (Fig.  6)  shows  heart 
and  trachea  and  diaphragm  in  normal  position.  The 
left  lung  is  about  collapsed  but  the  cavity  in  the 
apex  is  still  held  open  by  adhesions-  Thoracoplasty 
will  probably  be  necessary  for  a closure  of  the  cav- 
ity. 

This  case  is  interesting  in  that  no  definite  his- 
tory could  be  obtained  as  to  the  time  of  the  mas- 
sive collapse.  It  probably  occurred  at  the  time  she 
had  her  hemorrhage.  Also  because  the  x-ray  taken 


in  March,  1929,  shows  a partial  atelectasis  in  that 
the  heart  was  slightly  displaced  to  the  left  and  the 
diaphragm  slightly  elevated;  also,  the  left  lung 
was  hazy. 

Case  III.  C.  S.,  minister,  aged  72,  admitted  Nov. 
(i,  1930.  Family  history  negative.  At  30  years  of 
age  he  had  a “breakdown.”  Rested  for  a while  and 
later  took  up  engineering  work,  which  he  continued 
for  15  years.  Felt  fairly  well  most  of  the  time. 
In  1912,  after  he  had  returned  to  the  ministry,  be- 
gan losing  weight  and  coughing-  No  tuberculosis 
found  at  this  time  and  the  patient  rested  at  home- 
His  general  condition  was  fair  but  he  would  have 
ntermittent  hemorrhage. 

On  admission  patient  was  fairly  well  nourished, 
weight  was  150.  Temperature  range,  99°-100°; 
pulse,  95-110.  Blood  pressure:  systolic,  145;  dias- 
tolic, 95.  Chest  examination  showed  cavity  signs 
in  the  right  apex  and  scattered  medium  rales  over 
the  right  upper  chest.  There  were  a few  scattered 
rales  in  the  left  apex.  Patient  was  instructed  to 
take  right  postural  rest.  X-ray  taken  Nov.  8,  1930 
(Fig.  7),  showed  marked  fibrosis  in  the  right  apex 
with  a cavity.  There  was  some  scattered  infiltra- 
tion in  the  rest  of  the  right  lung.  Left  lung  showed 
some  fibrosis.  The  heart  was  slightly  displaced  to 
the  right.  Sputum  positive  for  tubercle  bacilli. 

On  Nov.  23,  1930,  patient  began  hemorrhaging. 
Usual  methods  did  not  control  it.  PheurRothorax 
was  attempted  but  there  was  no  free  pleural  space. 
On  Nov.  25,  1930,  a blood  transfusion  was  done  and 
a phrenic  exeresis,  but  small  hemorrhages  contin- 
ued. Dec.  3,  1930,  patient  developed  pain  in  the 
right  chest,  dyspnea  and  some  cyanosis.  Chest  ex- 
amination showed  absent  expansion  on  the  right 
side,  with  dullness.  The  breath  sounds  were  ab- 
sent, and  the  heart  displaced  to  the  right.  X-ray 
taken  Dec.  4,  1930  (Fig.  8)  showed  a massive  col- 
lapse of  the  right  lung  with  marked  cardiac  dis- 
placement. The  diaphragm  was  high,  probably  due 
to  both  the  phrenicetomy  and  the  atelectasis.  Pa- 
tient was  quite  ill  and  at  times  delirious.  Had  con- 
siderable mediastinal  pain.  On  Dec.  18,  1930,  the 
breath  sounds  were  coming  through  on  the  right 
side  but  the  heart  was  still  displaced.  Dullness 
was  still  present-  Daily  examination  showed  the 


Fig.  7.  Fig.  8.  Fig.  9. 

Fig.  7.  Case  III.  Roentgenogram  taken  Nov.  8,  1930,  showing  marked  fibrosis  with  cavity  at  right 
apex-  ; 

Fig.  8.  Case  III.  Roentgenogram  taken  Dec.  4,  1930,  showing  massive  atelectasis  of  the  right 
lung,  with  marked  displacement  of  the  heart. 

Fig.  9.  Case  III.  Roentgenogram  taken  Dec.  26,  1930,  showing  re-expansion  of  the  right  lung 
end  heart  returned  nearly  to  its  normal  position.  There  are  areas  of  caseous  bronchopneumonia  in  the 
light  base-  High  diaphragm  is  due  to  phrenic  exeresis  on  the  right. 
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Fig.  10.  Fig 

Fig.  10.  Case  IV.  Roentgenogram  taken  July 
cavity. 

Fig.  11.  Case  IV.  Roentgenogram  taken  Aug. 
lung.  Large  cavity  in  apex.  Heart  displaced  to  the 
pe- 

Fig.  12.  Case  IV.  Roentgenogram  taken  Feb. 
pleural  thoracoplasty. 

right  lung  clearing  and  an  x-ray  taken  Dec.  28, 
1930  (Fig.  9)  showed  the  atelectasis  cleared  and 
the  heart  returned  to  its  normal  position.  The 
right  diaphragm  was  high,  due  to  the  phrenic  inter- 
vention. There  was  some  caseous  broncho-pneu- 
monia remaining  in  the  lower  right. 

At  the  time  of  the  atelectasis  the  temperature 
rose  to  102.5°  and  continued  for  about  four  days, 
when  it  fell  to  about  99°,  where  it  remained.  The 
pulse  rose  to  120  and  gradually  returned  to  90-100. 
Later  the  pulse  ranged  between  110  and  120.  The 
patient’s  condition  steadily  grew  worse  in  spite  of 
the  clearing  of  the  collapse.  He  had  considerable 
cardiac  pain.  The  right  lung  did  not  show  any 
further  change  by  physical  examination-  Patient 
died  Jan.  3,  1931.  Autopsy  was  not  obtained. 

Case  IV.  D.  B.,  housewife,  aged  27,  admitted 
Aug.  15,  1929.  Grandmother  died  of  tuberculosis. 
Past  history.  She  had  the  usual  childhood  diseases. 
Always  well  and  strong.  Appendectomy,  1924. 
Ether  anesthesis.  Complete  recovery.  She  has  one 
child,  age  6,  living  and  well. 

In  February  1929,  following  the  influenza,  she 
did  not  regain  her  strength.  Coughed  considerably. 
In  June  she  began  having  night  sweats  and  cough 
increased.  Consulted  a physician  in  July,  1929,  and 
was  told  that  she  had  tuberculosis.  An  x-ray  taken 
July  5,  1929  (Fig.  10),  showed  considerable  scat- 
tered caseation  above  the  fourth  rib,  with  a cavity 
in  the  apex.  There  was  no  history  of  pain,  any 
marked  rise  in  temperature,  not  shortness  of  breath. 

On  admission,  chest  examination  revealed  dull- 
ness, base  up  on  the  left  with  diminished  or  absent 
breath  sounds.  There  were  cavity  signs  present 
in  the  left  apex,  with  a few  large  rales  in  the  up- 
per chest.  Fluoroscopic  examination  showed  a 
marked  opacity  over  the  left  lung  with  the  ex- 
ception of  the  apex,  where  there  was  a large  cavity. 
The  heart  was  pulled  to  the  left  and  the  diaphragm 
was  high  and  fixed-  A diagnosis  of  atelectasis 
was  made.  X-ray  taken  Aug.  26,  1929  (Fig.  11), 
revealed  the  same  as  the  fluoroscope,  only  that  the 
diaphragm  was  not  well  made  out.  Sputum  exami- 
nation was  positive  for  tubercle  bacilli.  The  temper- 
ature range  was  99°-101°  and  the  pulse  80-100.  She 
was  placed  on  left  postural  rest,  and  later  pneumo- 
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5,  1929,  showing  infiltration  in  the  left  upper  with 


26,  1929,  showing  massive  atelectasis  of  the  left 

left.  Diaphragm  high,  as  seen  under  fluorosco 

5,  1931,  showing  conditions  after  a posterior  extra- 
thorax was  attempted  but  there  was  no  free  pleu- 
ral space  nor  was  any  fluid  obtained  at  the  time. 
Under  rest  her  temperature  and  pulse  subsided 
somewhat  and  she  gained  weight.  A phrenic  ex- 
eresis  was  done  on  the  left  side  Jan.  14,  1930,  and 
an  x-ray  in  March  of  the  same  year  showed  the 
cavity  in  the  left  apex  greatly  enlarging,  the  lung 
still  remaining  collapsed.  In  May,  1930,  a left- 
sided thoracoplasty  was  done  and  since  that  time, 
the  patient  has  made  remarkable  improvement-  At 
present  she  is  free  from  cough  and  temperature 
and  her  weight  is  130.  Sputum  still  positive. 
X-ray  taken  Feb.  5,  1931,  (Fig.  12)  shows  a com- 
plete thoracoplasty  on  the  left  side.  The  right  lung 
remaining  clear. 

The  atelectasis  in  this  case  occurred  between  July 
5,  1929,  and  her  admission  on  August  26,  1929.  Fur- 
ther questioning  of  patient  did  not  reveal  exact 
time  of  the  atelectasis. 

Case  V.,  E.  N.,  housewife,  aged  32,  admitted 
Oct-  14,  1930.  Family  and  past  history  negative. 

In  1928  she  began  coughing  and  running  temper- 
ature. She  also  had  some  pain  in  both  chests. 
In  December,  1929,  a positive  sputum  was  found  and 
she  was  told  that  she  had  tuberculosis.  Since  that 
time  she  has  been  under  treatment  in  a number  of 
sanitariums  and  has  improved  somewhat.  For  the 
past  few  months  she  has  had  periodic  upsets  with 
high  temperature  which  lasts  for  a few  days. 
Sputum  decreased  at  these  times. 

On  admission  was  normal  except  for  an  occasion- 
al rise.  The  pulse  range  was  80-90.  Sputum  posi- 
tive for  tubercle  bacilli.  Blood  Wassermann  neg- 
ative and  the  sedimentation  time  3 hours.  Her 
weight  was  128.  Normal  weight,  130-  Chest  ex- 
amination revealed  dullness,  base  up  on  the  left  side, 
with  diminished  breath  sounds.  There  were  crackles 
over  the  left  chest.  There  were  a few  scattered 
rales  over  the  right  upper.  Fluoroscopic  examina- 
tion showed  the  heart  displaced  to  the  left,  the 
left  diaphragm  high  and  motion  restricted.  The 
left  chest  was  more  or  less  opaque,  with  areas  of 
lesser  density.  Roentgenogram  dated  Oct.  16,  1930, 
showed  a marked  density  throughout  the  left  lung, 
in  which  could  be  seen  a fairly  large  cavity.  The 
heart  was  displaced  to  the  left  and  the  diaphragm 
was  high.  Findings  typical  of  atelectasis. 


316 


SOUTHWESTERN  MEDICINE 


Artificial  pneumothorax  was  attempted  a num- 
ber of  times  in  this  case  but  was  not  successful. 
Fluid  or  pus  was  also  looked  for  at  these  times- 
Patient  continued  having  periodical  upsets  with 
high  temperature,  102°-104°,  at  intervals  and  thor- 
acoplasty was  recommended  but  refused.  A phrenic 
exeresis  was  done  Nov.  12,  1930,  on  the  left  side. 
There  was  no  material  rise  in  the  diaphragm.  Since 
that  time  her  condition  has  remained  about  the 
same  except  for  these  periodical  upsets  which  are 
probably  a question  of  drainage  of  a cavity.  Thora- 
coplasty seems  to  be  the  treatment  of  choice  in 
this  case. 

No  history  was  obtainable  in  this  case  as  to  the 
time  that  the  atelectasis  occurred  and  previous 
x-rays  were  not  obtainable. 

Case  VI.  E.  K.,  auto-mechanic,  aged  42.  Family 
history:  Three  brothers  died  of  pulmonary  tuber- 
culosis. Past  history:  Herniotomy,  bilateral,  1914, 
ether  anesthesia.  States  that  he  has  been  cough- 
ing for  20  years.  Present  illness  began  in  1926 
with  cough,  temperature  and  loss  of  weight.  A 
positive  sputum  was  found  at  this  time  and  since 
then  he  has  been  resting  and  feeling  better.  For  the 
past  year  he  has  had  gastric  upsets  with  vomiting 
after  eating.  H’s  cough  has  been  moderately  se- 
vere and  he  expectorates  about  2 ounces  a day.  For 
the  past  few  months  his  stomach  has  given  him 
considerable  trouble  and  he  came  for  relief  of  this. 

Physical  examination,  March  27th,  1931,  showed 
diminished  expansion  over  the  left  chest.  In  the 
base  of  the  left  lung  there  was  dullness.  The  breath 
sounds  were  tubular  in  character  over  the  entire 
left  chest.  Whispered  pectoriloquy  was  present  over 
the  left  lung.  Tlpere  were  scattered  medium  coarse 
rales  over  the  base.  In  the  right  apex  were  a few 
medium  rales.  Fluoroscopic  examination  showed  the 
heart  displaced  to  the  left,  the  diaphragm  high  and 
restricted  in  motion.  In  the  base  of  the  left  lung 
was  a marked  opacity,  above  this  there  was  a 
large  cavity  or  multiple  cavities.  Abdominal  exam- 
ination did  not  reveal  any  pain  or  tumor  masses. 
An  x-ray  (Fig.  13)  taken  the  same  day  revealed  the 


Fig.  13. 

Fig  13.  Case  VI.  Roentgenogram  taken  March 
27,  1930,  showing  atelectasis  in  the  left  base,  with 
large  cavities  in  the  left  upper.  Under  fluoroscope 
diaphragm  seen  to  be  very  high- 


Fig.  14. 

Fig.  14.  Case  VI.  Roentgenogram  taken  April  5, 
1930,  showing  spontaneous  pneumothorax  which 
had  developed-  The  heart  has  returned  to  its  normal 
position. 

same  as  the  fluoroscope.  A diagnosis  of  atelectasis 
in  the  left  base  with  a large  cavity  in  the  upper 
part  of  the  left  lung,  was  made.  Thoracoplasty  was 
advised  in  this  case  providing  a gastro-intestinal 
examination  was  negative.  Patient  wished  to  try 
pneumothorax  first.  He  was  to  enter  the  hospital 
on  April  14,  1930,  for  an  attempt  at  artificial 
pneumothorax  but  the  night  before  he  developed  a 
sudden  pain  over  the  left  chest  with  shortness  of 
breath.  A diagnosis  of  spontaneous  pneumothorax 
was  made.  An  x-ray  taken  the  following  day, 
April  5,  1930  (Fig-  14)  showed  the  heart  displaced 
slightly  to  the  right  and  an  area  of  pneumothorax 
in  the  left  lower.  Aspiration  had  to  be  done  later 
because  of  the  fluid  and  dyspnea  and  this  showed  a 
beginning  empyema.  Later  a rib  resection  was  re- 
sorted to  and  this  was  later  followed  by  a phrenic 
exeresis  and  a thoracoplasty-  Patient  d'ed  later 
from  shock  of  an  anterior  rib  resection. 

Case  VII.  H.  E.,  housewife,  aged  32.  Mother  and 
two  brothers  died  of  tuberculosis.  Past  illness  of 
no  importance. 

In  1918  patient  had  influenza.  Following  this 
she  continued  coughing  and  had  a slight  hemor- 
rhage. For  a time  took  the  rest  cure  and  im- 
proved- Did  her  own  housework  until  1928,  when 
she  began  running  temperature,  coughing  and 
losing  weight.  Since  that  time  she  has  been  con- 
fined to  bed  but  has  not  noticed  any  improvement 
in  her  condition.  She  has  had  pains  in  the  left 
chest-  Chest  examination  made  on  July  3,  1929, 
showed  a fewr  medium  rales  in  the  right  upper 
chest.  In  the  left  base  there  was  considerable  im- 
pairment in  the  resonance  and  diminished  breath 
sounds.  In  the  left  apex  there  vTas  increased  whis- 
pered voice.  Coarse  rales  were  present  over  the 
entire  lung  field.  The  heart  was  displaced  to  the 
left.  Her  temperature  ranged  from  80°  to  100°  and 
she  expectorated  about  4 ounces  daily. 

She  had  previously  had  an  x-ray  made,  Feb.  6, 
1928,  which  showed  some  scattered  infiltration  in 
jthe  right  upper  lung.  The  heart  and  trachea  were 
slightly  displaced  to  the  left,  and  the  left  diaphragm 
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possibly  showed  a slight  elevation.  The  left  lung 
was  slightly  hazy  throughout  and  showed  scattered 
infiltration  and  a large  cavity  in  the  mid-portion- 
X-ray  taken  July  1,  1929,  showed  an  atelectasis  in 
the  left  base  with  heart  displaced  to  the  left  and 
the  diaphragm  high.  There  were  large  cavities 
present  in  the  left  upper  and  a small  cavity  in  the 
mid-portion  of  the  right  lung. 

Artificial  pneumothorax  was  started  on  the  left 
side  on  July  20,  1929-  The  initial  reading  was 
minus  9 minus  4.  Two  hundred  cubic  centimeters  of 
air  was  given  and  the  resultant  readings  were  minus 
5 minus  3.  After  a number  of  refills,  fluoroscopic 
examination  showed  a partial  collapse  of  the  left 
lung,  the  heart  and  diaphragm  in  their  normal 
position.  An  x-ray  taken  Jan.  2,  1930,  showed  a 
partial  compression  of  the  left  lung  with  two  open 
cavities;  heart  and  diaphragm  in  normal  position. 
The  r'ght  lung  showed  the  cavity  in  the  mid-portion 
greatly  increased  in  size.  Pneumothorax  was  con- 
tinued, however,  as  the  patient  was  more  comfort- 
able and  as  re-expansion  of  the  left  lung  would  not 
take  place. 

Case  VIII.  H.  M-,  bachelor,  aged  35,  admitted 
Dec.  8,  1929.  Family  history  negative- 

Appendectomy,  April  1923,  and  never  felt  well 
afterwards.  Ether  anesthesia.  In  February,  1926, 
began  losing  weight  and  having  night  sweats.  Spu- 
tum examination  at  this  time  was  positive  and  he 
was  placed  on  bed  rest.  Has  been  under  treatment 
continually  and  never  placed  on  exercise.  His 
weight  continued  to  fall  off  and  he  continued  run- 
ring temperature. 

Physical  examination,  Dec.  8,  1929,  showed  him 
to  be  markedly  undernourished-  Weight  was  121; 
normal  weight,  180.  His  temperature  range,  98°- 
99. 6°-  Pulse  84  to  90.  He  was  raising  4 ounces  of 
sputum  a day,  which  was  positive  for  tubercle 
bacilli.  Chest  examination  showed  medium  rales 
above  the  fourth  rib  and  fourth  dorsal  spine  on  the 
right.  On  the  left  there  were  medium  coarse 
rales,  base  up,  and  increased  whispered  voice  in  the 
apex. 

Roentgenograph  taken  Dec.  11,  1929  (Fig.  15) 
showed  fibro-caseous  infiltration  in  the  right  upper 
above  the  second  rib,  with  a questionable  cavity. 
The  left  showed  multiple  cavities  over  the  entire 
lung. 


Under  rest  there  was  slight  improvement,  so  a 
phrenic  exeresis  was  done  April  24,  1920.  There 
was  a good  rise  in  the  diaphragm-  In  June,  1930, 
patient  went  to  Los  Angeles,  where  he  continued 
under  treatment.  X-ray,  July  18,  1930,  (Fig.  16) 
showed  cavities  still  open  on  the  left  and  the  left 
diaphragm  high.  There  was  a slow  gain  in  weight, 
In  October  1930,  his  weight  was  140.  On  Oct.  15, 

1930,  patient  had  a moderated  hemorrhage.  Follow- 
ing  this,  temperature  was  elevated  and  he  had 
some  soreness  in  the  left  chest.  He  soon  began  to 
feel  better  and  gained  weight  rapidly.  In  January 

1931,  patient  returned,  to  Phoenix.  Weight  at  that 
time  was  155.  Chest  examination  at  that  time 
showed  dullness  over  entire  left  chest  with  mark- 
edly increased  whispered  voice  and  bronchial  type 
of  breathing.  There  were  a few  scattered  rales 
over  the  left  chest  and  in  the  right  apex.  An  x-ray 
taken  Jan.  20,  1931  (Fig.  17)  showed  the  pathology 
in  the  right  apex  decreased  considerably-  On  the 
left  there  was  a total  opacity  with  an  extremely 
elevated  diaphragm.  The  heart  was  displaced  to  the 
left.  This  opacity  over  the  left  was  undoubtedly 
an  atelectasis  which  occurred  at  the  time  of  his 
hemorrhage  in  October  1930.  Since  that  time  he 
has  shown  a very  marked  improvement,  with  nor- 
mal temperature  and  pulse,  and  his  present  weight 
is  178,  a gain  of  38  pounds  following  the  collapse. 
Intervention  was  not  deemed  necessary  in  this 
case  thus  far. 

SUMMARY 

Atelectasis  is  more  common  in  pulmonary 
tuberculosis  than  is  generally  recognized 
and,  once  established,  it  is  usually  perma- 
nent. The  symntoms  may  be  mild  and  often 
overlooked  by  the  patient.  In  some  cases 
the  tuberculosis  shows  a marked  improve- 
ment from  the  atelectasis,  but  it  is  prob- 
ab’y  more  apt  to  be  detrimental,  because  of 
the  cardiac  displacement  and  the  tendency 
for  cavities  to  enlarge.  The  treatment  of 
choice  is  artificial  pneumothoi’ax.  Atelec- 
tasis should  be  considered  in  all  cases  where 
the  roentgenogram  shows  a narrowing  of 


Fig-  15.  Fig.  16.  Fig.  17. 

Fig.  15.  Case  VIII.  Roentgenogram  taken  Dec.  11,  1929,  showing  infiltration  through  right  upper 
and  large  cavities  throughout  left  lung  field. 

Fig.  16.  Case  VIII.  Roentgenogram  taken  July  18,  1930,  showing  effect  of  phrenic  exeresis  on  the 
left  side. 

Fig.  17.  Case  VIII-  Roentgenogram  taken  Jan.  20,  1931,  showing  atelectasis  of  the  entire  left  lung. 
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one  side  with  cardiac  displacement  and  an 
elevation  of  the  diaphragm,  regardless  of 
the  amount  of  opacity  or  density  in  the  af- 
fected s'de. 
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DISCUSSION 

DR.  HOWELL  RANDOLPH.  (Phoenix):  The 
surgical  literature  of  the  past  five  years  has  been 
filled  with  articles  calling  attention  to  massive 
atelectasis.  Among  postoperative  complications  it 
has  come  to  outrank  pneumonia  in  the  minds  of 
many.  Coryllos  goes  so  far  as  to  state  that  be- 
tween 50  and  75  per  cent  of  so-called  postoperative 
pneumonias  are  at  some  stage  purely  cases  of 
atelectasis.  This  paper  is  one  of  the  few  calling 
attention  to  the  occurrence  of  the  condition  in  ex- 
udative or  suppurative  pulmonary  disease,  diseases 
in  which  the  conditions  now  thought  responsible  for 
the  production  of  atelectasis  are  so  often  present, 
namely,  bronchial  obstruction  bv  infectious  material, 
together  with  coughing  and  difficult  breathing,  at 
times  the  bronchial  plug  acting  as  a valve.  When 
considering  this  mechanism  of  production  it  seems 
most  strange  that  more  typical  cases  of  massive 
collapse  are  not  seen  in  pulmonary  tuberculosis.  I 
am  highly  indebted  to  Dr.  Gatterdam  for  directing 
our  attention  to  this  subject.  There  is  no  doubt 
in  my  mind  that  we  will  see  more  cases  if  we  look 
for  them. 

DR.  E.  A.  GATTERDAM,  (closing) :- 

In  regard  to  the  bronchoscope  for  relief  of  an 
atelectats:s:  I have  had  no  experience.  Most  of  the 
cases  seen  in  tuberculosis  are  usually  of  long  stand- 
ing so  that  fibrosis  of  the  lung  has  occurred. 
Atelectasis  is  probably  one  of  nature’s  defenses 
to  aid  the  healing  of  a tuberculous  lesion.  I believe 
the  safest  and  best  method  is  to  further  compress 
the  lung  with  pneumothorax,  when  possible. 

The  term  “thickened  pleura”  in  an  x-ray  reading 
should  be  used  much  less  frequently.  Roentgenolog- 
ically,  thickened  pleura  is,  as  a rule,  hard  to  dern- 
risies,  such  as  adhesions  to  the  diaphragm  and 
obliteration  of  the  costophrenie  angles.  It  takes  an 
extremely  thickened  pleura  to  cause  a marked 
opacity,  and  many  of  these  are  due  to  an  encysted 
empyema  or  a caseous  pleurisy.  Fluid  is  easily  ruled 
out  in  these  cases,  as  with  fluid  there  is  apt  to  be 
displacement  of  the  heart  and  mediastinum  to  the 
opposite  side  and  the  diaphragm  is  depressed.  As- 
piration should  be  done  if  there  is  doubt. 


A CRITICISM  CRON  THE  CURRENT 
CONCEPTION  OF  .ARREST  IN 
PULMONARY  TUBERCULOSIS 
LOUIS  II.  FALES,  M.  I). 

Livermore,  California 

A questionnaire  sent  to  an  average  group 
of  phthisiologists  of  the  United  States  shows 
that  there  is  a great  difference  of  opinion 
as  to  what  constitutes  an  arrest  in  pulmon- 
ary tuberculosis.  Of  those  who  replied,  40 
per  cent  stated  that  they  unqualifiedly  fol- 
lowed the  classification  of  the  American  San- 
atorium Association,  44  per  cent  fol’owed  it 
with  exceptions  and  reservations,  while  16 
per  cent  based  their  determination  of  arrest 
on  other  criteria. 


The  American  Sanatorium  Association 
first  adopted  a classification  in  1909.  Modi- 
fications have  been  made  several  times,  the 
last  being  in  1922,  when  the  roentgen  ray 
was  admitted  into  the  classification.  Since 
1922,  there  have  been  many  advances  in  our 
knowledge  of  pulmonary  tuberculosis.  We 
have,  therefore,  been  trying  to  use  a classi- 
fication several  years  behind  the  times — a 
classification  which  does  not  at  all  coincide 
with  the  more  recent  developments. 

The  advancement  of  our  knowledge  of  pul- 
monary tuberculosis,  which  must  be  taken 
into  consideration  in  a future  scheme  of 
classification,  will  be  briefly  stated  as  fol- 
lows : 

1.  Our  changed  viewpoint  in  regard  to 
rales : 

Bruns,1  after  several  years  of  research,  has 
come  to  the  conclusion  that  the  most  unusual 
type  of  rales  heard  in  pulmonary  tuberculo- 
sis— those  heard  on  inspiration,  occurring  in 
showers  following  an  expiratory  cough — are 
not  due  to  moisture  in  the  terminal  bron- 
chioles, as  usually  sunposed.  After  careful 
experimentation  on  t^e  cadaver,  Bruns  be- 
lieves that  the  rales  in  question  are  due  to 
partially  collapsed  alveoli  or  lobules,  the  col- 
lapse being  caused  by  inf'ltrating  tubercles 
in  a neighboring  lobule,  by  contraction  of 
fibrous  bands,  by  pleural  adhesions,  and  so 
forth.  He  further  found  the  same  type  of 
rales  present  in  all  the  different  anatomical- 
pathological  types  of  tuberculosis;  also,  in 
cases  with  fever  or  without  fever,  with  ex- 
pectoration or  without  expectoration,  and  in 
arrested  cases,  as  wrell  as  active  cases.  Bruns 
concludes,  therefore,  that  these  rales,  which 
he  calls  parenchymal  rales,  do  not  necessar- 
ily mean  active  tuberculosis  o’’  even  tuber- 
culosis at  all,  are  not  due  to  moisture,  and 
are  more  of  the  nature  of  atelectatic  rales. 

Heise",  of  Saranac,  has  recently  published 
some  very  timely  articles  on  rales.  In  one  of 
these  articles,  it  was  his  object  to  show  that 
the  increase  or  diminution  of  rales  in  pul- 
monary tuberculosis  was  of  no  value  in  de- 
termining the  patient’s  progress.  His  con- 
clusions were  drawn  from  the  study  of  412 
records  over  a six  months’  period.  He  divided 
his  cases  into  four  classes : 

Class  A:  When  rales  over  a period  of  six  months 
remained  the  same  as  to  area  and  character — 
111  cases 

103,  or  93  per  cent,  showed  x-ray  improvement; 

2,  or  2 per  cent,  showed  x-ray  increase; 

6,  or  5 per  cent,  showed  no  change- 

Class  B:  When  rales  were  found  over  a greater 
area — 92  cases 

65,  or  71  per  cent,  showed  x-ray  improvement; 

5,  or  6 per  cent,  showed  no  change; 

22,  or  23  per  cent,  showed  x-ray  increase. 

In  Class  B,  if  the  clinician  had  come  to  the 
conclusion  that  the  patients  were  worse  be- 


JULY,  1931 


319 


cause  they  had  an  increase  in  rales,  he  would 
have  been  23  per  cent  right  and  77  per  cent 
wrong. 

Class  C:  When  rales  showed  a diminution  of 
area — 83  cases 

73,  or  88  per  cent,  showed  x-ray  improvement; 

5,  or  6 per  cent,  showed  x-ray  increase; 

5,  or  6 per  cent,  showed  no  change. 

Class  D:  When  rales  appeared  after  treatment 
and  not  before — 51  cases 

40,  or  78  per  cent,  showed  x-ray  improvement; 

3,  or  6 per  cent,  showed  x-ray  increase; 

8,  or  16  per  cent,  showed  no  change. 

In  Class  D,  a clinician  going  on  the  theory 
that  the  appearance  of  rales  means  progres- 
sion of  disease  would  have  been  94  per  cent 
wrong  and  6 per  cent  right. 

Our  conclusion  must,  therefore,  be  that  the 
increase  or  diminution  in  rales  in  pulmonary 
tuberculosis  is  of  very  limited  value  in  de- 
picting the  anatomical  changes  which  take 
p’ace  in  the  pulmonary  lesions. 

2.  Our  changed  viewpoint  in  regard  to 
the  value  of  constitutional  symptoms  in  de- 
termining activity  of  pulmonary  tuberculo- 
sis : 

Much  has  been  written  during  the  last  few 
years  in  regard  to  latent  pulmonary  tuber- 
culosis in  children.  Such  children  look  well, 
feel  well,  have  not  lost  weight,  have  no  ele- 
vation of  temperature,  have  no  physical 
signs  of  disease,  but  roentgenograms  show 
marked  pulmonary  infiltration.  McPhedran8 
remarks  that,  although  the  lesions  are  lat- 
ent, they  are  usually  active  and  often  rapid- 
ly progressive — elevation  of  temperature, 
malaise,  and  so  forth  being  manifestations 
of  the  disease. 

What  is  true  of  children  as  to  latency  is 
also  true  of  beginning  tuberculosis  in  adults, 
although  to  a somewhat  less  degree.  Both 
the  acinous  nodose  and  broncho-pneumonic 
types  of  the  disease  often  develop  very  slow- 
ly. No  constitutional  symptoms  are  present 
or  they  are  so  slight  as  to  escape  notice,  a 
parenchymal  infiltration  seen  by  the  roent- 
gen ray  being  the  only  evidence  that  the 
individual  is  ill.  Here  also,  as  in  children, 
if  proper  treatment  is  not  instituted,  the  les- 
ion usually  progresses  and  late  manifesta- 
tions develop. 

Again,  when  an  active  case  of  pulmonary 
tuberculosis,  with  loss  of  weight,  elevation 
of  temperature,  rapid  pulse,  and  so  forth, 
is  placed  on  continuous  rest  in  bed,  usually 
in  a few  months  a great  change  occurs. 
There  is  gain  in  weight,  the  temperature 
and  pulse  become  normal,  and  practically 
all  symptoms  disappear.  This  startling 
change  has  been  our  pitfall  in  the  past.  We 


formerly  believed,  and  the  idea  still  persists 
in  some  quarters,  that  pulmonary  tubercu- 
losis may  be  arrested  in  a few  months.  The 
roentgen  ray  has  demonstrated  that,  ‘al- 
though clinical  symptoms  may  disappear  in 
a few  months,  the  tuberculous  lung  pathol- 
ogy clears  and  fibros-es  very  slowly  and 
heals  only  after  years  of  prolonged  and  con- 
tinuous rest.  It  is,  therefore,  not  only  rec- 
ognized that  a lesion  which  is  progressive 
must  be  considered  active  but  also  that  a 
lesion  which  is  retrogressing  must  be  con- 
sidered active,  whether  there  are  constitu- 
tional symptoms  or  not. 

3.  Our  present  ideas  as  to  the  value  of 
the  roentgen  ray  in  diagnosis  and  in  deter- 
mining progress : 

During  the  early  part  of  the  present  de- 
cade, the  roentgen  ray  had  not  even  been  ad- 
mitted into  the  schema  of  classification  of 
the  American  Sanatorium  Association.  Phys- 
ical findings,  especially  rales,  were  consid- 
ered of  prime  importance.  Amberson’s4  ar- 
ticles published  in  1921  and  1922  were  most 
timely.  He  stressed  the  importance  of  the 
roentgen  ray  not  only  in  diagnosis  but  ad- 
vocated the  use  of  stereo-roentgenograms 
taken  serially  at  two  to  four  months’  inter- 
val in  order  to  determine  the  progression  or 
retrogression  of  the  lesions  in  the  lungs.  He 
made  plain  the  point  that  activity  could  be 
demonstrated,  not  by  viewing  one  x-ray  plate 
alone,  but  by  determining  if  changes  in  the 
lesion  were  taking  place  by  the  comparison 
of  a series  of  roentgenograms.  The  medical 
profession  has  been  somewhat  slow  in  ac- 
cepting Amberson’s  views,  but  at  present  the 
leading  clinicians  and  phthisiologists  place 
their  main  reliance  on  the  roentgen  ray,  not 
only  in  diagnosis  but  also  in  determining  the 
exact  changes  occurring  in  the  lungs  during 
treatment. 

Gerald  B.  Webb5  states  that  the  develop- 
ment of  the  x-ray  in  diagnosis  and  its  use 
for  the  exact  following  of  changes  during 
treatment  in  tuberculosis  is  one  of  the  most 
important  developments  of  knowledge  dur- 
ing the  last  quarter  of  a century. 

McPhedran'  states  that  there  is  no  method 
that  records  the  tuberculous  invasion  of  the 
lungs  and  the  progress  or  retrogression  with 
accuracy  approaching  that  of  the  x-ray.  He 
states  further:  “The  x-ray  is  the  method  of 
precision  for  detecting  the  presence  and  eval- 
uating the  exact  severity  and  direction  of 
changes  of  a lesion.  The  roentgenogram  is 
the  pivotal  point  of  early  diagnosis  and  the 
guide  and  index  of  effective  treatment.” 

4.  Our  increased  appreciation  of  the 
value  of  rest  in  pulmonary  tuberculosis: 
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Of  all  the  alleged  specifies  and  forms  of 
treatment  that  have  been  advocated,  rest 
a'one  has  endured.  At  the  beginning  of  the 
decade,  patients  were  required  to  rest  only 
when  they  had  an  elevation  of  temperature. 
After  their  temperature  had  reached  normal 
limits  for  a few  weeks,  toxemia  had  disap- 
peared, and  they  had  begun  to  gain  weight, 
they  were  placed  on  graduated  exercise.  As 
stated  above,  clinicians,  after  adopting  the 
study  of  serial  roentgenograms,  found  how 
slow  the  clearing  up  of  lung  pathology  was 
in  comparison  with  the  improvement  of  the 
general  condition  of  the  patient.  It  seem- 
ed, therefore,  only  logical  to  continue  rest 
until  an  anatomical  arrest  had  been  attain- 
ed. not  merely  a symptomatic  arrest. 

Still  further  study  of  roentgenograms  has 
shown  what  wonderful  results  can  be  obtain- 
ed by  continuance  of  prolonged  rest  without 
interruption,  especially  when  cavitation  ex- 
ists. 

Thus,  rest  at  the  present  time  is  consider- 
ed more  than  ever  a specific  for  the  cure 
of  pulmonary  tuberculosis. 

Graduated  exercise,  on  the  other  hand, 
has  come  into  disrepute  except  when  the  pul- 
monary lesion  has  healed;  only  then  should 
a patient  be  prescribed  exercise. 

5.  Certain  laboratory  procedures  devel- 
oped in  the  last  few  years  are  considered  by 
many  a distinct  advance  in  determining  the 
physical  condition  of  the  tuberculous  pa- 
tient : 

Among  the  most  important  of  these  are 
the  blood  sedimentation  test  as  developed  by 
Fahraeus  , Greisheimer1,  and  Cutler3,  and  the 
new  significance  placed  on  the  leucocyte 
count  in  pulmonary  tuberculosis,  as  describ- 
ed by  Medlar",  Flinn10,  and  others. 

With  the  above  advances  in  our  knowledge 
in  mind,  what  are  the  criteria  for  a working 
classification  in  those  essentials  which  will 
not  only  help  clinicians  in  determining  an 
arrest  but  will  be  a standard  for  all  to  fol- 
low? 

Such  criteria  must  be  easily  understood. 
The  wording  must  not  be  ambiguous  and 
contradictory,  as  found  in  our  present  clas- 
sification, but  should  be  concise  and  to  the 
point. 

The  following  suggestions  are  based  on 
the  present  developments  of  our  knowledge 
of  tuberculosis,  aided  by  answers  to  a ques- 
tionnaire which  was  sent  to  many  of  the 
foremost  phthisiologists  of  the  country. 

In  this  discussion,  an  arrested  case  and  a 
healed  lesion  are  considered  synonymous. 
In  the  past,  there  has  been  too  much  guess 


work  as  to  what  constitutes  an  arrested  case. 
Some  clinicians,  as  noted  in  our  question- 
naire, consider  a tuberculous  patient  arrested 
when  he  seems  clinically  well  and  has  no 
bacilli  in  his  sputum,  whether  this  condition 
has  lasted  for  a month  or  a year.  Others 
would  consider  a case  arrested  only  when  a 
well-fibrosed  stationary  lesion,  as  seen  by 
serial  roentgenograms,  has  existed  for  two 
years.  The  first  group  is  evidently  confus- 
ing arrest  with  latency.  A latent  case,  as 
stated  above,  may  be  active. 

Our  endeavor  in  the  treatment  of  pulmon- 
ary tuberculosis  is  to  cure  our  patients,  not 
merely  to  alleviate  symptoms  and  send  them 
back  to  work  only  to  have  them  return  in 
worse  condition  than  before.  Sanatoriums 
which  send  out  patients  with  a symptomatic 
arrest  only,  report  that  from  25  per  cent  to 
50  per  cent  of  such  patients  are  dead  within 
five  years.  We  must,  therefore,  have  in 
mind  an  anatomical  arrest,  not  a sympto- 
matic arrest.  This  view  should  be  the  basis 
of  a classification. 

1.  Constitutional  Symptoms: 

In  the  past,  constitutional  symptoms  have 
been  considered  very  important  in  determin- 
ing activity.  This  is  a very  crude  method, 
and  it  is  equally  crude  to  state  that  the  ab- 
sence of  constitutional  symptoms  indicates 
quiescence  or  the  absence  of  activity.  Eleva- 
tion of  temperature,  rapid  pulse,  and  so 
forth,  may  be  due  to  other  causes  and  the 
active  case  under  treatment  may  have  a nor- 
mal pulse  and  temperature.  The  schema  of 
classification  of  the  American  Sanitorium 
Association  states  as  follows ; “Arrested  — 
All  constitutional  symptoms  and  expectora- 
tion with  bacilli  absent  for  a period  of  six 
months.”  The  author  of  the  above  state- 
ment must  have  had  in  mind  a symptomatic 
arrest,  as  it  would  be  quite  unusual  to  have 
an  anatomical  arrest  within  six  months  after 
all  constitutional  symptoms  had  disappeared. 
Also,  if  the  criteria  for  arrest,  as  determin- 
ed by  the  roentgen  ray  as  suggested  in  the 
next  few  pages,  are  followed,  it  would  be 
quite  unusual  to  have  constitutional  symp- 
toms enter  the  picture,  as  they  are  usually 
absent  for  years  before  an  arrest  is  reached. 

We  would  suggest  the  following  as  to  con- 
stitutional symptoms:  All  constitutional 
symptoms  that  are  reasonably  certain  to  be 
due  to  tuberculosis  and  bacilli  in  sputum  to 
be  absent  for  at  least  one  year.  That  con- 
stitutional symptoms  are  absent  does  not 
necessarily  mean  quiescence  or  inactivity. 
Such  cases  must  be  checked  up  by  serial  ro- 
entgenograms, which  should  be  the  deciding 
factor. 

In  the  present  scheme  of  classification,  a 
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quiescent  case  is  described  as  follows:  “Ab- 
sence of  all  constitutional  symptoms,  ex- 
pectoration and  bacilli  may  or  may  not  be 
absent;  physical  signs  and  roentgen  findings 
to  be  those  of  a stationary  or  retrogressive 
lesion,  the  foregoing  to  have  existed  for  at 
least  two  months.”  Under  the  above  defi- 
nition, it  is  entirely  possible  and  probable  for 
a quiescent  case,  as  above  described,  to  have 
extensive  parenchymal  infiltration  with  cav- 
itation. The  term  quiescent,  therefore,  as 
described  by  the  present  classification,  only 
means  there  are  no  constitutional  symptoms. 
Such  cases  are  usually  anatomically  active 
and  require  years  of  treatment.  It  is  illog- 
ical to  set  a time  limit  and  expect  an  arrest 
in  six  months.  Why,  therefore,  call  them 
quiescent?  We  doubt  if  this  term  should  be 
used  in  a future  classification. 

2.  Physical  Findings: 

If  we  are  to  accept  the  newer  teachings 
of  Bruns  and  Heise  as  to  physcial  findings, 
and  especially  as  to  rales,  we  can  come  to  but 
one  conclusion.  Physical  findings  have  no 
place  in  a schema  of  classification  as  a cri- 
terion for  the  determination  of  an  arrest  in 
pulmonary  tuberculosis. 

3.  The  Roentgen  Ray: 

The  present  schema  of  classification  gives 
the  following  x-ray  definition  of  a healed 
lesion:  “Roentgenograms  to  show  clearing, 
fibrosis,  calcification,  or  a stationary  con- 
dition.” 

This  statement  is  very  ambiguous  and  has 
caused  much  controversy  and  misunder- 
landing,  as  is  very  evident  from  the  answers 
to  the  questionnaire.  Does  it  mean  that 
clearing  is  still  going  on  or  is  it  completed? 
It  is  well  to  note  the  “or.”  Does  it  mean 
that  we  have  two  alternatives  on  which  we 
mav  determine  an  arrest — clearing  fibrosis 
and  calcification  on  one  hand;  a stationary 
condition  on  the  other?  These  are  very  vital 
points,  and  are  not  made  clear  and  it  is  im- 
possib’e  to  guess  the  intention  of  the  au- 
thors. 

*While  clearing  of  the  tuberculous  lesion 
continues,  as  seen  by  comparison  of  roent- 
genograms, we  must  assume  that  the  lesion 
is  still  unstable  and  activity  exists.  The  ma- 
jority of  the  clinicians  who  answered  the 
questionnaire  are  of  that  opinion. 


^Clearing  must  be  distinguished  from  contraction 
of  fibrosis-  Clearing  occurs  as  retrogression  pro- 
gresses and  the  appearance  of  the  lesion  is  more  or 
less  soft.  When  the  lesion  becomes  delimited  and 
hard,  changes  may  take  place  slowly,  extending 
over  some  years,  but  these  changes  are  usually  due 
to  contraction  of  fibrosis. 


McPhedran11  expresses  this  idea  as  fol- 
lows: “A  patient  in  whom  pulmonary  infil- 
tration appears  as  soft  ill-delimited  spots, 
especially  if  these  tend  to  confluence,  should 
be  treated  by  rest  in  bed  until  the  futility 
of  such  care  is  proved  by  adequate  observa- 
tion. So  long  as  such  a lesion,  roentgeno- 
graphically  recorded  at  three  months’  in- 
tervals, continues  to  show  a material  retro- 
gression from  one  quarterly  record  to  the 
next,  the  patient  must  be  regarded  as  one 
who  is  still  in  need  of  the  benefits  of  rest 
in  bed.  Such  a lesion  is  clearly  very  un- 
stable.” 

On  the  other  hand,  can  we  assume  when 
retrogression  has  come  to  an  apparent  stand- 
s'ill,  as  seen  by  comparison  of  the  roent- 
genograms, that  healing  has  taken  place? 
Other  factors  must  enter  the  picture.  The 
lesion  must  not  only  have  become  stable  but 
it  must  appear  hard,  in  other  words,  fib- 
rosed. 

Another  factor  is  time.  We  are  not  justi- 
fied in  saying  that  a lesion,  even  if  hard,  is 
healed  the  first  time  a quarterly  interval 
comparison  of  roentgenograms  shows  a sta- 
tionary condition.  The  stable  condition 
should  continue  for  some  months.  McPhe- 
dran3 supports  this  view.  He  states:  “The 
best  evidence  of  a healed  lesion  is  to  be  found 
in  the  sharp  dense  strands  which  remain  sta- 
ble for  months  under  competent  roentgen- 
ographic  control.” 

With  our  present  knowledge  of  tuhercu- 
’osis  and  backed  by  the  authorities  quoted, 
it  is  only  logical  to  include  in  the  roentgen 
ray  criteria  for  a healed  lesion  the  follow- 
ing: 

*(1)  A stable  or  stationary  lesion. 

(2)  A hard,  well-fibrosed  lesion. 

(3)  A lesion  which  has  remained  sta- 
tionary or  stable  for  months. 

(4)  The  above  three  points  to  have  been 
determined  by  a competent  roentgenologist 
using  a proper  technic  and  a satisfactory 
roentgen  ray  plant. 

Some  of  the  clinicians  of  our  questionnaire 
say  that  a time  requirement  should  not  be 
arbitrary.  Others  believe  a time  require- 
ment advisable.  The  time  as  suggested  va- 
ried from  six  months  to  three  years,  the  av- 
erage time  being  thirteen  months.  Forty  per 
cent  are  of  the  opinion  that  six  months  is 


*There  is  one  type  of  healing  not  included  in  the 
four  points  mentioned  above.  That  is  the  type 
which  is  entirely  absorbed,  leaving  no  trace,  and 
is  usually  of  the  exudative  type.  This  occurs  very 
frequently.  We  believe  such  cases  should  go 
through  a twelve-months’  period  of  observation  and 
exercise  before  considering  them  arrested. 
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sufficient.  Twenty  per  cent  suggested  that 
one  year  be  the  time,  while  twenty-five  per 
cent  believe  the  time  should  be  two  or  more 
years.  No  statistics  are  available  to  throw 
light  on  this  point  and  only  the  study  of  a 
long  series  of  cases,  intelligently  followed 
up,  can  give  us  the  answer.  When  in  doubt, 
it  would  seem  more  reasonable  not  to  adopt 
tco  short  a time,  as  a reactivation  is  a seri- 
ous mishap  and  may  not  only  take  years  to 
rectify  but  may  also  mean  the  death  warrant 
of  the  patient.  We  believe  a schema  of 
classification  would  not  go  far  wrong  if  one 
year  were  adopted,  the  last  six  months  to  be 
the  try-out  period. 

4.  A Plan  for  Graduated  Exercise  to  be 
included  in  the  Schema  of  Classification: 

Our  present  schema  of  classification  offers 
nothing  in  the  way  of  a try-out  to  determine 
if  arrest  is  complete  before  patients  are  dis- 
charged to  go  back  to  their  former  life.  The 
questionnaire  shows  that  a few  place  their 
main  reliance  in  determining  arrest  on  what 
they  call  the  physical  capacity  of  the  patient 
and  practically  ignore  the  roentgen  ray  find- 
ings. They  begin  graduated  exercise  early, 
long  before  a healed  lesion  has  occurred.  I 
have  seen  many  cases  develop  extensive  ex- 
tensions from  such  practice  and  am  inclined 
to  agree  with  Landis12  who  states  that  “when 
we  have  become  convinced  that  the  pulmon- 
ary process  has  become  healed,  then  and  not 
until  then  may  the  patient  be  given  exer- 
cise.” 

The  try-out  period,  however,  with  gradu- 
ated exercise,  is  so  important  that  we  believe 
it  should  comprise  a part  of  a future  schema 
of  classification. 

We  would  recommend  that  when  a tuber- 
culous lesion,  by  comparison  of  serial  roent- 
genograms, appears  fibrosed  and  remains 
stable  for  six  months,  the  patient  be  required 
to  take  graduated  exercise  for  three  months 
and,  finally,  the  last  three  months  be  spent 
as  nearly  as  possible  under  the  patient’s 
probable  future  conditions  of  living. 

5.  The  Blood  Sedimentation  Test  and  the 
Leucocyte  Count  as  Criteria  for  the  Deter- 
mination of  Arrest: 

Felix  Baum”  believes  that  the  blood  sedi- 
mentation test  is  above  everything  else  in 
value  for  determination  of  a healed  lesion. 

McPhedran14  believes  that  the  sedimenta- 
tion test  and  monocyte-neutrophile  lympho- 
cyte count  may  emphasize  retrogression  but 
if  absent  should  not  nullify  roentgen  ray  ev- 
idence of  instability. 

Although  the  above  laboratory  procedures 
are  no  doubt  of  considerable  value  in  deter- 
mining stability  and  instability  in  pulmonary 


tuberculosis,  we  are  hardly  ready  to  include 
them  in  a schema  of  classification. 

Another  deficiency  of  the  classification  of 
the  American  Sanatorium  Association  is  that 
it  is  based  almost  entirely  on  the  extent  of 
the  pulmonary  involvement.  We  believe 
there  should  be  combined  with  it  an  anatom- 
ico-pathological classification.  Since  the  in- 
crease of  the  importance  of  the  roentgen  ray, 
we  are  becoming  more  and.  more  able  to  dif- 
ferentiate the  well-known  types  of  lung 
pathology.  A quantitative  classification  is 
no  longer  sufficient.  It  is  very  essential  that 
we  know  the  type  of  tuberculosis  pres- 
ent, not  only  for  prognosis,  treatment,  and 
statistics,  but  for  affording  a common  nom- 
enclature for  the  clinician,  roentgenologist, 
and  pathologist. 

SUMMARY 

1.  The  present  classification  of  the  Amer- 
ican Sanatorium  Association  has  never  been 
satisfactory  on  account  of  its  ambiguous- 
ness, and  owing  to  the  advances  made  in  our 
knowledge  of  pulmonary  tuberculosis  during 
the  last  ten  years,  it  is  doubly  unsatisfac- 
tory. 

2.  On  account  of  the  latency  of  pulmon- 
ary tuberculosis  and  the  well-being  of  pa- 
tients following  rest,  without  corresponding 
changes  in  the  anatomical  condition  of  the 
lungs,  lack  of  constitutional  symptoms 
should  receive  but  slight  consideration  in 
determining  an  arrest.  On  the  other  hand, 
constitutional  symptoms,  if  found  to  be  due 
to  tuberculosis,  may  be  considered  an  ex- 
pression of  activity. 

3.  As  it  seems  to  have  been  conclusively 
demonstrated  that  physical  findings,  espe- 
cially rales,  are  of  no  value  in  determining 
progression  and  retrogression  of  a tubercu- 
lous lesion,  it  follows  that  they  have  no 
p'ace  in  a scheme  of  classification. 

4.  The  roentgen  ray  must  be  considered 
the  main  reliance  in  determining  an  arrest 
or  a healed  lesion  and  should  receive  this 
place  of  prominence  in  a schema  of  classifi- 
cation. When  by  the  comparison  of  serial 
roentgenograms  at  quarterly  intervals,  a 
lesion  is  found  hard,  fibrosed,  and  has  re- 
mained stable  for  six  months,  we  consider 
that  an  arrest  has  been  attained  provided  an 
additional  six  months  is  passed  with  care- 
fully graduated  exercise  and  observation 
without  reactivation  of  the  disease. 
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ZINC  CHLORIDE  IN  CANCER.— The  use  of 
zinc  chloride  and  similar  caustics  in  the  treatment 
of  cancer  has  been  practically  abandoned  by  all 
except  the  “cancer  cure”  quacks.  Such  caustics  are 
difficult  of  control,  so  that  there  is  destruction  of 
healthy,  as  well  as  of  malignant,  tissue;  their  ac- 
tion is  slow,  thus  unnecessarily  prolonging  the  pain 
of  removal.  Much  better  results  can  be  obtained  by 
the  judicious  use  of  surgery  when  the  growth  is 
operable,  or  by  the  use  of  radium  and  roentgen  rays 
when  the  disease  has  advanced  beyond  the  chance  of 
its  complete  removal.  The  use  of  such  caustics  has 
been  abandoned  also  by  the  progressive  dermatolo- 
gists in  the  treatment  of  smaJl  epitheliomas  of  low 
malignancy;  they  use,  instead,  radium,  roentgen 
rays,  or  coagulation  with  high  frequency  currents. 
(Jour.  A.  M.  A.,  March  7,  1931,  p.  797.) 

THY  M 0 P 1 1 Y SI  N . — The  Council  on  Pharmacy 
and  Chemistry  reports  that  Thymophysin  is  stated 
to  be  a preparation  of  posterior  pituitary  and  thy- 
mus, manufactured  by  Fritz-Pezoldt  of  Vienna  and 
is  marketed  in  this  country  by  the  American  Bio- 
Chemical  Laboratories,  Inc.  Because  the  claims  for 
its  action  were  inadequate,  it  was  necessary  to  sub- 
ject Thymophysin  to  examination  by  accurate  phar- 
macologic methods  to  see  whether  the  claims  made 
for  it  are  justified  or  whether  it  might  not  be  mere- 
ly a weak  pituitary  extract.  This  study  was  made 
by  Prof.  Erwin  E.  Nelson  of  the  Department  of 
Pharmacology  at  the  University  of  Michigan.  He 
studied  the  action  of  Thymophysin  as  compared 
with  pituitary  and  again  the  action  of  thymus  in 
connection  with  pituitary.  Nelson  concluded  that 
there  is  no  unequivocal  evidence  that  either  oxy- 
toxic  or  presser  activities  of  pituitary  are  altered 
by  the  simultaneous  administration  of  thymus;  that 
experimentally  no  difference  could  be  found  in  the 
oxytoxic  orpressor  activities  of  pituitary  alone  as 
compared  with  pituitary  plus  thymus;  and  that 
Thymophysin  ampules  contained  only  about  30  per 
cent  of  the  strength  claimed.  The  Council  declar- 
ed Thymophysin  unacceptable  for  inclusion  in  New 
and  Nonofficial  Remedies  since  it  is  an  unscientific 
preparation  marketed  under  false  claims  as  to  its 
essential  action,  as  to  its  strength,  and  as  to  its 
safety  for  mother  and  child.  (Jour.  A.  M.  A., 
March  14,  1931,  p.  860.) 


SURGERY  OF  PEPTIC  ULCER  WITH 
REPORT  OF  FOUR  RECENT  CASES 
OF  PERFORATION. 

R.  L.  RAMEY,  M.D., 
and 

C.  R.  F.  BAKER,  M.D. 

(Presented  before  The  El  Paso  County  Medical 
Society,  May,  1931.) 

Surgery  is  indicated  in  only  two  classes  of 
ulcer:  (1)  those  in  which  the  patient  has 
been  treated  by  a competent  man  for  this 
work  and  has  not  obtained  relief  and  (2) 
those  cases  in  which  the  symptoms  are  man- 
ifested very  suddenly  and  severely.  The 
first  type  of  case  is  one  that  manifests  such 
symptoms  as  sour  stomach,  constipation, 
pain  after  eating,  occasional  vomiting  and 
offen  a history  of  vomiting  of  blood  or  the 
nassave  of  bUod  in  the  stools.  These  cases 
I feel  belong  strictly  to  the  internist  or  spe- 
cia’ist.  They  usuallv  do  weh,  many  of  them 
recovering  and  putting  on  a sreat  deal  of 
weight.  A few  others,  after  all  methods  of 
treatment  have  faded,  must  resort  to  sur- 
ererv.  I do  no+  heh'eve  we  should  do  a gas- 
tro-enterostomv  when  it  is  possible  to  avoid 
it.  The  other  class  of  cases  are  those  that 
perforate.  I don’t  know  what  the  experi- 
ence of  others  has  been,  but  our  observa- 
tion is  these  cases  have  had  little  or  no 
trouble  previous^,  none  of  the  classical 
symptoms,  in  fact,  which  we  have  with  the 
so-called  medica1  ulcer.  These  patients  as 
a rule  have  suffered  but  little  with  their 
stomachs  and  have  rarely  had  anv  medical 
attention.  The  perforation  usually  comes 
on  when  the  patient  is  walking  the  streets 
or  is  at  his  daily  vocation.  He  is  struck 
with  a horrible  pain  in  region  of  the  stom- 
ach, as  sudden  as  a rifle  shot.  His  tempera- 
ture drops  below  normal,  pulse  increases  in 
frequency,  the  abdomen  becomes  rigid  as  a 
board.  The  diagnosis  is  usually  easilv  made. 
We  are  repor'ing  four  cases  which  have 
come  under  our  treatment  during  the  last 
few  months.  Please  note  the  similarity  of 
the  symptoms,  and  so  forth. 

Our  method  op  procedure  is  to  cauterize 
the  ulcer,  if  we  find  one,  repair  the  wound 
and  use  drainage  for  fortv-eight  hours  if 
there  is  a perforation;  if  no  perforation,  no 
dra’nage.  If  it  seems  necessary  to  do  fur- 
ther surgery,  that  is,  make  a gastrojei unos- 
tomy or  gastroduodenostomy  or  a resection, 
the  metho  1 is  more  or  less  a matter  of 
choice.  I would  certainly  not  do  a resection 
unless  we  had  a very  large  ulcer  about  the 
pylorus  or  a large  amount  of  cicatricial  tis- 
sue. Some  rnen  are  doing  a subtotal  resec- 
tion for  smaT  ulcers.  I do  not  think  this 
method  can  be  too  strongly  condemned.  I 
am  opposed  to  a gastro  enterostomy  except 
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in  cases  which  have  had  the  proper  medical 
care  for  some  time  with  all  symptoms  per- 
s'sting,  such  as  sour  stomach,  pain  after  eat- 
ing, constipation  and  often  hemorrhage.  If 
the  symptoms  are  not  improved  I feel  we 
are  warranted  in  making  an  exploratory 
operation,  and  if  you  find  no  trouble  with  the 
appendix,  gallbladder  and  pancreas  and  no 
definite  ulcer,  under  these  circumstances  a 
gastro-enterostomy  is  the  proper  procedure. 
Formerly  a gastro-enterostomy  was  done 
even  for  the  relief  of  a definite  ulcer;  how- 
ever, today  the  reverse  is  true,  the  ulcer  is 
removed  and  the  opening  not  made.  I like 
a modified  Finnev  pyloroplasty  if  the  ulcer 
is  not  too  near  the  pylorus.  This  method 
was  the  support  of  JuUd  and  Horsley.  Some 
claim  the  secretion  of  the  stomach  coming 
in  contact  wi+h  the  ieiunum  is  much  more 
liable  to  produce  ulcer  about  the  stoma 
than  is  a pyloroplasty.  We  have  all  seen 
many  jejunostomies  after  which  the  pa- 
tients do  well  for  a while,  increasing  in 
weight  and  ab]e  to  eat  anything;  but  I have 
seen,  in  some  cases,  after  a few  vears  old 
symptoms  reappear  and  the  patients  suffer 
as  before  operation.  Consequently,  I want 
to  emphasize  again,  we  do  not  do  a gastro- 
enterostomy except  when  we  feel  it  cannot 
be  avoided. 

We  shall  give  you  briefly  the  method  used 
in  these  four  cases,  three  of  which  were 
perforated  from  two  to  twenty-four  hours 
before  we  saw  them.  The  ulcers  in  these 
were  all  excised  with  cautery,  opening  re- 
paired, drainage  instituted  on  account  of 
escaped  stomach  contents.  The  fourth  pa- 
tient had  suffered  a great  deal,  could  eat 
practically  nothing,  vomited  what  he  ate 
after  taking  the  least  food.  Passed  blood 
by  stools,  and  so  forth.  We  did  a gastro- 
jejunostomy and  the  patient  was  in  a very 
weakened  condition,  consequently  we  did  not 
interfere  with  the  ulcer.  He  did  well  for  a 
while  but  when  his  diet  was  increased  the 
ulcer  perforated  and  we  had  to  do  an  im- 
mediate operation.  We  excised  the  ulcer 
with  cautery  and  put  in  drainage.  He  had  a 
suboherenic  abscess  following,  which  rup- 
tured through  diaphragm  and  was  drained 
through  the  bronchi.  The  pictures  exhibited 
are  of  this  case.  We  had  no  pictures  of  the 
other  three  before  operation.  All  of  these 
patients  are  making  good  recoveries. 

Case  I.  The  first  case  is  that  of  a man  of  31. 
About  half  an  hour  before  admission  he  was  sud- 
denly seized,  while  walking  along  the  street,  with 
a violent  aronizing  pain  in  the  epigastrium,  which 
rapidly  spread  downward  and  to  the  right.  It 
doubled  him  up  and  both  respiration  and  movement 
aggravated  the  pain.  His  whole  abdomen  felt  sore 
and  tender  and  he  vomited  once.  In  questioning 


him  about  previous  gastric  symptoms,  all  that  I 
could  elicit  was  that  for  a period  of  about  two 
weeks  just  before  the  onset  of  this  severe  pain,  and 
for  a similar  period  about  a year  previously, _ he 
had  occasional  gnawing  pains  in  the  epigastrium 
which  came  on  three  or  four  hours  after  eating. 
These  pains  had  not  troubled  him  sufficiently  to 
make  him  consult  a doctor. 

Physical  examination  revealed  a rather  thin  man 
who  seemed  to  be  suffering  greatly.  Temperature, 
96.4;  respiration,  26;  pulse.  64.  On  inspection  the 
abdomen  was  scaphoid  and  abdominal  respiratory 
movements  were  practically  absent.  There  was 
tenderness  and  board-like  rigidity  of  the  entire  ab- 
domen, though  tenderness  was  a little  more  marked 
on  the  right  side.  No  obliteration  of  liver  dullness 
could  be  made  out.  There  was  also  tenderness  in 
the  recto-vesical  pouch  on  rectal  examination.  The 
white  count  was  16,000,  with  84  per  cent  polys. 

At  operation  a belly  full  of  the  milky  fluid  usu- 
ally seen  in  perforated  ulcers  was  found,  and  there 
was  a small  perforation  on  the  anterior  aspect  of 
the  duodenum  just  beyond  the  pyloric  ring.  The 
edges  of  this  were  cauterized  with  an  electric 
cautery  and  the  opening  closed  by  a purse  string 
and  a few  Lembert  sutures.  One  cigarette  drain 
was  left  in  the  wound.  The  drain  was  removed 
after  48  hours  and  the  patient  made  an  uneventful 
recovery. 

Case  II.  The  second  case  is  that  of  a man  of  41. 
His  symptoms  and  course  are  so  similar  to  those  of 
the  first  case  that  I shall  not  bother  you  with  de- 
tails. His  severe  pain  began  about  3 hours  be- 
fore admission  and  he  had  had  practically  no  pre- 
vious gastric  symptoms.  The  findings,  treatment, 
and  postoperative  course  were  the  same  as  with 
number  one. 

Case  III.  The  third  case  differs  a little  from  the 
previous  two.  He  had  had,  for  about  a year  and 
a half  before  the  onset  of  his  acute  illness,  some 
gastric  symptoms;  namely,  an  occasional  gnawing 
pain  in  the  abdomen  which  usually  came  on  an  hour 
or  so  after  eating  and  was  relieved  by  soda  or 
food;  he  had  also  had  water  brash  but  no  vomiting. 
The  day  before  admission,  he  woke  up  early  with 
a burning  feeling  in  his  throat  and  took  some  soda 
which  relieved  it  slightly.  About  8 a.  m.  he  arose 
and  drank  a glass  of  milk.  This  made  the  pain 
worse  and  in  a few  minutes  it  was  so  bad  that 
he  could  not  stand  it.  He  vomited  once.  A doctor 
was  called  who  gave  him  morphine  and  he  was 
put  on  the  first  train  for  El  Paso.  When  first 
seen  by  us  he  said  his  pain  was  not  quite  so  severe 
as  it  had  been. 

Examination  revealed  a man  of  24,  who  looked 
acutely  ill.  Temperature  100,  respirations  25.  pulse 
94.  Respirations  were  shallow  and  painful.  The 
abdomen  was  scaphoid.  There  was  marked  tender- 
ness and  rigidity  in  the  upper  abdomen,  especially 
on  the  right.  There  was  little  or  no  tenderness 
and  rigidity  in  the  lower  Quadrants.  The  liver  dul- 
ness  was  obliterated.  There  was  some  question 
about  the  diagnosis  in  this  case  because  of  the 
localization  of  the  tenderness  in  the  upper  ab- 
domen and  the  fact  that  the  pain  seemed  to  be 
diminishing  but  we  finally  decided  that  it  was  a 
perforated  ulcer. 

At  operation  it  was  found  that  most  of  the  milky 
fluid  had  been  localized  to  the  upper  abdomen  by 
the  omentum  walling  it  off  and  there  was  a small 
tab  of  omentum  glued  by  fibrin  over  the  perfora- 
tion on  the  anterior  surface  of  the  duodenum.  In 
fact,  it  was  only  after  a search  of  several  minuted 
that  the  perforation  could  be  found.  It  was  a 
beautiful  demonstration  of  nature’s  treatment  for 
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perforated  ulcers.  Our  treatment  was  the  same 
as  in  the  first  two  cases  and  the  patient  made  an 
uneventful  recovery  except  for  a small  wound  ab- 
scess. 

Case  IV.  In  this  case  the  patient  had  a gastric, 
not  a duodenal,  ulcer.  He  came  to  the  hospital 
complaining  of  severe  pain  in  the  epigastrium  of 
5 days’  duration  which  came  on  soon  after  a 
dietary  indiscretion.  The  pain  was  severe  but  not 
constant.  It  was  aggravated  by  eating.  It  began 
in  the  epigastrium  but  radiated  through  to  his  back 
just  mesial  to  the  inferior  angle  of  the  left 
scapula  and  usually  when  the  pain  was  at  its  worst 
his  heart  would  palpitate.  He  had  been  vomiting 
practically  every  thing  he  ate  for  5 days.  In- 
vestigation of  his  past  revealed  that  his  first  gas- 
tric symptoms  were  2 years  before  admission  when 
he  had  pain  in  his  epigastrium,  vomited  blood  and 
passed  tarry  stools.  After  this  he  had  been  treated 
medically  about  three  times  but  each  time  he 
would  quit  his  diet;  and  it  was  a heavy,  highly 
seasoned  meal  which  brought  on  the  present  acute 
pain. 

Examination  revealed  a rather  poorly  nourished 
man  of  45  who  looked  chronically  ill  and  seemed 
to  be  in  pain.  He  was  vomiting  brownish  material 
which  contained  blood  and  some  food  eaten  6 or 
7 hours  previously.  There  was  tenderness  over 
the  xyphoid  and  high  in  the  epigastrium,  with 
moderate  spasm  over  the  upper  right  rectus. 

He  was  kept  in  bed  with  little  or  nothing  by 
mouth  for  a few  days  and  then  a gastro-intestinal 
series  was  taken.  This  showed  a large  deep  ulcer 
on  the  lesser  curvature,  and  gastric  retention.  A 
few  days  later  he  was  operated  upon.  A large 
indurated  ulcer  was  found  on  the  lesser  curvature 
of  the  stomach  near  the  pylorus.  Nothing  was  done 
to  the  ulcer;  a posterior  gastrojejunostomy  was 
done.  After  operation  the  patient  did  very  well 
for  a few  days  but  as  soon  as  he  began  to  take 
any  amount  of  fluid  by  mouth  he  began  to  com- 
plain of  his  old  pain  and  there  seemed  to  be  a full- 
ness in  the  epigastrium.  The  evening  of  the  tenth 
postoperative  day  his  pain  became  terrible  and  he 
went  into  mild  shock.  Examination  revealed  slight 
distention  of  the  upper  abdomen  with  marked  ten- 
derness and  boardlike  rigidity  all  over.  A diag- 
nosis of  perforation  was  made  and  he  was  operated 
upon  immediately.  The  gastrojejunostomy  opening 
had  healed  perfectly  but  there  was  a large  per- 
foration at  the  site  of  the  ulcer  on  the  lesser  curva- 
ture. The  edges  of  this  were  cauterized  and  the 
opening  closed  by  a purse  string  and  two  layers 
of  Lambert  sutures. 

Since  this  operation  the  patient  has  had  no  gas- 
tric symptoms  except  on  occasional  feeling  of  full- 
ness in  the  epigastrium,  but  he  developed  a sub- 
phrenic  abscess  and  this  has  prolonged  his  con- 
valescence. Fortunately  for  him  the  abscess  rup- 
tured through  a bronchus  and  he  expectorated  the 
pus. 

DISCUSSION 

DR.  F.  D.  GARRETT:  Tn  my  opinion  the  first 
three  cases  described  show  clearly  that  surgical 
treatment  was  ndicated  and  the  results  approved, 
but  the  fourth  case  would  have  been  handled  a 
little  differently  by  me.  This  case  had  a retention 
and  unless  such  cases  are  followed  ten  days  to  two 
weeks,  we  do  not  know  whether  the  retention 
amounts  to  anything  or  not.  A great  many  of  these 
cases,  90  per  cent  of  them,  with  ulcer  near  the 
pylorus,  if  put  on  careful  treatment,  will  lose  their 
spasms  and  their  retention  inside  of  ten  days  and 
food  will  be  going  through  in  the  normal  way.  The 
stomach  must  be  enipt'ed  once  or  twice  daily  during 


that  period  and  plenty  of  glucose  must  be  given  by 
rectum  and  intravenously.  Besides  knowing  posi- 
tively whether  you  have  retention  or  not  at  the 
end  of  ten  days  or  two  weeks,  the  patient  will  be  in 
better  condition  in  case  you  have  to  operate.  In 
the  particular  case  cited,  had  the  patient  been  fol- 
lowed for  that  length  of  time,  the  ulcer  would  very 
likely  have  healed.  I have  a patient  I treated  over 
a year  ago,  with  an  ulcer  fully  as  large  as  those 
described,  with  every  bit  as  much  retention  of  food. 
At  the  end  of  six  weeks’  treatment,  she  was  per- 
fectly well  and  has  continued  well  up  to  this  time, 
and  I have  seen  a number  of  similar  cases. 

DR.  JAS.  J.  GORMAN:  There  is  nothing  more 
dramatic  than  the  typical  ruptured  -ulcer,  with 
agonizing  pain  which  can  be  read  in  the  patient’s 
face.  If  he  is  standing,  he  will  be  doubled  over; 
if  reclining,  he  will  have  his  legs  drawn  up.  Add 
to  this  the  board-like  rigidity  and  you  have  the 
typical  picture.  Less  dramatic,  but  just  as  dan- 
gerous, is  the  very  small  rupture  with  the  slow 
leak. 

As  the  ulcer  erodes  through  the  mucous  mem- 
brane, submucosa,  and  muscularis,  to  the  peri- 
toneum, we  come  to  a point  where  a sudden 
strain  (cough,  sneezing)  or  the  presence  of  an  acute 
infection  (“flu,”  sore  throat,  and  so  forth)  may 
bring  on  a rupture.  The  acute  ulcer  is  seldom 
guilty.  Chronic,  untreated  ulcer  is  the  greatest 
offender.  Reports  place  ruptured  gastric  and  duo- 
denal ulcers  as  responsible  for  some  30  per  cent 
of  sub-diaphragmatic  abscesses.  The  internist  gets 
some  satisfaction  in  the  fact  that  the  great  ma- 
jority of  ruptures  are  the  untreated,  or  inadequate- 
ly medically  treated,  cases. 

The  treatment  is,  of  course,  surgical  and  that  im- 
mediately. The  longer  the  delay,  the  greater  the 
risk,  and  after  operation  there  must  be  close  med- 
ical supervision.  I regard  absolute  r’est  in  the  early 
stages  as  essential — rest  from  persistalsis  and  rest 
from  secretory  activity.  Nothing  by  mouth  for 
from  three  to  four  days,  depending  on  the  condition 
of  the  patient,  except  that  thirst  may  be  alleviated 
by  a drachm  of  water  hourly,  increasing  as  indicated. 
Paraffin  or  gum  may  be  chewed.  Fluids,  however, 
should  be  given  by  other  methods  in  large  amounts. 
If  the  condition  of  the  patient  requires,  retention 
enemas  or  the  Murphy  drip  may  be  given.  Treat- 
ment can  be  raised  rather  rapidly  to  ambulatory 
and  this  continued  from  two  to  six  months  or 
longer,  depending  on  the  case  in  question. 

As  to  the  method  of  procedure  in  the  case  op- 
erated which  later  ruptured,  I feel  that  the  case 
was  surgical  from  the  outset.  The  retention,  to 
be  sure,  could  probably  have  been  relieved  medical- 
ly; however,  the  fact  that  this  man  was  a laborer 
requires  consideration  of  the  economic  situation, 
namely,  to  return  him  to  work  as  soon  as  possible. 
In  the  second  place,  the  x-ray  shows  his  to  be  a 
perforating  ulcer  on  the  lesser  curvature,  the  most 
common  site  of  rupture;  and,  third,  the  size  of  the 
ulcer  in  a man  of  forty-two  years  of  age  must 
necessarily  cast  a suspicion  of  malignancy. 

DR.  F.  P.  MILLER:  The  type  of  case  Dr.  Ramey 
mentioned — the  acute  perforation  where  previously 
no  sumptoms  had  been  present — is  fairly  common 
for  that  type  of  duodenal  and  gastric  ulcer,  espe- 
cially duodenal.  I have  had  three  cases  where  men 
have  been  treated  over  long  periods  of  time,  one 
who  had  the  advantage  of  medical  treatment  in 
three  or  four  medical  centers.  Recently  I had  the 
pleasure  of  reviewing  an  abstract  on  some  of  the 
literature  on  the  medical  and  surgical  aspects  of 
this  subject  and  it  seems  that  surgery  is  by  no 
means  on  the  defensive  in  this  treatment. 

DR.  W.  W.  WAITE:  I have  seen  three  cases, 
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operated  in  the  clinic  in  1927,  and  all  seem  to  suf- 
fer just  as  much  as  they  did  before  operation. 

DR.  GEORGE  TURNER:  As  Dr.  Gorman  said, 
acute  gastric  ulcers  do  not  perforate.  Gastric  ul- 
cers will  give  symptoms  early,  will  give  symptoms 
of  hyperacidity,  characterized  by  gastric  pain,  and 
so  forth,  before  there  is  any  weakening  in  the  stom- 
ach and  before  anything  can  be  found  with  the 
x-ray  other  than  a hypermotility  of  the  stomach. 
This  is  the  time  to  treat  gastric  ulcer  medically 
and  is  the  time  to  cure  the  patient  medically.  Later, 
after  the  ulcer  damages  the  muscle  layer  in  the 
stomach  wall  and  you  get  an  ulcer  that  you  can 
see  with  the  x-ray,  which  does  not  come  until  after 
the  muscles  of  the  stomach  have  been  destroyed, 
you  have  that  type  of  ulcer  which  is  apt  to  per- 
forate. As  it  grows  larger,  the  question  of  malig- 
nancy comes  into  consideration.  The  type  of  duo- 
denal ulcer  that  usually  perforates  is  in  the  patient 
seized  with  sudden  pain  who  will  give  no  history 
of  gastric  distress.  A lot  of  these  cases  when  suf- 
fering severe  pain  will  give  negative  history  so  far 
as  gastric  symptoms  are  concerned,  but  operation 
will  show,  or  other  symptoms  will  indicate,  the  true 
nature  of  the  condition. 

DR.  CATHCART:  In  regard  to  nonmalignant 

gastric  ulcers,  I think  most  of  these  cases  recover 
under  medical  treatment.  If  they  are  x-rayed  every 
ten  days  and  the  ulcer  becomes  smaller  and  dis- 
appears at  the  end  of  thirty  days,  the  question  of 
malignancy  is  ruled  out.  If  the  ulcer  is  large  and 
remains  without  becoming  noticeably  smaller  after 
this  treatment,  it  is  probably  malignant.  When  it 
comes  to  duodenal  ulcer,  the  chronic  ulcer — which 
is  the  type  most  commonly  encountered — with  a 
definite  fillier  defect  shown  by  the  x-ray  and  re- 
maining constant  and  irritable  over  a long  period 
of  time  after  medical  treatment,  may  be  included 
in  the  surgical  division,  but  a "’“eat  many  duodenal 
ulcers  that  bleed  give  very  little  filling  defects 
early.  These  practically  all  recover  under  medical 
treatment  with  very  little  scar  formation.  Where 
there  is  very  definite  scar  formation  that  exists 
over  a long  period  of  time  with  irritation,  I be- 
lieve these  cases  should  be  classed  as  surgical. 

DR.  BAKER  (closing):  I think  the  discussion 

has  fully  covered  the  subject,  but  would  like  to 
answer  Dr.  Waite.  I am  sure  that  all  of  you  are 
acquainted  with  the  work  done  at  Mt.  Sinai  Hos- 
pital in  New  York  demonstrating  a resection  of  the 
pylorus,  leaving  the  duodenum  intact,  but  closing 
it  and  the  joining  the  stem  to  the  ileum.  If  symp- 
toms should  recur,  the  patient  would  be  in  great 
deal  better  condition  than  when  first  operated  and 
it  would  not  he  very  difficult  to  perform  a second- 
ary operation. 

DR.  RAMEY  (closing):  There  is  one  thing  I 
want  to  say  in  reply  to  Dr.  Waite  and  that  is  that 
I know  of  no  operation  on  the  stomach  that  will 
guarantee  relief  to  the  patient  forever.  He  seems 
to  think  there  should  never  be  a recurrence  of  an 
ulcer.  I know  of  no  operation  that  can  be  done  that 
will  guarantee  you  will  not  have  an  ulcer  some- 
time afterwards.  I have  seen  the  entire  stomach 
removed,  even  for  a very  small  ulcer,  but  that  car- 
ries a very  high  mortality  and  I am  not  in  favor 
of  it  at  all.  In  regard  to  the  case  Dr.  Garrett  ques- 
tioned, perforation  was  so  near  complete  that  I 
believed  we  would  have  to  operate  upon  him  later 
anyway,  and  we  did  at  that.  The  only  mistake  in 
my  opinion  was  that  we  did  not  resect  the  ulcer 
at  the  time.  As  to  Dr.  Turner’s  remarks,  it  is  a 
fact  that  cases  of  duodenal  ulcer  perforate  without 
any  warning  whatever. 


TOXEMIAS  IN  THE  EL  PASO  CITY- 
COUNTY  PRENATAL  CLINIC 
C.  F.  RENNICK,  M D., 

El  Paso.  Texas. 

(Presented  before  El  Paso  County  Medical  So- 
ciety, April  13,  1931.) 

Toxemias  of  pregnancy  are  generally  un- 
derstood to  be  those  disorders  occurraing  at 
the  time  of  gestation  and  probably  caused 
by  the  accumulation  within  the  maternal 
blood  of  toxins  or  poisonous  substances  de- 
rived from  the  fetus  or  placenta  which  are 
neither  neutralized  by  the  organs  of  meta- 
bolism nor  eliminated  by  the  excretory  or- 
gans. Many  authors  believe  that  every 
pregnancy  is  attended  by  an  autointoxica- 
tion, due  to  the  extra  load  on  the  general 
metabolism  and  that  there  is  not  a specific 
toxin. 

Much  work  has  been  done  in  the  past  few 
years  to  discover  the  underlying  conditions 
of  this  toxemia,  some  results  of  which  will 
be  of  great  value  when  the  syndrome  is  fin- 
ally worked  out.  Before  I give  the  results 
of  the  work  in  our  clinic  I shall  endeavor  to 
give  a brief  summary  of  the  work  being 
done  and  the  results  being  obtained  in  some 
of  the  large  clinics  and  hospital. 

Titus  and  associates1  offer  conclusive  ex- 
planation for  the  beneficial  effects  of  intra- 
venous glucose  injections  in  eclampsia.  They 
report  nineteen  eclamptic  cases  in  which  the 
blood  sugar  was  examined  every  five  min- 
utes before,  during  and  after  the  attack. 
The  results  showed  a characteristic  sharp 
fall  in  blood  sugar  iust  preceding  the  convul- 
sion. They  call  this  a period  of  relative  hv- 
poglycemia,  meaning  by  that  a level  of  blood 
sugar  which,  in  relation  to  the  levels  shortly 
before,  is  relatively  hypoglycemic,  while  its 
values  in  actual  figures  may  be  around  nor- 
mal. This  is  sa;d  to  be  similar  to  the  hypo- 
glycemic reaction  from  insulin  occurring  at 
blood  sugar  values  of  more  than  200  mg. 
They  believe  a glucose  impoverishment 
within  the  ervthrocytes  is  the  outstanding 
feature  of  this  period.  They  believe  that 
hypoglvcemic  leveU  are  a predominant  and 
fairly  constant  feature  of  true  pre-eclampsia, 
therefore,  the  intravenous  administration  of 
dextrose  without  insulin  is  specific  treat- 
ment for  eclampsia  and  pre-eclampsia. 

T.  J.  Stander  and  Harrison  of  Hopkins,  did 
not  find  a hypoglycemia  in  a study  of  nine 
eclamptics,  and  are  not  convinced  that  glu- 
cose is  a specific.  Titus,  in  a detailed  dis- 
cussion of  this  paper,  shows  that  his  work 
was  repeated  in  only  one  case  by  Stander. 

Stander,  Eastman  and  Harrison2,  in  an- 
other series  of  papers,  discuss  the  acidosis 
of  pregnancy.  They  speak  of  a compensated 
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alkali  deficit  of  normal  pregnancy.  During 
normal  gestation  there  is  a reduction  in 
total  base  amounting  to  about  eight  milli- 
grams. However,  in  eclampsia,  at  the  time 
of  convulsions  and  coma,  there  is  a true 
acidosis  dut  to  an  uncompensated  alkali 
deficit,  as  demonstrated  by  a definite  in- 
crease in  the  hydrogen-ion  concentration. 
This  acidosis  is  not  considered  a causal  fac- 
tor, but  a result  of  the  convulsion  and  is  the 
cause  of  death  if  not  relieved  by  administra- 
tion of  alkali.  Because  of  this  acidosis  he 
repeats  a warning  against  general  anesthe- 
sia. 

As  the  liver  is  one  of  the  primary  organs 
involved  in  these  toxemias,  it  has  also  re- 
ceived much  investigation.  All  the  known 
function  tests  have  been  run,  in  both  normal 
ana  toxic  gestations.  The  use  of  liver  ex- 
tract in  the  toxemias  of  pregnancy  is  praised 
by  Miller  and  Martinez,  who  report  a series 
of  43  eciamptics  with  a mortality  of  6.9  per 
cent . Mendenhall  and  Smith  reported  poor 
results.  J.  L.  Reycraft  used  heparmone  in 
fifty  toxic  cases  and  feels  that  it  has  defi- 
nite value  in  the  hepatic  cases.  In  a few 
cases  alarming  symptoms  develop  from  the 
use  of  heparmone. 

The  kidney  comes  in  for  its  share  of  con- 
tinued investigation.  John  C.  Hirst3  of  Phil- 
adelphia has  given  us  a very  complete  paper 
on  the  kidney  of  pregnancy.  He  uses  only 
two  classifications  of  the  toxemia: 

A.  The  acute  late  gestational  toxemia 
characterized  by  rapid  onset  late  in  pregnan- 
cy with  good  dye  elimination,  high  urinary 
specific  gravity  and  complete  recovery  with- 
in three  months. 

B.  Chronic  late  gestational  toxemia  fea- 
tured by  gradual  onset,  earlier  in  pregnancy 
frequently  as  an  exacerbation  of  prior  hyper- 
tension, often  seen  in  multiparae,  poor  dye 
elimination,  marked  eye  round  changes,  low 
urinary  specific  gravity  and  incomplete  re- 
covery in  three  months.  He  believes  that 
vasodilitation  and  circulatory  stasis  of  the 
ureter  may  directly  or  indirectly  be  con- 
cerned with  late  gestational  toxemia. 

Edward  J.  Stieglitz,  of  the  Chicago  Lying- 
In  Hospital,  reports  on  sixty  cases  of 
nephritis  in  pregnancy  in  his  service  dur- 
ing the  last  three  years.  He  states  that  the 
term  “low  reserve  kidney”  popularized  by 
otander  is  better  called  the  syndrome  of  tis- 
sue and  renal  fatigue  in  pregnancy. 

A.  This  group  is  characterized  by  slight 
arterial  hypertension  with  only  moderate 
albuminuria  and  prompt  recovery. 

B.  The  eclamptic  and  pre-eclamptic  in- 
toxication. 

C.  The  toxic  case  in  which  pre-existent 


renal  and/or  vascular  disease  has  reduced 
the  renal  reserve,  with  exacerbation  of  these 
processes  by  pregnancy. 

He  states  that  the  eclamptic  group  is 
probably  most  safely  and  efficiently  treated 
by  termination  of  the  pregnancy  in  the  pre- 
eclamptic phase.  Pre-existent  renal  and  vas- 
cular disease  is  permanently  exacerbated  and 
degenerative  processes  accelerated  by  preg- 
ancy.  Prognosis  is  based  chiefly  upon 
promptness  and  degree  of  improvement  fol- 
. owing  obstetric  delivery. 

Schwartz  and  Dieckmann  of  St.  Louis  out- 
line their  conservative  treatment  of  eclamp- 
sia. They  recognize  that  mild  cases  if  treat- 
ed radically  will  show  an  increase  in  the  mor- 
tality rate,  and  severe  cases  treated  conser- 
vatively will  continue  to  show  a definite 
mortality  if  early  death  of  the  fetus  does 
not  take  place  or  delivery  occur.  Difficulty 
persists  in  the  early  decision  as  to  the  sever- 
ity of  the  case  before  too  much  damage  is 
done.  Their  treatment  includes  the  use  of 
intramuscular  injections  of  magnesium  sul- 
phate, colonic  irrigations,  gastric  lavage, 
leaving  60  c.c.  of  a saturated  solution  of 
magnesium  sulphate  in  the  stomach  and 
most  important,  frequent  intravenous  in- 
jections of  20  per  cent  glucose,  500  to  1000 
c.c.  each. 

The  results  show  that  mild  cases  recover 
under  any  conservative  treatment,  but  in  the 
severe  type  recovery  is  markedly  favored  by 
early  death  of  the  fetus  or  delivery.  If  un- 
der treatment  there  is  no  satisfactory  diure- 
sis, coma  and  pulse  are  increasing,  then  de- 
delivery must  be  completed  in  a short  time 
without  additional  shock.  If  this  cannot  be 
done  readily  through  the  natural  passages, 
then  abdominal  cesarean  section  under  local 
anesthesia. 

In  contrast  to  this,  DuBose6  of  Selma,  Ala- 
bama, advocates  cesarean  section  as  the 
treatment  for  eclampsia.  He  reports  100 
aperations,  60  per  cent  of  which  were 
eciamptics  with  a mortality  of  2 per  cent, 
which  were  not  a result  of  the  operation. 
His  cases  were  all  unfavorable,  having  been 
sent  in  from  the  country  after  having  con- 
vulsions and  vaginal  manipulations.  Pre- 
vious to  this  series  he  had  10  per  cent  mor- 
tality under  the  different  conservative 
treatments. 

Dorsett"  of  St.  Louis  using  the  glucose  and 
magnesium  sulphate  treatment  had  a mor- 
tality of  7 per  cent  in  186  cases  of  eclampsia. 
Cesarian  section  was  done  only  nine  times 
in  this  series. 

McConnelh  of  Louisville  goes  a step  fur- 
ther and  uses  continuous  intravenous  admin- 
istration of  glucose.  A cannula  is  anchored 
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in  the  vein  and  200  c.c.  of  10  per  cent  glu- 
cose given  every  hour.  This  may  be  con- 
tinued over  a period  of  several  days  if  nec- 
essary. 

Kellogg5,  of  the  Boston  Lying-In,  urges  the 
the  universal  adoption  of  Stander’s  classifi- 
cation, namely: 

1.  Low  reserve  kidney. 

2.  Nephritis  complicating  pregnancy. 

3.  Pre-eclampsia  and  eclampsia. 

His  report  covers  seven  years  of  the  clinic 
and  1100  toxemic  cases.  The  only  improve- 
ment in  results  during  this  period  had  come 
from  active  interference  before  the  convul- 
sive stage  in  the  toxemia  patients  and  be- 
fore there  was  marked  kidney  damage  in 
the  nephritic  group.  A very  significant 
finding  was  a group  of  225  patients  seen  in 
two  pregnancies,  in  which  only  20  per  cent 
were  normal  throughout  the  second  preg- 
nancy. Follow  up  work  done  by  other  men, 
namely  Greenhill,  Gibberd  and  Schmeckel, 
in  similar  large  series  of  eclampsias,  showed 
a similar  large  per  cent  of  recurrence,  but 
somewhat  less  than  this  figure. 

Robbins  and  associates9,  report  eight  cases 
of  eclampsia  treated  with  sodium  amytal. 
Moore10,  adds  four  more  cases  with  favorable 
comment.  DeLee  and  others  think  the  drug 
dangerous  and  find  the  results  disappoint- 
ing. 

E.  Borczi11  maintains  that  pregnancy  toxi- 
coses are  due  to  congenital  hypo-function  of 
the  ductless  glands,  especially  the  thyroid 
and  advises  the  administration  of  thyroid  as 
a preventative  against  eclampsia. 

G.  Baumgart1'  prevents  eclampsia  by  put- 
ting patients  to  bed  and  giving  them  a three- 
day  hunger  and  thirst  cure. 

In  five  eclamptic  patients  a considerable 
amount  of  blood  was  withdrawn  by  F.  C. 
Irving  and  J.  V.  Taylor13,  the  plasma  was  re- 
moved, the  corpuscles  were  washed  and  rein- 
fused and  all  the  patients  recovered. 

A very  complete  report  of  the  toxemias 
occurring  in  the  city  of  Philadelphia  in  a 
period  of  fifteen  months  has  just  been  pub- 
lished by  Schumann14.  There  was  a total 
maternal  mortality  of  5.4  per  cent  in  the 
cases  under  prenatal  observation  and  21.5 
per  cent  of  ail  women  having  convulsions  or 
coma. 

In  order  to  have  a basis  of  comparison  for 
the  work  done  in  our  clinic  I shall  give  brief- 
ly the  report  of  the  Maternity  Center  Asso- 
ciation of  New  York.  This  report  covers 
eight  years  and  the  records  of  4,726  women. 
About  an  equal  number  of  women  were  de- 
livered at  home  and  in  hospitals.  Physicians 
attended  about  three-quarters  of  the  cases. 


Bellevue  Midwife  Service  17  per  cent  and 
other  midwives  7 per  cent. 

In  this  group  of  women  15  per  cent  showed 
albuminuria,  with  or  without  some  other 
symptoms;  5 per  cent  had  high  blood  pres- 
sure only ; 13  per  cent  had  some  other  symp- 
toms, such  as  edema,  elevated  temperature, 
bleeding,  etc.,  while  0.8  per  cent  had  a defi- 
nite toxemia.  In  all,  about  one-third  of  the 
total  number  of  cases  had  one  or  more 
symptoms  of  abnormality  at  one  time  or  an- 
other during  pregnancy.  There  were  eleven 
maternal  deaths  showing  a per  cent  three 
times  better  than  in  the  cases  in  the  same 
district  without  prenatal  care.  There  were  no 
deaths  due  to  eclampsia. 

In  contrast  to  this,  in  our  clinic,  a large 
majority  of  cases  were  delivered  at  home  and 
by  midwives.  These  midwives,  with  a few 
notab'e  exceptions  are  poorly  trained  and 
their  work  was  done  under  the  most  diffi- 
cult conditions.  Physicians  who  were  not 
particularly  interested  in  obstetrics  were 
called  in  consultation  after  many  mours  of 
labor  and  poor  management.  Some  of  the 
most  difficult  cases  were  sent  in  to  the  hos- 
p'tal  either  by  the  clinic  or  the  physician 
called.  Taking  all  this  into  consideration,  I 
be'ieve  the  results  of  the  prenatal  work  done 
in  this  city  have  been  very  good.  These 
cases  have  practically  all  been  followed  up 
by  the  clinic  nurses  who  made  a record  of 
the  delivery  and  post  partum  condition  and 
saw  to  it  that  they  returned  for  their  final 
examination.  Therefore,  I feel  that  the  rec- 
ords and  estimate  of  results  are  accurate. 

Over  a period  of  six  years  there  were  2,839 
women  in  the  clinic,  not  counting  those  who 
were  not  pregnant,  who  had  a gynecological 
condition  or  who  were  lost  to  the  clinic.  Of 
this  number  464  had  only  a post  partum  ex- 
amination, leaving  2,375  who  had  some  de- 
gree of  prenatal  care.  I will  not  go  into  de- 
tail as  to  the  number  of  visits  of  each  or  the 
month  at  which  they  first  came. 

J.  Whitridge  Williams  states  that  50  per 
cent  of  the  pregnant  women  show  evidence 
of  toxemia  which  he  classifies  as  pathologic. 
In  these  cases  1090  women,  or  46  per  cent 
showed  at  least  one  symptom  of  toxemia. 

Of  these,  by  far  the  largest  group  (595 
women  or  25  per  cent  of  the  total)  had  al- 
bumen in  the  urine  with  occasional  moder- 
ate or  slight  edema  and  no  other  symptom. 
The  blood  pressures  were  normal  in  this 
group.  There  were  five  still  births,  two  pre- 
matures and  six  abortions.  There  were  ten 
positive  Wassermanns  which  account  for  a 
considerable  number  of  these.  Instruments 
were  resorted  to  in  three  cases  with  living 
babies. 
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A blood  pressure  of  130  systolic  or  over 
was  arbitrarily  chosen  as  abnormal.  The 
next  group,  consisting  of  242  cases  or  10  per 
cent,  recorded  one  or  more  abnormal  blood 

essure  readings.  Some  of  these  pressures 
ran  as  high  as  170  occasionally,  but  most  of 
them  varied  between  135  and  150  systolic. 
There  were  very  mild  or  no  toxic  symptoms 
and  the  urine  was  consistently  negative 
throughout.  The  records  show  five  instru- 
mental deliveries,  five  still  births,  one  pre- 
mature, two  abortions,  one  case  of  phlebitis 
and  three  positive  Wassermanns. 

You  will  note  that  I have  made  no  classi- 
fication of  the  cases  of  hyperemesis  gravi- 
darum. In  the  first  place  they  should  not  be 
classified  as  true  toxemias  of  pregnancy,  and 
secondly,  in  our  clinic  this  group  was  con- 
spicuous by  its  absence.  The  records  show 
only  a few  cases  of  vomiting  and  they  could 
not  be  truly  called  pernicious.  A patient 
was  sent  to  the  county  hospital  last  week 
with  severe  vomiting  of  early  pregnancy. 
She  recovered  in  three  days  under  intensive 
treatment.  Evidently  this  complication  is 
rare  among  the  Mexicans. 

The  next  Uassification  I have  made  in- 
cluded those  cases  with  a blood  pressure  of 
130  systolic  or  more,  albumen  one  or  more 
times  and  mild  or  moderate  toxic  symptoms. 
In  this  group  there  were  218  women,  or  9 
per  cent  of  the  total  cases.  There  was  one 
maternal  death  from  pneumonia  on  the  third 
day  post  partum,  four  still  births,  two  abor- 
tions, one  version  and  two  forceps  deliveries, 
two  positive  Wassermanns.  I should  like  to 
add  that  Wassermanns  have  not  been  run 
routinely  but  only  on  those  cases  where  it 
seemed  to  be  indicated  clinically. 

That  leaves  us  with  a group  of  35  patients 
or  1.5  per  cent  who  have  severe  toxemias. 
Oi  this  number  the  pregnancy  terminated  in 
23  cases  at  home  and  12  in  the  hospital. 
There  were  11  still  births  and  four  abortions 
in  these  35  cases.  Three  abortions  were 
spontaneous  in  severe  chronic  nephritic 
cases;  one  therapeutic  abortion  in  a prim- 
mipara  with  blood  pressure  of  230  over  140 
and  history  of  kidney  disease. 

There  were  17  normal  deliveries  of  which 
seven  were  in  the  hospital.  There  was  one 
version  and  two  instrumental  deliveries  in 
the  homes  with  living  babies.  In  the  hos- 
pital there  were  five  operative  cases,  two 
instrumental,  two  bag  inductions  and  one 
craniotomy. 

In  these  35  women  with  severe  toxemias 
there  were  only  six,  or  0.2  of  one  per  cent 
who  had  convulsions.  Of  these  six  all  but 
one  were  delivered  at  home  and  without  a 
single  fatality. 


No.  1.  This  patient  had  a pressure  at  the 
last  reading  of  100  over  100,  albumen  posi- 
tive once  out  of  three  examinations.  Normal 
delivery. 

No.  2.  Only  one  visit  to  clinic.  Blood 
pressure  126  over  78,  urine  negative.  On  in- 
vestigation she  was  found  to  have  had  con- 
vulsions. Normal  delivery,  still  birth.  This 
was  a very  rapid  fulminating  type. 

No.  4.  Blood  pressure  156  over  98,  albu- 
men moderate,  very  marked  edema.  Patient 
was  sent  to  the  hospital  and  labor  induced 
with  castor  oil  and  quinine.  Normal  delivery, 
still  birth.  She  had  convulsions  four  hours 
after  delivery. 

No.  5.  Blood  pressure  rose  from  104  over 
64  to  160  over  100,  urine  showed  albumen 
at  last  examination.  She  had  one  convulsion. 
Delivered  of  live  baby  wTith  low  forceps. 

No.  6.  The  highest  blood  pressure  read- 
ing was  145  over  90,  urine  negative.  Edema 
very  severe.  Five  days  later  she  had  one 
convulsion.  Normal  delivery  of  live  baby. 

Out  of  these  35  cases  there  were  two  ma- 
ternal deaths: 

No.  1.  Blood  pressure  128  over  74,  albu- 
men heavy  in  each  specimen,  marked 
edema.  History  of  two  miscarriages.  Was- 
sermann  negative.  She  had  a very  large 
baby,  was  in  labor  two  days  with  rising 
temperature.  Craniotomy  was  done  followed 
by  death  from  puerperal  sepsis. 

No.  2.  Blood  pressure  ranged  between 
160  and  140  over  96.  Lrine  showed  traces 
of  albumen  and  only  moderate  toxic  symp- 
toms. Normal  delivery  of  a living  baby. 
Mother  died  of  heart  disease. 

This  report  tends  to  stress  the  importance 
of  prevention  of  toxemia.  I believe  there  is 
a tendency  at  the  present  time  in  the  aver- 
age doctor’s  office  to  neglect  the  other  im- 
portant features  of  the  prenatal  case.  I 
would  like  to  emphasize  that  the  routine 
taking  of  blood  pressure  and  urine  examina- 
tions does  not  constitute  adequate  prenatal 
care.  That  is  only  a small  but  important 
part  of  a careful  observation  of  the  expect- 
ant mother. 

SUMMARY 

During  six  years  of  this  clinic  there 
were  2375  women  who  received  prenatal 
care.  Of  this  number  46  per  cent  showed  at 
least  slight  evidence  of  toxemia;  25  per  cent 
of  the  total  cases  showed  albumen  in  the 
urine  with  no  other  symptoms;  10  per  cent 
had  only  a rise  in  blood  pressure  and  9 per 
cent  a mild  toxemia.  There  were  35  women, 
or  1.5  per  cent  with  severe  toxemia  and  in 
this  number  six  cases  of  eclampsia,  or  0.2  of 
one  per  cent.  There  were  no  maternal  deaths 
due  to  the  toxemia  of  pregnancy. 
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CASE  REPORT:  CALCINOSIS  OF  THE 
LEGS 

G.  WERLEY,  M.D., 

El  Paso,  Texas. 

(Presented  before  El  Paso  County  Medical  So- 
ciety, May  11,  1931.) 

An  American  woman,  past  50  years,  housewife, 
was  referred  to  me  by  Dr.  C.  H.  Mason.  She  was 
complaining  of  swelling  and  pain  in  the  whole 
left  leg,  causing  almost  complete  disability.  This 
was  of  several  weeks’  duration  and  had  grown 
progressively  worse. 

Past  History:  She  has  enjoyed  good  health  all 
her  life.  No  severe  illness.  No  operation  or  in- 
juries. A very  hearty  eater,  especially  of  meats  of 
all  kinds. 

Family  History:  Married,  one  child  living  and 

well. 

Physical  Examination:  Good  musculature  and  well 
nourished.  No  pathology  about  head  or  neck,  no 
goiter.  Skin  clear.  Left  leg  swollen  and  painful 
to  touch  and  movement.  This  pain  seemed  to  fol- 
low the  superficial  veins  to  the  groin.  Veins 
seemed  small  and  did  not  fill  well  in  dependent 
position.  From  the  knees  down,  many  small  mov- 
able subcutaneous  small  bodies,  the  size  of  a grain 
of  wheat  and  smaller,  were  felt.  These  were  very 
tender.  There  was  hyperesthesia  in  other  parts, 
especially  over  the  abdomen. 

The  anterior  and  posterior  tibial  arteries  pul- 
sated normally.  The  general  examination  showed 
nothing  abnormal.  The  urine  was  normal;  Wasser- 
mann  negative;  Hb.,  90  per  cent;  blood  chemistry 
normal,  except  low  calcium,  7 mg.  per  100  c.c. 
Basal  metab.,  — 17  per  cent.  Skin  tested  for  food 
allergy  revealed  but  little. 

X-ray  showed  bones  of  good  density  and  normal 
periosteum.  There  were  dark  spots  corresponding 


to  the  physical  findings,  but  they  were  not  con- 
nected with  the  bone  shadow.  One  of  these  bodies 
was  excised  by  Dr.  W.  L.  Brown  and  seemed  to  be 
without  connection  with  the  veins,  arteries,  or  other 
structure  than  connective  tissue.  The  bodies  were 
hard  and  felt  like  calcium.  Dr.  Waite  examined 
them  and  noted  no  abnormal  tissue.  Upon  crush- 
ing and  adding  acid,  there  was  liberation  of  gas 
and  calcium  carbonate  was  present. 

A diagnosis  of  calcinosis  was  made.  In  a case 
of  Wilens  and  Derby,  (American  Journal  Dis.  Chil- 
dren, Jan.  1926)  that  of  a child  of  5 years,  the 
pathology  was  studied  postmortem.  Blood  vessel 
changes,  were  marked.  The  endothelium  was 
thickened  and  frequently  bulged  into  the  vessels. 
There  was  perivascular  infiltration  and  fibrosis  of 
the  arterial  walls.  In  the  subcutaneous  tissue  there 
were  changes  in  the  fat  lobules,  between  the  fat 
cells,  and  often  at  the  periphery  just  within  the  fat 
cells,  lime  occurred.  In  some  cases  the  deposition 
of  lime  seemed  to  extend  from  the  fat  into  the 
connective  tissue.  The  connective  tissue  around 
the  blood  vessels  and  the  nerves  was  not  calcified. 
There  was  no  fat  necrosis.  The  initial  lesion  could 
not  be  identified. 

Some  cases  have  simulated  Raynaud’s  disease. 
In  our  case  no  peripheral  arterial  disease  was  made 
out.  Phlebitis  was  suspected  but  could  not  be 
demonstrated.  Other  subcutaneous  nodules  in  the 
thigh  were  very  tender  but  x-ray  showed  nothing. 
Cellulitis  sometimes  precedes  calcinosis. 

Cases  of  calcinosis  are  quite  rare.  The  Mayo 
Clinic  (Med.  Clin.  N.  A.,  Jan.,  1925,  p.  1273)  has 
reported  38  cases  of  calcinosis  in  the  lungs.  Such 
deposits  have  been  found  in  various  other  organs, 
such  as  the  stomach,  kidneys  and  heart.  Frost 
\ bite  is  quite  a common  cause  of  calcinosis  about 
the  ear  and  other  exposed  parts. 

Calcium  metastasis  occurs  in  some  cases  of 
sarcoma,  in  multiple  myeloma,  scleroderma,  and  in 
hyperthyroidism  and  hyperparathyroidism;  in  my- 
eloma, hypertrophy  of  parathyroid  glandular  tissues 
have  been  found. 

Calcium  in  the  blood  is  held  in  solution  by  pro- 
tein especially,  also  by  carbon  dioxide.  With  an 
increase  of  protein  in  the  blood,  there  is  apt  to  be 
also  an  excess  of  calcium.  This  may  throw  some 
light  on  our  case,  because  she  was  a heavy  meat 
eater.  However,  at  the  time  we  saw  her,  the  blood 
calcium  was  low.  Calcium  has  a tendency  to  be 
deposited  in  the  aorta,  the  coronaries,  brain  and 
splanchnic  and  renal  arteries,  where  the  carbon 
dioxide  is  low.  In  calcinosis  the  general  opinion 
seems  to  be  that  the  local  condition  of  the  tissues, 
in  some  way,  by  lack  of  protein  or  carbon  dioxide, 
causes  the  calcium  to  be  precipitated  out  of  the 
blood  locally. 

The  prognosis  of  calcinosis  in  children  is  very 
bad.  In  older  people  it  is  fairly  good,  because  it 
is  more  local  and  circumscribed,  but  the  disease 
grows  progressively  worse.  In  our  case  improve- 
ment occurred  while  thyroid  was  given  but  it  was 
probably  a mere  coincidence.  She  was  also  on  a 
low  calcium  diet  and  such  foods  as  gave  allergic 
reactions  were  eliminated. 

Dr.  W.  H.  Goeckerman,  of  the  Mayo  Clinic,  in 
answer  to  an  inquiry  as  to  the  treatment  of  cal- 
cinosis writes: 

“This  is  a rare  condition  and  very  interesting 
scientifically  but  I know  of  very  little  that  can  be 
done  for  it.  Occasionally  we  have  excised  such  an 
area  if  it  has  been  especially  troublesome.  I doubt 
very  much  that  medical  treatment  will  benefit 
such  a patient.” 
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CASE  REPORT 

(Cerebral  Embolus  Following  Lynch  Rad- 
ical Frontal  Sinus  Operation,  with  Recov- 
ery. ) 

I).  R.  GASKINS,  M.D. 

Phoenix,  Arizona. 

(Presented  before  Staff  Meeting  of  St.  Joseph’s 
Hospital,  Phoenix,  Ariz.) 

I am  presenting  this  case  because  to  me  it 
shows  a very  interesting  chain  of  events  fol- 
lowing a radical  frontal  sinus  operation. 

A white  female,  age  39,  with  a negative  family 
history,  came  to  office  complaining  of  sinus  infec- 
tion accompanied  by  pain,  profuse  dsicharge  and 
nasal  obstruction. 

Past  History  was  obtained  from  sister.  As  a 
child  the  patient  was  never  well,  having  epileptic 
convulsions  at  the  age  of  three,  which  have  con- 
tinued up  until  the  past  year.  At  the  age  of  14 
the  patient  began  having  asthma,  intermittent  in 
character,  but  has  never  been  entirely  free  from 
these  attacks  since  the  original  onset. 

Present  Illness:  About  four  years  ago  the  patient 
began  to  have  a marked  sinus  infection  with  com- 
plete nasal  obstruction.  She  noticed  that  large 
tumor  masses  were  beginning  to  protrude  from 
the  nose.  She  went  to  a local  specialist,  who  for 
the  following  two  years  removed  nasal  polypi  from 
time  to  time  as  they  became  large  enough  to  be 
seen.  After  approximately  two  years  of  this  pro- 
cedure the  patient  went  to  Iowa  City  and  had  an 
intranasal  ethmoidectomy  performed  upon  the  left 
side,  which  was  followed  in  about  three  weeks  by  a 
radical  Caldwell-Luc  operation  upon  the  correspond- 
ing antrum.  For  some  reason  or  other  nothing  was 
done  at  this  time  on  the  right  side.  Patient  obtained 
temporary  relief  from  this  procedure,  but  her  asthma 
was  only  slightly  improved  and  in  about  six  months 
she  began  to  have  pain  over  the  right  frontal  sinus 
and  very  severe  attacks  of  asthma.  She  returned  to 
Iowa  City  at  intervals  for  slight  operative  pro- 
cedure, and  treatment,  but  was  never  able  to  obtain 
more  than  temporary  relief.  About  this  time  the 
patient  began  to  notice  that  she  was  having  def- 
inite progressing  blindness.  This  progressed  very 
rapidly  for  a few  weeks,  but  then  began  to  clear 
up.  About  eight  months  ago,  following  the  ad- 
vice of  her  physician,  she  came  to  Phoenix  hoping 
to  get  some  relief  from  the  dry  climate.  She  im- 
mediately consulted  a specialist,  who  advised  a 
bilateral  operative  procedure,  which  the  patient  re- 
fused. Patient  came  to  me  about  three  months  ago 
presenting  the  following  findings:  Partial  intra- 
nasal ethmoidectomy  had  been  performed  on  the 
left  side,  but  a few  polyps  were  seen  in  the  region 
of  the  orbital  ethmoids.  The  left  middle  turbinate 
had  been  removed  and  the  inferior  turbinate  mu- 
tilated and  scarred.  No  opening  could  be  found 
into  the  left  antrum,  on  which  antrum  the  patient 
claims  to  have  had  a radical  external  operation. 
The  entire  right  side  was  filled  with  polyps. 

This  is  a very  typical  history,  with  which  every 
oto-laryngologist  is  familiar.  Phoenix  is  rapidly 
becoming  the  dumping  ground  for  patients  with  ex- 
treme sinus  infection,  who  have  run  the  gauntlet 
of  surgical  procedures  and  finally,  out  of  sheer  des- 
peration, come  to  Arizona  after  they  have  been  ad- 
vised that  the  hot  dry  climate  is  their  only  salva- 
tion. The  question  agam  comes  up  as  to  what  is 
the  correct  procedure  for  this  type  of  case.  There 
is  no  doubt  in  my  mind  but  that  the  condition  is 
the  end  result  of  a definite  allergy  since  childbirth. 
However,  she  was  given  the  pollen  and  food  tests 


in  Iowa  City,  which  were  negative.  We  must  then 
think  of  bacterial  allergy  and  of  Duke  of  Kansas 
City,  to  explain  this  phenomenon. 

In  the  process  of  degeneration,  with  marked 
round  cell  infiltration,  degeneration  of  the  normal 
epithelial  cells,  arrest  of  function  and  casting  off 
of  the  ciliated  cells  occur.  There  is  perversion  of 
the  function  of  the  few  gland  nests  that  normally 
exist,  with  polypoid  formation  of  hyperplastic  de- 
generative tissue.  Nor  can  we  facilitate  the  return 
to  normal  even  by  ample  ventilation  or  drainage, 
or  both,  when  the  membranous  lining  of  the  cavity 
has  been  the  seat  of  a chronic  degenerative  process 
of  inflammation  which  has  lasted  for  months  or 
years.  It  ceases  to  be  a mucous  membrane.  It  is 
now  a pathological  membrane  so  distorted  in  its 
function  as  to  have  nothing  in  common  with  the 
normal. 

In  this  state  we  see,  day  after  day,  the  secretion 
we  call  pus,  associated  with  polyp  formation  or 
hyperplasia.  I cannot  understand  why  we  try  to 
preserve  this  pathological  state  by  methods  of  treat- 
ment which  we  term  conservative,  and  in  the  next 
breath  preach  the  total  removal  of  the  tonsil  be- 
cause the  least  remnant  left  will  reproduce  itself 
and  cause  both  local  and  constitut’onal  phenomena. 
-l  am  becoming  firmly  convinced  that  once  the  lining 
membrane  is  degenerated  to  the  paint  of  chronic 
pus  formation  with  polyps,  or  hyperplasia  without 
pus,  no  amount  of  ventilation  or  drainage  will  bring 
it  back  to  normal.  In  this  state  it  becomes  one  of 
the  most  fertile  sources  for  a secondary  toxemia 
with  symptoms  that  cover  every  field  of  medicine. 
The  lymphatic  drainage  ways  are  free  and  numer- 
ous and  the  only  way  to  deal  with  such  degenera- 
tion is  to  replace  it  with  normal  mucous  membrane 
( which  is  as  yet  impractical),  or  with  scar  tissue. 

For  these  reasons,  I cannot  see  why  there  should 
oe  a cry  about  preserving  such  tissue  in  the  cavity. 
One  makes  no  attempt  to  do  it  in  other  surgical 
procedures.  The  only  difference  is  the  locality.  Cer- 
tainly the  function  allotted  to  the  accessory  sinuses 
in  man  is  not  of  a very  high  order,  and  living  is 
coverted  into  one  of  comfort  when  a patient  is  re- 
lieved of  this  membrane  by  an  operative  procedure 
which  has  for  its  purpose  the  removal  of  every 
vestige  of  mucous  membrane,  not  only  from  the 
frontal,  but  from  the  ethmoids,  sphenoids  and  an- 
trums  as  well. 

This  was  carefully  explained  to  the  patient  and 
she  was  given  to  understand  that  if  she  was  going 
to  obtain  any  relief,  she  would  have  to  go  through 
a long  series  of  radical  procedures.  The  right  an- 
trum was  injected  with  lipiodol  showing  almost 
complete  obliteration  of  the  cavity  by  thickened 
polypoid  membrane.  Intranasal  ethmoidectomy  was 
performed,  completely  removing  the  middle  turbin- 
ate and  resecting  the  anterior  wall  of  the  sphenoid. 
As  the  sphenoid  was  opened,  foul  smelling  pus  was 
discharged,  so  disagreeable  that  the  operation  was 
suspended  for  a few  minutes.  Following  this,  a 
radical  Caldwell-Luc  operation  was  performed  upon 
the  right  side.  At  the  end  of  ten  days  the  patient 
had  made  complete  recovery  and  stated  that  she 
felt  better  than  she  had  in  many  years  and  that  she 
was  absolutely  free  from  her  asthma.  Pain  over 
the  left  frontal  area  was  very  persistent,  however, 
and  she  was  very  anxious  to  have  this  sinus  cleared 
up  before  returning  to  Iowa.  X-ray  examination 
revealed  a very  large  cloudy  left  sinus.  The  right 
frontal  was  very  small  and  apparently  not  involved. 
April  28,  a Lynch  radical  frontal  was  performed. 
The  frontal  sinus  wTas  found  to  be  completely  filled 
with  pus  and  a few  large  polyps  were  found  around 
(Continued  to  page  334) 
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TUBERCULOSIS  AND  ATELECTASIS 

Our  special  tuberculosis  number  this 
month  presents  four  papers  of  superior  qual- 
ity. Dr.  Flinn  has  written  on  the  old  and 
often  carefessly  bandied  principle  of  rest  in 
a way  which  should  make  it  stick  in  our 
minds.  The  technic  of  examination  for  in- 
testinal tubercu’osis  has  been  masterfully 
presented  by  Dr.  Davis.  Dr.  Fales  has  writ- 
ten a srood  comp^ment  for  Dr.  Flinn’s  paper 
in  giving  the  criteria  of  arrest  in  tuberculo- 
sis. The  paner  which  is  most  likelv  to  miss 
its  mark  is  the  one  on  atelectasis  bv  Dr.  Gat- 
terdam.  because  thp  ideas  advanced  are  not 
vet  generally  recounted.  It  is.  therefore, 
chosen  for  some  extended  and  «upnlementarv 
remarks,  aimed  at  reinforcing  the  conclu- 
sions advanced  bv  the  author. 

Atelectasis  has  been  « fnpnnent  subiect  in 
medical  writings,  partiridarlv  simU  1925,. 
but  suarse  indeed  are  the  references  to  the 
condition  as  an  accompaniment  of  tuberculo- 
sis. Sewall.  in  1921.  w^ntp  en  Pnlmonarv 
Atelectasis  as  a Source  of  Confusion  in  Phy- 
sical Examination  of  the  Gbest. 

He  stated  that  atelectasis  is  nrobablv 
found  in  everv  healthv  luno-  suffering1  re- 
striction of  activity,  and  must,  bo  borne  in 
mind  in  everv  physical  examination  of  the 
chest.  The  term  means  “imnorfect  exten- 
sion” which  is  a correct  rendering  of  the  ptv- 
moloew.  since  atelectasis  does  not  necessarilv 
predicate  a compete  collapse  and  airless  con- 
dition of  the  pulmonarv  alveoli  hnt  anv  re- 
duction in  volume  of  air  below  their  normal 
state.  Three  stages  of  atelectasis  should  be 
considered.  The  first  is  phvsiological  and 
temporary  and  occurs  in  anv  portion  of  the 
lung  where  inspiratorv  movement  is  defi- 
cient. The  second  stage  represents  a more 
of  less  complete  collate  of  the  air  cells  with- 
in a definite  area;  this  condition  comes  al- 


most daily  under  the  observation  of  the  clin- 
ician, but  its  conscious  recognition  is  prob- 
ably rare.  The  third  stage  represents  a com- 
plete collapse  of  air  cells  in  a considerable 
area  of  lung,  closely  simulating  the  condition 
of  consolidation.  For  a variable  period  after 
a portion  of  lung  has  been  rendered  airless, 
it  may  be  reexpanded,  but  if  collapse  contin- 
ues, the  lung  tissue  atrophies  and  the  area 
becomes  a solid  mass. 

In  spite  of  Sewell’s  adjuration  of  ten  years 
ago  to  “think  atelectasis,”  clinicians  have 
until  recently,  given  little  thought  to  the 
possibilitv  of  this  condition.  The  importance 
and  timeliness  of  Dr.  Gatterdam’s  paper  can- 
not, therefore,  be  overstated.  Below,  we 
briefly  review  some  of  the  important  papers 
of  the  past  two  years  on  this  subject: 

Lee  and  Tucker  (Atlantic  Med.  Jour.,  Feb.,  1928) 
writing  on  Postoperative  Pulmonary  Atelectasis, 
quote  Mastics  to  the  effect  that  “pulmonary  atelec- 
tasis. partial  or  massive,  is  a common  post-opera- 
tive pulmonary  complication,  and  that  no  doubt  the 
the  majority  of  the  conditions  which  have  been  re- 
garded as  aspirat’on  or  postoperative  pneumonia, 
bronchitis,  bronchial  pneumonia,  have  been  cases 
of  atelectasis.  Mastics  suggests  four  clinical  types; 
(1)  the  fulminant  or  massive,  (2)  the  moderate,  (3) 
the  late  or  mild,  (4)  the  transient  type.  Lee  and 
Tucker  suggest  an  anatomical  classification  into, 
massive,  lobar,  and  lobular.  The  first,  or  massive, 
is  the  one  usually  referred  to  in  the  current  lit- 
erature; the  second  is  found  more  frequently  in 
medical  or  roentgenologic  literature  than  the  sur- 
gical; the  third  type  has  been  previously  describ- 
ed as  partial  atelectasis,  and  is  the  same  as  the 
evanescent  type  of  Mastics.  Following  this  is  a 
very  excellent  description  of  some  experimental 
work. 

Elkin,  (Sou.  Med.  Jour.,  April,  1929)  gives  a very 
excellent  historical  summary  of  atelectasis.  The 
name  was  suggested  by  Jorg  in  1832  to  denote  a 
failure  of  expansion  in  the  newborn.  Lichtheim,  in 
1878.  showed  that  the  residual  air  would  be  absorbed 
if  the  bronchus  were  blocked.  The  observations  of 
Wm.  Pasteur,  beginning  in  1880,  mark  the  beginning 
of  the  moJern  conception  of  this  condition;  in 
1910  he  called  attention  to  the  fact  that  lung  col- 


JULY,  1931 


333 


lapse  frequently  followed  operations,  but  held  to 
the  theory  of  diaphragmatic  paralysis  and  failure 
of  inspiratory  power.  In  1925,  Scott  and  Churchill, 
advanced  the  idea  of  combined  bronchial  obstruc- 
tion and  weakened  respiratory  force.  Since  that  time 
there  have  been  numerous  articles  on  all  phases  of 
the  subject. 

Cocke,  (Sou.  Med.  Jour.,  March,  1929).  Though 
no  uniform  classification  has  been  adopted,  he 
suggests  the  following  rough  grouping:  (1)  Pas- 
teur’s post-diphtheritic  diaphragmatic  paralysis. 

(2)  Postoperative  massive  atelectasis,  and  that  fol- 
lowing chest  wounds,  whether  penetrating  or  n\t. 

(3)  Those  due  to  obstruction  (tuberculomas,  neo- 
plasms, foreign  bodies,  or  mucus).  (4)  Those  due 
to  infections  (diaphragmatic  pleurisy,  pneumonia, 
purulent  bronchitis,  tuberculosis.  (5)  Congenital. 

Bowen,  (Am.  Jour,  of  Roent.,  February,  1929) 
gives  as  the  outstanding  figures  in  the  study  of 
atelectasis, — Sir  William  T.  Gairdner.  Dr.  William 
Pasteur  and  Dr.  Henry  Sewall.  Gairdner,  when  a 
youth  of  26  and  pathologist  in  the  University  of 
Edinburgh,  wrote  an  extended  treatise  on  lung  col- 
lapse, and  much  therein  remains  unimproved  to  this 
day.  Pasteur  in  1890  published  his  paper  on  res- 
piratory paralysis  after  diphtheria,  and  followed  this 
at  intervals  w'th  several  papers  on  lung  collapse, 
and  to  his  final  contribution  in  1914  little  has  been 
a^ded  in  point  of  description  and  diagnosis.  Sew- 
ell’s contribution  owes  its  importance  to  the  fact 
that  he  carried  his  studies  along  physiological  lines, 
following  Gairdner.  WilRhire  and  Lichtheim,  and 
rp'ated  it  particularly  to  physical  examination  of 
tt’e  chest  with  regard  to  pulmonary  tuberculosis. 
Tu  this  field.  Sewall’s  contribution,  until  recently 
has  stood  almost  alone.  Bowen’s  paper  is  a very 
comnlete  study  of  massive  collapse  and  has  an  ap- 
pended bibliography  of  over  two  hundred  refer- 
ences. 

Bowen  has  a shorter  article  in  the  Penn.  Med. 
dour,  of  Feb.,  1930.  on  the  hazard  of  atelectasis  in 
diao-nosino-  pneumonia:  he  closes  with  the  state- 
ment that  “the  patient  who.  in  his  first  hundred 
postoperative  hours,  develops  a lung  complication 
does  not.  in  the  very  greatest  probability,  have 
postoperative  pneumonia.  The  physician  should 
think  of  collapse.” 

Chas.  H.  Cocke  (N.E.J.,  of  M.,  Oct.  31,  1929), 
discusses  Massive  Atelectasis.  He  states  that  his 
conception  of  the  condition  is  that  of  development 
either  suddenly  or  more  chronically  of  airlessness 
in  a lung,  or  portion  of  a lung,  previously  well 
aerated.  He  does  not  think  that  bronchial  obstruc- 
tion is  always  the  canse.  citing  instances  from  re- 
ported cases  where  no  obstruction  could  be  found. 
He.  comments  on  the  very  few  reports  of  atelec- 
tasis as  complication  in  non-surgical  conditions,  but 
cites . reports  of  cases  in  this  group  bv  Packard, 
Norris  and  Landis,  and  others.  The  difference  be- 
tween the  mechanism  of  atelectasis  and  that  of 
pneumothorax  is  discussed  and  since  the  term  “col- 
lapse” has  become  associated  with  spontaneous 
and  therapeutic  pneumothorax,  it  is  confusing  to 
use  the  same  term  in  describing  atelectasis.  He 
cites  the  case  reports  of  Mohler  and  says  “he  like- 
wise remarks  on  the  paucity  of  case  reports  of  its 
actual  occurrence  in  medical  conditions.”  He  states 
again  “Wilson  .T.  T.  describes  a case  of  hemopty- 
sis in  tuberculosis  followed  by  massive  atelectasis 
with  recovery  of  the  clot  and  reinflation  of  the  lung 
after  removal  of  the  bronchial  c^st  causing  obstruc- 
tion,— certain'-  o rare  observation.”  He  continues, 
“While  this  brief  discussion  deals  primarily  with 
the  condition  as  massive  atelectasis,  undoubted- 
ly varying  degrees  of  the  conditions  exist  from 


lobular,  through  lobar,  to  complete  atelectasis  of 
an  entire  lung  ...  I agree  with  Miller,  J.  A., 
who,  in  his  discussion  of  Packard’s  paper,  said  that 
in  the  past  we  must  have  classed  as  massive  fibro- 
sis of  the  lung  and  pleura  conditions  which  are  to- 
day undoubtedly  suggestive  of  massive  atelectasis.” 
Cocke  does  not  believe  that  bronchial  obstruction 
must  necessarily  be  present  to  produce  atelectasis. 
A paralyzed  diaphragm  will  produce  it. 

Colorado  Medicine  of  November,  1930,  has  a sym- 
posium of  six  articles  on  atelectasis. 

Sewall  discussed  the  physiology  of  the  process, 
after  a brief  historical  survey.  He  calls  attention 
to  the  fact  that  the  terminal  bronchioles  have 
lumina  of  only  0.18  mm.  (1/25  of  an  inch),  and 
these  open  into  air  sacs  the  smallest  of  which  are 
one  mm.  (1/25  of  an  inch)  in  diameter,  so  that  it 
would  almost  seem  that  atelectasis  would  be  the 
habitual  thing  in  the  resting  lung.  Furthermore, 
according  to  Sir  Arthur  Keith,  a man  of  sedentary 
occupation  does  not  use  more  than  one-tenth  of 
the  lung  tissue  available  for  respiration;  also  that 
of  the  five  areas  on  the  surface  of  the  human  lung, 
three  are  in  contact  with  stat'onary  structures  and 
therefore  cannot  b e expanded.  The  non-moving 
lobule  represents  almost  solid  tissue  speckled  inside 
with  microscopic  bubbles  of  air.  It  may  be  con- 
cluded, therefore,  that  near  atelectasis  is  a normal 
condition  of  lung  tissue.  Atelectasis  is  doubtless  a 
concomitant  of  well  night  every  pulmonary  trouble. 
Not  all  parts  of  the  lung  are  equally  susceptible  of 
atelectatic  collapse;  when  involved  in  atelectasis, 
the  outer  zone  to  a depth  of  one  to  one  and  a half 
inches  is  where  the  consolidation  is  most  complete. 
With  the  advent  of  disease,  as  in  a lobular  pneu- 
monia, or  parenchymatous  tuberculosis,  there  is  rea- 
son to  suspect  that  local  atelectasis  is  a constantly 
concomitant  condition,  and  perhaps  is  a defense  re- 
action attempting  to  immobilize  a tissue  in  which 
motion  would  exaggerate  the  inflammatory  dis- 
turbance. 

Johnson  discussed  the  pathology  of  atelectasis 
and  its  relation  to  pulmonary  infection.  He  calls 
attention  to  the  frequent  observation  at  autopsy  of 
small  patches  of  collapse,  usually  lobular  in  extent 
and  generally  ascribed  to  bronchial  obstruction.  He 
states  that  massive  collapse  is  due  to  a combination 
of  bronchial  obstruction  and  diminished  force  of 
respiration.  Many  factors  may  combine  to  weaken 
the  respiratory  efforts,  such  as  pain  after  abdom- 
inal operations,  unfavorable  posture,  tight  dress- 
ings, abolition  of  cough  reflex,  mechanical  inter- 
ference with  diaphragm,  and  many  others. 

Allen  gives  a very  excellent  discussion  of  the 
x-ray  diagnosis.  The  behavior  of  the  diaphragm 
must  be  studied  following  operation,  if  atelectasis 
is  suspected.  If  there  is  a definite  ascent  of  the 
diaphragm  on  one  side,  it  will  indicate  actual  or 
impending  atelectasis.  The  x-ray  signs  of  atelec- 
tasis embrace  the  displacement  of  heart,  medias- 
tinum and  sometimes  tracheal  shadows  toward  the 
affected  side,  high  diaphragm  on  the  affected  side, 
decreased  radiolucence  of  the  atelectasic  area,  in- 
creased radiolucence  on  the  opposite  side,  narrow- 
ing of  rib  spaces,  affected  lung  curves  toward  the 
spine  and  opposite  lung  curves  away  from  spine, 
heart  moves  toward  affected  side  on  inspiration, 
restricted  motion  of  diaphragm  on  affected  side. 
From  the  x-ray  standpoint  only  two  main  forms  of 
atelectasis  are  recognized,  the  massive  and  the 
localized.  Atelectasis  is  considered  massive  when 
the  area  involved  is  large  enough  to  require  shifting 
of  mediastinal  structure  or  ascent  of  diaphragm,  or 
both,  to  compensate  for  the  air  absorbed;  that  is 
the  type  which  produces  the  signs  enumerated 
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above.  The  localized  type  does  not  have  clear  cut 
x-ray  signs  and  requires  close  cooperation  between 
members  of  the  medical  team  to  produce  accurate 
diagnoses.  Early  bronchopneumonia  and  multiple 
areas  of  localized  atelectasis  cannot  be  differen- 
tiated on  x-ray  appearances,  but  if  the  internist  re- 
ports toxic  signs  and  laboratory  evidence  of  infec- 
tion. the  roentgenologist  must  report  in  terms  of 
bronchopneumonia.  If  exactly  the  same  appearance 
is  present  without  clinical  evidence  of  infection,  lo- 
calized or  lobular  atelectasis  is  the  proper  report. 
Where  there  are  large  patches  of  relat.vely  great 
density,  which  undergo  rapid  changes,  they  are 
probably  atelectasis.  If  they  persist,  with  slower 
changes  in  their  character,  they  must  bring  to  mind 
in  postoperative  cases,  such  conditions  as  infarct, 
embolism,  abscess  and  bronchopneumonia. 

Sante  has  wri  ten  extensively  on  massive  atelec- 
tasis, and  has  summarized  h's  observations  in  his 
monograph  on  “The  Chest”  published  as  Vol.  XI 
in  the  Annals  of  Roentgenology.  He  quotes  Brad- 
ford's definition  of  clin'cal  atelectasis,  “an  unusual 
condition  in  which  the  lung,  without  the  presence 
of  any  gross  lesion  such  as  bronch'al  obstruction, 
pleural  effusion,  etc.,  interfering  with  the  free 
entry  of  air,  becomes  a;rless  to  a greater  or  less 
degree.”  Sante  states  that  “it  seems  most  logical 
to  suppose  from  the  available  evidence  that  massive 
atelectatic  collapse  of  the  lung  results  from  a 
simultaneous  inhibition  of  the  cough  reflex  by  some 
toxic  or  reflex  stimulus  in  association  with  an  im- 
pairment of  the  respiratory  function,  either  im- 
mobiTzation  of  the  respiratory  muscle  from  a de- 
fense reaction  or  paralysis  from  toxic  neuritis. 
This  in  turn  permits  the  accumulation  of  secre- 
tions, blocking  the  bronchi  which  results  in  atelec- 
tasis.” 

Jacobaeus,  in  a very  extensive  study  (Acta  Radi- 
ologica,  11:547)  considers  atelectasis  in  connection 
with  several  types  of  lung  disease,  including  tu- 
berculosis, but  gives  this  latter  condition  a very 
minor  role  in  conjunction  with  atelectasis. 

Simultaneously  with  the  presentation  of  Dr.  Gat- 
terdam’s  study  and  conclusions,  there  appeared  in 
the  May,  1931,  issue  of  The  American  Review  of 
Tuberculosis,  four  articles  on  atelectasis  in  pul- 
monary tuberculosis.  Hennell,  writing  from  the 
New  York  Post-Graduate  Medical  School  and  Hos- 
pital. comments  on  the  influence  of  atelectasis  in 
the  development  of  chronic  fibroid  tuberculosis  of 
the  lungs,  especially  the  unilateral  cases,  conclud- 
ing that  atelectasis  is  a defense  mechanism  lead- 
ing to  healing  of  the  diseased  lung.  Lloyd  writes 
on  chronic  pulmonary  atelectasis  without  bronchial 
obstruction,  in  which  the  onset  is  slow.  He  gives 
many  illustrations  from  the  Pediatrics  Department 
of  the  Sea  View  Hospital,  New  York.  Korol,  from 
U.  S.  Veterans’  Hospital,  Omaha,  Neb.,  writes  on 
Atelectasis  in  Pulmonary  Tuberculosis,  stating  that 
the  lesion  is  of  frequent  occurrence  in  tuberculosis 
and  is  the  cause  of  many  physical  and  x-ray  signs 
which  are  being  attributed  to  the  tuberculous 
lesions.  His  conclusions  are  not  essentially  different 
from  those  of  Dr.  Gatterdam.  Glenn,  of  the  Mis- 
souri State  Sanatorium,  wrote  on  Massive  Atelec- 
tasis in  Pulmonary  Tuberculosis  and  Its  Treatment 
by  Artificial  Pneumothorax;  his  seven  cases  were 
all  in  the  lower  left  lobe,  and  his  conclusions  are 
also  s'milar  to  those  of  Dr.  Gatterdam. 

It  would  seem  that  the  statements  and 
conclusions  of  Henry  Sewell,  made  ten  years 
ago,  are  finally  bearing  fruit  in  clinical  ob- 
servations. We  are  entering  another  of  those 
astonishing  phases  in  medical  progress,  fol- 


lowing a time  when  a few  men,  too  far-see- 
ing for  their  generation,  drew  conclusions 
and  made  predictions  which  have  required 
the  lapse  of  a decade  before  the  main  body 
of  clinicians  can  appreciate  their  significance 
or  importance.  We  will  now  expect  atelec- 
tasis to  take  its  place  in  the  minds  of  all 
clinicians  as  a major  complication  in  tuber- 
culosis, or  rather  as  a natural  and  inevitable 
part  of  the  pathology  of  that  disease. 


CASE  REPORT 

(Continued  from  page  331) 
the  opening  of  the  frontal  sinus.  The  entire  floor 
of  the  frontal,  after  the  technic  of  Lynch,  was  re- 
moved and  all  the  orbital  ethmoid  cells  broken 
down.  The  brain  plate  was  followed  posteriorly 
and  the  remainder  of  the  posterior  ethmoid  cells 
removed.  The  sphenoid  was  entered  and  its  an- 
terior wall  dissected  away.  This  sphenoid  was  also 
filled  with  a foul  smelling  pus.  The  patient  was 
returned  to  her  room  in  apparently  good  condition. 
The  first  day  of  her  convelascence  was  rather  un- 
eventful with  the  exception  that  she  complained  of 
considerable  frontal  headache.  About  ten  o’clock 
in  the  evening  I saw  the  patient  and  she  said  that 
she  was  feeling  very  much  better  with  the  exception 
that  she  was  having  some  pain  in  her  left  eye.  The 
next  morning  I was  called  to  the  hospital  about 
seven  o’clock  with  the  report  that  the  patient  had 
fallen  out  of  bed  and  was  extremely  ill.  Upon 
arriving  at  the  hospital  I found  that  Dr.  Craig  had 
already  given  the  patient  intravenous  adrenalin. 
The  patient  was  in  extreme  shock  and  looked  as  if 
she  might  die.  The  pulse  Was  not  perceptible  and  she 
was  having  Chayne-Stokes  respiration.  I remained 
with  the  patient  throughout  the  day,  administering 
supportive  medication  as  her  condition  warranted 
and  in  the  meanwhile  administering  intravenous 
glucose.  After  the  first  1000  c.c.  of  glucose  the 
patient  made  a very  decided  change  for  the  better. 
Dr.  Hamer  saw  the  patient  in  consultation  about 
this  time  and  was  under  the  impression  that  the 
patient  had  had  a cerebral  embolus,  but  he  was 
unable  to  rule  out  the  possibility  of  a cerebral 
hemorrhage.  During  the  next  24  hours,  the  patient 
was  apparently  very  much  better,  but  then  began 
to  complain  of  extreme  pain  in  her  chest.  Dr. 
Howrell  Randolph  was  asked  to  go  over  her  chest 
but  was  unable  to  detect  any  pathology  in  the  chest 
at  that  time.  The  next  day  I was  called  to  the 
hospital  by  the  special  nurse  who  informed  me 
over  the  telephone  that  the  patient  was  crying  bit- 
terly with  pain  in  the  abdomen.  I suspected  that 
the  patient  had  had  a mesenteric  embolus,  but  after 
about  five  hours  the  pain  passed  away  and  the 
patient  was  very  comfortable.  All  during  this 
time  she  continued  to  run  a very  septic  temperature. 

At  the  end  of  two  weeks  she  was  determined  to 
go  home  and  was  discharged  with  a special  nurse. 
After  the  third  day  following  the  removal  from 
the  hospital,  I was  called  to  the  patient’s  home  about 
4 o’clock  in  the  morning  with  a report  that  the 
patient  had  again  1 apsed  into  unconsciousness. 
When  I arrived  I found  her  in  semi-comatose  con- 
dition, but  unable  to  speak  or  swallow.  She  could 
be  aroused  very  slightly  and  apparently  understood 
what  was  said  to  her  but  could  not  answer.  Her 
condition  progressed  very  rapidly  for  the  worse  and 
she  passed  into  a deep  coma.  A spinal  puncture 
was  done  at  this  time  and  a very  hazy  spinal  fluid 
was  drawn  which  revealed  a cell  count  of  30,000. 
No  organisms  were  found  upon  culture  or  smear. 
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I again  told  the  sister  that  she  was  going  to  die. 
During  the  next  24  hours  the  spinal  puncture  was 
done  every  six  hours  but  the  character  of  the  spinal 
fluid  did  not  seem  to  change.  Upon  visiting  the 
patient  the  following  day,  much  to  my  surprise  I 
lound  her  perfectly  rational  and  sitting  up  in  bed. 
Her  convalescence  from  this  time  has  been  un- 
eventful and  I see  the  patient  every  day  in  the  of- 
fice preparatory  to  her  returning  to  Iowa.  She  is 
having  no  headaches  and  is  absolutely  free  from 
asthma. 

Cerebral  emoblus  is  the  only  thing  that  explains 
to  my  mind  this  entire  chain  of  events.  Following 
the  embolus  an  infarction  occurred  after  which  the 
infarcted  area  necrosed  and  then  ruptured  through 
the  cortex.  At  this  time  the  patient  suffered  a 
marked  meningeal  irritation  and  the  high  spinal 
fluid  count  was  due  to  the  emptying  of  the  necrosed 
area  into  the  spinal  fluid.  This  was  evidently  not 
an  infectious  thrombosis,  as  the  patient  did  not  de- 
velop an  infectious  meningitis. 

I looked  up  the  cases  of  fatal  postoperative  em- 
bolism since  the  opening  of  the  Mayo’s  Clinic  in 
1889.  The  total  number  of  deaths  in  the  hospital 
for  the  period  under  consideration,  from  all  causes, 
was  864,  of  which  the  fatalities  from  embolism 
were  approximately  5 per  cent.  The  mortality 
from  embolism,  based  on  63,573  operations,  is  0.07 
per  cent,  or  1 death  in  every  1,352  operations. 
Forty-one  of  the  patients  had  been  from  two  to 
thirty-five  years  subject  to  some  form  of  severe 
chronic  debilitating  disease.  Nineteen  of  the  fatal- 
ities occurred  within  the  first  week  after  opera- 
tion. Twenty-one  within  the  second  week,  4 in  the 
third  week  and  one  each  on  the  twenty-sixth,  the 
thirtieth,  and  the  sixty-fourth  days,  respectively. 
In  36  of  the  cases  the  embolism  was  pulmonary, 
in  10  cerebral,  and  in  one  coronary.  In  28  of  the 
41  cases  posted,  the  originating  thrombus  was 
found  in  the  field  of  operation  or  the  femoral  vein. 


DISCUSSION  BY  DR.  W.  A.  SCHWARTZ 

The  value  of  climate  cannot  be  accurately  deter- 
mined, but  that  it  is  of  some  value  must  be  ad- 
mitted. In  a recent  discussion  of  Dr.  Coates  of 
Philadelphia  and  Dr.  Barnhill  of  Indianapolis  both 
recommended  Southern  California  and  Southern 
Florida,  and  the  reason  was  that  the  climate  was 
more  uniform  than  in  other  parts  of  the  United 
States.  Last  winter  an  article  appeared  in  Hygeia 
showing  that  the  change  in  the  morning  and  eve- 
ning temperature  has  a stimulating  effect  which 
we  do  not  get  from  a uniform  temperature.  If 
there  is  any  value  at  all  in  climate  I would  think 
that  a dry  climate  would  be  of  benefit. 

This  patient  did  not  derive  much  benefit  from 
the  climate.  Radical  surgery  was  necessary  first 
to  remove  the  large  amount  of  diseased  tissue. 
Surgery  on  the  sinuses  has  not  always  given  the 
result  that  is  expected.  Some  patients  have  been 
made  worse  by  surgery,  but  this  does  not  mean 
that  we  should  do  more  surgery,  or  less  surgery. 
The  indications  for  surgery  should  be  definite  and 
the  type  of  operation  carefully  selected.  The  rad- 
ical removal  is  not  necessary  in  every  thickened 
mucous  membrane,  However,  when  the  membrane 
has  become  diseased  to  the  extent  that  it  has  lost 
all  normal  function,  complete  removal  is  the  only 
means  to  effect  a permanent  cure. 

Surgery  of  the  sinuses  cannot  be  compared  to 
surgery  of  the  gall-bladder  or  tonsils.  It  is  not 
always  possible  to  remove  all  the  diseased  tissue  in 
the  sinuses,  particularly  in  the  ethmoids.  The  en- 
tire sinus  cannot  be  removed,  only  diseased  tissue 
as  far  as  possible  is  removed.  Such  patients  are 
expected  to  have  colds  and  will  have  to  withstand 
a re-infection.  For  that  reason  permanent  and 
good  ventilation  is  essential.  The  frontal  sinus 
would  probably  not  become  involved  if  it  were  not 
for  disease  of  the  ethmoids  first  and  blocking  of 
the  naso-frontal  duct.  After  the  frontal  sinus  be- 


Phenylazo-Alpha-Alpha-Diamino  Pyridine  Mono-Hydrochloride  (Mfd.  byThe  Pyridium  Corp.) 


FOR  URINARY  INFECTIONS.. 

An  effective  germicide  used  extensively  in  the  treatment  of  genito-urinary 
infections.  The  oral  administration  of  Pyridium  in  tablet  form  affords  a 
quick  and  convenient  method  of  obtaining  bactericidal  action  when  treat- 
ing Gonorrhea,  Prostatitis,  Pyelitis  of  Pregnancy,  Pyelitis  in  infants  and 
children.  Cystitis  and  other  chronic  or  acute  urinary  infections.  In  thera- 
peutic doses  Pyridium  is  non-toxic  and  non-irritating.  It  rapidly  penetrates 
denuded  surfaces  and  mucous  membranes  and  is  quickly  eliminated 
through  the  urinary  tract.  The  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  has  accepted  Pyridium  for  inclusion  in  New 
and  Non-Official  Remedies.  You  can  therefore  prescribe  this  drug  with 
full  confidence  that  its  therapeutic  action  will  conform  to  the  claims  made 
for  it.  Avoid  substitutes.  Your  prescription  pharmacist  can  supply  Pyrid- 
ium in  four  convenient  forms:  as  tablets,  powder,  solution  or  ointment. 


Write  for  literature 
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IN  INFANT  FEEDING 


if  you  are  using  lactic  acid  milk 

Dextri-Maltose  is  the  Carbohydrate  of  Choice 


because  it  is  dry,  easy  to  measure,  bacteriologically  clean, 
unattractive  to  flies  and  dirt,  being  prepared  exclusively  for 


hydrolysis  process.  Moreover,  long  clinical  experience  in- 


all  carbohydrates,  least  likely  to  cause  nutritional  disorders. 

V V 9 V 

For  the  convenience  of  physicians  who  desire  to  employ 
lactic  acid  milk  with  Dextri- Maltose,  there  is  available 

MEAD’S  POWDERED  Non-Curdling  LACTIC  ACID  MILK 
NO.  1 (with  Dextri-Maltose) 

This  product  offers  several  practical  advantages:  (1)  It  is  more 

simply  prepared  lor  the  mother  than  fluid  lactic  acid  milk  — 
with  less  danger  of  error.  (2)  It  is  uniform  in  composition. 

(3)  It  is  practically  sterile,  but  may  be  boiled  without  curdling. 

(4)  It  is  economical  because  there  is  no  waste.  (5)  It  is  con- 
venient for  the  traveling  mother,  as  no  refrigeration  is  required. 


For  physicians  who  appreciate  the  advantages  of  the  powdered 
form  over  the  fluid  form  of  lactic  acid  milk,  but  who  prefer  to 
make  their  own  carbohydrate  additions,  there  is  also  available 

MEAD  S POWDERED  Non-Curdling  LACTIC  ACID  MILK 
NO.  2 (without  Dextri-Maltose) 


These  three  Mead  infant  diet  materials  are  for  sale  at  drug  stores 
— without  dosage  directions  and  are  advertised  only  to  physicians. 


Mead  Johnson  &l  Co ♦ INFANT  DIET  MATERIALS  Evansville,  Ind.,  LLS,A« 


natural  diastatic  action  instead  of  an  acid 
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comes  extensively  involved  an  external  operation 
is  the  only  safe  procedure.  The  Lynch  operation 
Uves  very  satisfactory  results.  It  leaves  a large 
opening  for  drainage  and  ventilation,  and  little  or 
no  defer...  icy.  Osteitis  of  frontal  bone  is  not  so 
likely. 


NEW  AND  NONOFFICIAL  REMEDIES 

NUPERCAINE-CIBA.  — A butyloxycinchoninic 
acid,  i-diethylethylenediamide  hydrochloride.  Nu- 
percaine  was  first  introduced  as  percaine.  Nuper- 
caine  is  a local  anesthetic,  acting  like  cocaine  when 
applied  to  mucous  surfaces  and  like  procaine  or  co- 
caine when  injected,  the  action  being  relatively  pro- 
longed. Nupercaine  is  about  five  times  as  toxic  as 
cocaine  when  it  is  injected  intravenously  into  ani- 
mals, and  its  anesthetic  activity  is  correspondingly 
greater  than  that  of  cocaine  when  it  is  applied  to 
a mucous  surface;  it  is  many  times  more  active 
than  procaine  hydrochloride  when  it  is  injected  sub- 
cutaneously. It  is  reported  to  have  caused  necrosis 
of  tissue  in  one  case  and  a condition  resembling 
gangrene  with  recovery  in  another.  Death  has  been 
reported  after  the  subcutaneous  injeciton  of  135  cc. 
of  a solution  of  1 in  1,000.  The  usual  precautions 
should  be  observed  when  it  is  injected  into  the 
spinal  canal  or  into  the  urethra.  Nupercaine  is  sup- 
plied in  the  form  of  crystals;  ampules  buffered 
solution  2 cc.,  1:2000;  ampules  solution  5 cc., 
1:1,000;  solution  2%,  and  tablets,  0.05  Gm.  Ciba 
Company,  Inc.,  New  York.  (Jour.  A.  M.  A.,  March 
21,  1931,  p.  946.) 

BOVININE  AND  NEOBOVININE.— The  Coun- 
cil on  Phermacy  and  Chemistry  reports  that  Bo- 
vinine  and  Neobovinine  are  marketed  by  the  Bo- 
vinine  Company  of  New  York  and  Chicago.  In  1909 
the  Council  reported  that  while  Bovinine  was  ad- 
vertised as  a “condensed  beef  juice  prepared  by  a 
cold  process”  it  was  not  meat  juice  but  a mixture 
of  alcohol,  glycerin,  added  sodium  chloride,  and  ap- 
parently some  form  of  defibrinated  blood  and  that 
the  product  was  marketed  with  unwarranted  claims. 
In  1914  the  Council  reported  that  the  unwarranted 
claims  were  for  the  greater  part,  still  made,  and 
also  that'  the  conclusions  of  the  first  report  were 
fully  warranted  by  the  experimental  evidence.  The 
Council  has  not  given  consideration  to  the  product 
since  the  report  in  1914  was  issued.  Attention  hav- 
ing again  been  called  to  Bovinine  through  the  ad- 
vertising for  a similar  one,  “Neobovinine”  which 
is  marketed  with  it,  a referee  of  the  Council  re- 
ported that  for  B’ovinine  the  situation  remained 
about  the  same  as  when  the  product  was  last  con- 
sidered. Neobovinine  20  is  stated  to  be  “essentially 
BOVININE  (Plain)  in  which  is  incorporated  the 
active  principle  of  fresh  whole  liver.”  Certainly  the 
combination  of  Bovinine  with  a liver  extract  of  un- 
declared character  must  be  held  an  unscientific 
mixture.  The  case  histories  are  entirely  unsatis- 
factory and  report  conditions  in  which  it  is  known 
that  there  could  not  possibly  be  the  results  report- 
ed. The  cases  of  pernicious  anemia  are  not  report- 
de  with  sufficient  data  on  which  to  base  an  opinion. 
The  Council  reaffirmed  the  rejection  of  Bovinine 
and  declared  Neobovinine  unacceptable  because  the 
information  in  regard  to  its  composition  is  inade- 
quate, because  the  therapeutic  claims  advanced  for 
it  are  unwarranted,  and  because  the  combination 
of  “Bovinine”  with  a liver  extract  of  undeclared 
character  is  unscientific.  (Jour.  A.  M.  A.,  March 
14,  1931,  p.  860.) 

THE  CONTROL  OF  NARCOTIC  ADDICTION. 
-—Narcotic  addiction  is  again  the  focus  of  an  extra- 
ordinary amount  of  attention.  The  results  of  in- 
vestigations concerning  the  subject  are  being  made 
public.  The  taking  of  narcotics  is  usually  an  at- 
tempt on  the  part  of  someone  with  little  will  power 


to  achieve  a state  of  euphoria  or  artificial  happi- 
ness. The  addict  finds  withdrawal  accompanied  by 
exceedingly  unpleasant  symptoms  and  tends  to  suc- 
cumb again.  Apparently  it  is  possible  for  an  ex- 
perienced physician  to  carry  an  addict  through  the 
withdrawal  period  with  relatively  little  distress. 
The  importance  of  narcotic  preparations  should  not 
be  under-estimated.  Nevertheless  there  exist  in 
medicine  innumerable  occasions  when  one  or  more 
of  the  relatively  non-habit-forming  sedatives,  nar- 
cotics, hynotics  and  analgesics  may  be  employed  to 
substitute  for  an  opium  derivative.  A series  of 
articles  is  to  be  published  in  an  effort  to  indicate 
the  relatively  few  instances  demanding  the  admin- 
istration of  opium  or  cocaine  derivatives  and  the 
many  available  substitutes.  It  is  estimated  that  un- 
der twenty-five  per  cent  of  narcotic  addiction  re- 
sults from  prescriptions  by  physicians  in  cases  in 
which  such  prescribing  may  not  have  been  absolute- 
ly necessary.  The  physician  must  try  to  limit  his 
prescribing  of  narcotics  absolutely  to  those  situa- 
tions where  they  are  indispensable.  The  medical  use 
of  narcotics  in  the  United  States  appears  to  surpass 
that  of  any  other  nation.  Efforts  are  being  made 
to  limit  the  prescribing  of  narcotics  to  those  in- 
stances where  their  use  is  indispensable.  (Jour. 
A.  M.  A.,  March  14,  1931,  p.  862.) 

MEDICAL  ECONOMICS  AND  MEDICAL  BUS- 
INESS.— For  some  time  physicians  have  been  re- 
ceivnig  regularly  and  complimentary  a publication 
known  as  “Medical  Economics:  the  Business  Maga- 
zine of  the  Medical  Profession. r The  contents  of 
this  periodical  are  devoted  largely  to  the  problem  of 
making  money  out  of  medical  practice.  It  is  ap- 
parently little  if  at  all  concerned  with  medical  eth- 
ics or  medical  ideals.  The  vast  majority  of  its  space 
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is  devoted  to  the  advertisements  of  products  of 
many  manufacturers  whose  preparations  could  not 
possibly  be  passed  by  the  Council  on  Pharmacy  and 
Chemistry.  Even  those  manufacturers  who  cooper- 
ate largely  with  the  Council,  find  in  this  alleged 
medical  publication  an  outlet  for  the  announcements 
of  their  products  that  the  Council  will  not  accept. 
(Jour.  A.  M.  A.,  April  25,  1931,  p.  1404.) 


“When,  As  and  Tf” 

the  bottle-fed  baby  exhibits  symptoms  indicating 
partial  vitamin  B deficiency — described  by  Hoobler 
as  (1)  anorexia  (2)  loss  of  weight  (3)  spasticity 
of  arms  and  legs  4)  restlessness,  fretfulness  (5) 
pallor,  low  hemoglobin,  etc.  — 

Dextri-Maltose  with  Vitamin  B may  be  used  in  ade- 
quate amounts  (up  to  71  Chick-Roscoe  units)  with- 
out causing  digestive  disturbance.  This  ethically 
advertised  product  derives  its  vitamin  B complex 
from  an  extract  of  wheat  germ  rich  in  B and 
brewers  yeast  rich  in  G.  Physicians  who  have  at- 
temnted  to  make  vitamin  B additions  to  the  in- 
fant’s formula  but  who  have  been  obliged  to  aban- 
don same  due  to  diarrheas  or  other  unfortunate 
nutritional  upsets,  will  welcome  Mead’s  Dextri- 
Maltose  with  Vitamin  B.  This  is  a tested  product 
with  rich  laboratorv  and  clinical  background  and 
is  made  by  Mead  Johnson  & Company,  a house 
specializing  in  infant  diet  materials. 

Net  all  infants  reou’re  vitamin  B supplements,  but 
when  the  infant  needs  additional  vitamin  B,  this 
nroduct  supplies  it  together  with  carbohydrate.  In 
other  cases,  the  carbohydrate  of  choice  is  Dextri- 
Maltose  No.  1.  2 or  3. 


THE  MODIFICATION  OF  POWDERED  MILK 
When  physicians  are  confronted  with  undepend- 
able fresh  milk  supplies  when  feeding  infants, 
especially  in  the  summer  time,  it  is  well  to  consider 
the  use  of  reliable  powderoH  whole  milk  such  as 
Mead’s.  Such  milk  is  safe  bacteriologically,  of 
standard  composition,  is  easily  reliquefied,  and  is 
nart'cularlv  desirable  for  the  mother  who  takes  her 
haby  with  her  on  her  vacation.  Under  these  con- 
ditions. DexM-Maltose  is  the  physician’s  carbo- 
hydrate of  choice  iust  as  it  is  when  fresh  cow’s 
milk  is  emnloyed.  The  best  method  to  follow  is 
first  to  restore  the  powdered  milk  in  the  proportion 
of  one  ounce  of  milk  to  seven  ounces  of  water,  and 
then  to  proceed  building  un  the  formula  as  usual. 
Please  send  for  our  Literature  No.  61  which  gives 
and  dried  milks,  evaporated  milk,  lactic  acid  milk, 
protein  milk  and  cow’s  milk.  Mead  Johnson  & 
Company,  Evansville,  Indiana,  U.  S.  A. 


SITUATIONS  WANTED 

WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections  en- 
able us  to  give  superior  service.  Aznoes  National 
Physicians’  Exchange.  30  N"rth  Michigan,  Chicago. 
Established  1896.  Member  The  Chicago  Association 
of  Commerce. 


WANTED — Locum  Tenens  work;  or  Arizona  af- 
filiation by  M.D.  aualified  to  do  medicine,  siirgery, 
a,nd  Physical  Therapy.  Address  E.  C.  Wills,  M.D., 
Wickenburg,  Arizona. 


— the  facts  about 

Hay  Fever 

Mention  Hay  Fever  to  doctor  or 
patient  during  the  summer  and 
you  touch  a tender  spot  in  both. 
This  disease  has  been  feared  more 
than  most  any  other.  When  pollen 
forms  on  trees  and  flowers,  the 
exodus  of  patients  affected  by 
these  products  begins  and  contin- 
ues until  frost.  Prepare  now  to 
give  these  patients  relief  and  cor- 
rect treatment.  You  will  get  the 
necessary  information  for  diagno- 
sis and  treatment  by  reading 


The  Pioneer  Book  on 


ALLERGY 


ASTHMA  AND  HAY  FEVER 
URTICARIA  AND  ALLIED 
MANIFESTATIONS  OF 
REACTION 

By  W.  W.  DUKE,  Ph.B.,  M.D. 

Kansas  City,  Mo. 

2nd  Edition,  344  pages,  with  75  illustrations. 

Price  $5.50. 

No  other  internist  has  devoted  so  much  time 
in  Research  and  Clinical  Investigation  on  Al- 
lergy, Hay  Fever  and  Asthma  as  Doctor  Duke. 
His  results,  embracing  years  of  study  and  care- 
ful observation  are  set  forth  in  detail  in  this 
book.  In  329  pages,  with  75  illustrations,  he 
has  covered  the  subject  as  it  has  never  been 
done  before. 

You  get  reliable  information  on  one  of  the 
most  perplexing  subjects  in  Internal  Medicine 
in  this  book  and  it  comes  at  a time  when  you 
need  it  most.  Summer  is  here.  The  Hay  Fever 
patient  will  soon  be  knocking  at  your  door. 
Be  prepared. 


THE  C.  V.  M OSH V CO.,  Medical  Publishers 
3523-25  Pine  Boulevard,  St.  Louis,  Mo. 

Send  me  a copy  of  2nd  Edition  of  Duke  on 
Allergy.  Price  $5.50. 
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Distributing: 
Westinghouse 
X-ray  Equipment, 

Scanlan-Morris 
Sterilizers  and 
hospital  furniture, 
W.  D.  Allison  Co., 
Physicians’  office 
furniture, 

Hanovia  Chemical 
Co.,  Alpine  & 
Kromayer  Lamps, 

Thermometers, 
Wheel  chairs 

Surgical  instru- 
ments. 


Leading  Physicians  and  Surgeons  of  the 
Southwest 

Are  authorities  whose  judgment  cannot  be  gainsaid  . . . 

and  when  an  overwhelming  majority  of  them  place  complete  re- 
liance in  the  quality  and  service  of  R.  L.  SCHERER  CO.,  for 
every  phase  of  professional  requirements  . . . supplies,  serv- 
icing . . . repairs  . . . information,  it  is  an  endorsement 

which  must  be  deserved.  Remember  that  we  are  factory-author- 
ized distributors  of  the  World’s  finest  makes  of  surgical  and 
hospital  equipment  . . . every  latest  innovation  is  immedi- 
ately obtainable  here  . . . and  our  twenty  years’  reputation 

for  integrity  and  efficiency  is  back  of  every  piece  of  equipment, 
every  service.  Our  Arizona  Representative,  Mr.  Burlingame,  is 
at  your  service  at  all  times.  Whenever  you  want  him,  just  wire 
Los  Angeles. 


R.  L.  SCHERER  COMPANY 

936  South  Flower  St.,  Los  Angeles,  California. 
679  Sutter  St.,  San  Francisco,  California. 

148  Locust  Ave.,  Long  Beach,  California. 
Medico-Dental  Building,  San  Diego,  California. 


Please  call  or  write 
for  informative  book- 
lets on  ANY  equip- 
ment, gratis. 


THE  ROBINSON  CLINIC 

The  study  and  treatment  of  epilepsy  has  been  enlarged  during 
the  past  few  years,  into  a very  comprehensive  subject.  No  longer 
is  the  epileptic  given  a few  pills  and  told  this  is  all  he  can  expect. 
We  recognize  the  fact  that  convulsions  are  a symptom  of  some  patho- 
logical-physiological phenomena  in  the  nervous  system,  and  a thor- 
ough study  of  the  patient  is  necessary. 

The  most  common  causes  of  epileptic  convulsions  are  toxemias, 
infections,  tumors  of  the  cerebrum,  disturbance  of  the  cerebro- 
spinal fluid,  circulation,  faulty  metabolism  and  injuries  to  the  brain. 
In  order  to  determine  the  exact  cause,  it  is  important  to  use  every 
diagnostic  method,  including  encephalography.  The  latter  proced- 
ure has  been  of  great  value  in  the  differential  diagnosis,  especially 
of  the  focal  types. 

The  treatment  consists  of  removal  of  the  cause,  and  the  use  of 
drugs  for  symptomatic  relief.  Among  the  armamentarium,  are  the 
surgical  removal  of  tumors,  encephalography  for  the  traumatic 
case;  fluid  limitation  and  the  ketogenic  diet,  as  indicated  and  cer- 
tain sedative  drugs,  such  as  the  bromides. 

No  case  with  a chief  complaint  of  convulsions  should  ever  be 
treated  without  a complete  study  by  an  individual  who  understands 
the  etiological  factors.  Unfortunately  most  studies  include  unneces- 
sary procedures,  which  both  inconvenience  the  patient  and  add  to 
the  expense  of  diagnosis. 


CURTIS-WRIGHT  FLYING  SERVICE 


Nervous  and  Mental 
Diseases 

G.  NC'ilsc  Robinson,  Jr.,  M.D. 
Associate  Medical  Director 


G.  WILSE  ROBINSON,  M.D. 

Medical  Director 
1432  Professional  Building 
SI  00  INDEPENDENCE  ROAD 

KANSAS  CITY,  MO. 


Drug  and  Alcohol 
Addiction 

Paul  A.  Johnson,  M.D. 
Internist 
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SOUTHWESTERN  SURGICAL  SUPPLY  CO. 

i | EL  PASO,  TEXAS  PHOENIX,  ARIZ. 

Gentlemen: — Kindly  send  a "Kompak"  Model  Lifetime  Baumanometer  on  approval. 

Doctor 

Street  and  No 

City State 


THE  NEW  KOMPAK  MOMl 

SMALLEST — LIGHTEST— HANDIEST 


Let  us  send  you  this  master  instrument  now. 

Small  in  size — light  in  weight — beautiful  in  appearance 
— it  looks  and  folds  like  a fine  pocket  camera. 

The  Kompak  Model  is  the  latest  addition  to  a distin- 
guished line  of  Lifetime  Baumanometers.  Like  all  other 
Lifetime  Baumanometers,  the  Kompak  Model  is  individ- 
ually calibrated,  scientifically  accurate — guaranteed 
to  remain  so,  and  carries  the  Lifetime  Baumanometer 
exclusive  guarantee  against  glass  breakage. 

It  is  just  the  instrument  you  have  been  waiting  for. 
Note  its  distinguishing  specifications — or  better  still,  let 
us  send  one  for  your  inspection. 

Use  the  coupon — and  you  will  be  agreeably  surprised 
at  the  remarkable  advances  in  sphygmomanometer 
construction. 


SPECIFICATIONS 
Calibration:  260  mm. 

Size:  1%"  X 37/8"  x 11%". 

Weight:  30  oz. 

Inflation  System  Self-contained. 

Duralumin  case  with  baked  enamel  edges. 
Genuine  Morocco  grain  leather. 

Entire  manometer  unit  chromium  plated. 
Individual  nameplate  cast  in  cover. 

Table  of  clinical  averages  embossed  in  case. 
Lifetime  Guarantee  against  glass  breakage. 
Perpetual  Guarantee  for  accuracy. 


$37.50 


Doctor!  Send  ior  this  416-Page  Catalog 

of 

Surgical  Instruments, 
Equ  ipment  and  Supplies 

Contains  listings  of  your  every  want  at  money- 
saving prices.  Thousands  of  items:  "White  Steel 
Furniture,  Reception  Room  Furniture,  Physical 
Therapy  Apparatus,  Chrome  Plated  Instruments, 
Diagnostic  Instruments  and  Apparatus,  Laboratory 
Apparatus,  Supplies,  Orthopedic  Supplies,  Etc. 
Everything  for  a distinctive  armamentarium.  Just  mail 
us  your  name  and  address.  It’s  FREE.  No  obligations- 

Just  Mail  Your  Name  and  Address  — It’s  FREE! 

A.  S.  ALOE  COMPANY 

932  South  Hill  Street, 

LOS  ANGELES,  CALIFORNIA 
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COUNCIL  ON  PHARMACY  AND 
CHEMISTRY  OF  THE  A.  \ 


C/ 


i 


Modern 

Antisyphilitic 

Bismuth 

Therapy 


PARKE,  DAVIS 
& COMPANY 

The  World's  Largest  Makers  of  Pharmaceutical 
and  Biological  Products 
DETROIT  NEW  YORK 

CHICAGO  KANSAS  CITY 

ST.  LOUIS  BALTIMORE 

NEW  ORLEANS  MINNEAPOLIS 
SEATTLE 
In  Canada: 

WALKERVILLE 


HAY  FEVER 

An  Advertising  Statement 

HAY  FEVER,  as  it  occurs  throughout  the  United  States,  is  actually 
perennial  rather  than  seasonal,  in  character. 

Because  in  the  Southwest — Bermuda  grass,  for  instance,  continues  to 
flower  until  December  when  the  mountain  cedar,  of  many  victims,  starts 
to  shed  its  pollen  in  Northern  Texas  and  so  continues  into  February.  At 
that  time,  elsewhere  in  the  South,  the  oak,  birch,  pecan,  hickory  and 
other  trees  begin  to  contribute  their  respective  quotas  of  atmospheric 
pollen. 

But,  nevertheless,  hay  fever  in  the  Northern  States  at  least,  is  in  fact 
seasonal  in  character  and  of  three  types,  viz.: 

TREE  HAY  FEVER — March , April  and  Mag 
GRASS  HAY  FEVER — May,  June  and  July 
WEED  HAY  FEVER  — August  to  Frost 

And  this  last,  the  late  summer  type,  is  usually  the  most  serious  and 
difficult  to  treat  as  partly  due  to  the  greater  diversity  of  late  summer 
pollens  as  regionally  dispersed. 

With  the  above  before  us,  as  to  the  several  types  of  regional  and  sea- 
sonal hay  fever,  it  is  important  to  emphasize  that  Arlco-Pollen  Extracts 
for  diagnosis  and  treatment  cover  adequately  and  accurately  all  sections 
and  all  seasons — North,  East,  South  and  West. 

FOR  DIAGNOSIS  each  pollen  is  supplied  in  individual  extract 
only. 

FOR  TREATMENT  each  pollen  is  supplied  in  individual 
treatment  set. 

ALSO  FOR  TREATMENT  we  have  a few  logically  conceived  and 
scientifically  justified  mixtures  of  biologically  related  and  simultaneously 
pollinating  plants.  Hence,  in  these  mixtures  the  several  pollens  are  mu- 
tually helpful  in  building  the  desired  group  tolerance. 

IF  UNAVAILABLE  LOCALLY  THESE  EXTRACTS 
WILL  BE  DELIVERED  DIRECT  POST  PAID 
SPECIAL  DELIVERY 

List  and  prices  oj  jood,  epidermal,  incidental  and  pollen 
proteins  sent  on  request 

The  Arlington  Chemical  Company 

YONKERS,  N.  Y. 
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Laboratory  and  X-Ray 


nosis 


Radium  and  X-Ray 

Therapy 


Pathological  Laboratory 

Suite  320  Goodrich  Building 
Mail  Address  P.  O.  Box  1587 

Phoenix,  Arizona 


W.  Warner  Watkins,  M.  D. 
Harlan  P.  Mills,  M.  D. 


Clarence  N.  Boynton,  M.  A. 
Wm.  J.  Horspool,  Bus.  Mgr. 
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ENZYMOL 


For  Topical  Application 

Observations  of  the  action  of  gastric  juice  outside  the  body  show  a 
usefulness  for  a properly  prepared  product  of  this  nature.  An  example 
of  one  of  its  indications  is  solution  of  necrotic  and  carious  bone  tissue. 

ENZYMOL  is  an  extract  of  the  fresh  stomach  tissue  juice,  specially 
designed  for  topical  application. 

ENZYMOL  is  put  up  in  convenient  vials.  It  requires  ordinarily  for  use 
dilution  with  an  equal  volume  of  water;  also  with  hydrochloric  acid  es- 
pecially for  cases  in  which  this  may  be  desirable — refractory  tissue,  large 
cavities,  etc. 

Originated  and  Made  by 

Fairchild  Bros.  & Foster 

NEW  YORK 
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hey'll  soon  be  starting  school 


Summer  will  soon  be  over  and  children  will  be  leaving  play  to  take  up  their 
studies  in  school.  At  this  time,  physicians  are  calling  the  attention  of  parents 
to  the  need  for  immunizing  their  children  against  smallpox  and  diphtheria. 

In  the  important  work  of  prevention  and  treatment  of  smallpox,  diphtheria, 
and  other  diseases,  the  House  of  Squibb  has  for  many  years  been  supplying 
the  medical  profession  with  the  finest  biological  products  that  painstaking 
care  and  skill  can  produce. 


SMALLPOX  VACCINE  SQUIBB 

— is  a highly  potent,  glycerinized  vaccine. 
It  is  prepared  under  strictest  aseptic  con- 
ditions and  is  not  released  until  it  has 
been  shown  by  independent  workers  to 
be  capable  of  producing  100%  successful 
vaccinations  in  previously  unprotected 
individuals. 

SMALLPOX  VACCINE  SQUIBB 

is  marketed  in  packages  containing  i, 
5,  and  10  capillary  tubes,  a small  rubber 
bulb  and  a sterile  needle  for  each  vaccina- 
tion. 


SQUIBB  DIPHTHERIA  PRODUCTS 

Diphtheria  Toxin  for  Schick  Test — To  deter- 
mine susceptibility  to  diphtheria. 

Diphtheria  Toxin-Antitoxin  Mixture — For 
active  immunization  of  susceptible  persons 
against  diphtheria.  Prepared  with  concentrated 
Diphtheria  Antitoxin  from  sheep,  hence  elimi- 
nates possibility  of  sensitizing  against  horse 
serum  proteins. 

Diphtheria  Toxoid  Squibb — (Anatoxin  Ramon) 
— a non-toxic  product  for  active  immunization 
against  diphtheria. 

Diphtheria  Antitoxin  Squibb — For  treatment 
and  temporary  prophylaxis. 


E R: Squibb  & Sons,  Newark 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858.' 
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A medical  group  organized  and  equipped  for  the  study, 
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Specialists  in  the  Southwest 


EL  PASO,  TEXAS 


J.  A.  RAWLINGS.  M.  D. 

and 

HARRY  LEIGH.  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

iOi  Roberta-Banner  Bldg.  El  Paso 


W.  E.  VANDEVERE.  M.  D. 

Eye.  Ear.  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 

810  Bassett  Bldg.  El  Paso 


FRANKLIN  D.  GARRETT.  M.  D. 

Practice  Limited  to 

Diseases  op  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 


G.  WERLEY,  M.  D. 

Diseases  of  the  Heart 

101-2  Roberts-Banner  Bldg.  El  Paso 


ROBERT  B.  HOMAN.  M.  D. 

Practice  limited  to 

Chest  Diagnosis  and  Consultations 

Homan  Sanatorium  El  Paso,  Texas 


j w.  cathcart.  m.  d.  c.  h.  mason,  m.  d. 

Drs.  Cathcart  & Mason 

X-Ray  and  Radium  Laboratories 

810  Roberts  Banner  Bldg.  El  Paso 

E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 
Internal  Medicine 

910  Martin  Bldg.  El  Paso 


LESLIE  M.  SMITH.  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

1090  First  National  Bank  Bldg.  Bl  Paso 


W.  R.  JAMIESON.  M.  D. 

Genito  urinary.  Skin  and  Rectal 
Diseases 

921  First  National  Bank  Bldg.  El  Paso 


W L BROWN.  M D C.  P.  BROWN.  M D 

BROWN  AND  BROWN 

Suite  iOU  Roberts-Banner  Bldg.  El  Paso 


DR.  L.  A.  NEIL 

Practice  limited  to 

Periodontia  (Pyorrhea)  and 
Oral  Diagnosis 

809  First  Nat’l  Bank  Bldg.  El  Paso,  Texas 


JAMES  VANCE,  M.  D. 

Practice  Limited  to 

Surgery 

318-1,  Mills  Bldg.  El  Paso 

HOURS:  II  TO  IliJO 


K.  D.  LYNCH.  M.  D 

Genito  Urinary  Surgery 

ill,  Mills  Bldg  El  Paso 
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PHOENIX,  ARIZONA 


T.  T.  CLOHESSY.  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

221,-5  Luhrs  Bldg.  Phoenix 


H.  M.  PURCELL.  M.  D. 

U ROLOG Y G YN  ECOLOGY 

Venerology 

205-6-7  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN.  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 


EDGAR  H BROWN.  M.  D 

Practice  Limited  to 
Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

515  Goodrich  Building  Phoenix 


HARRY  R.  CARSON.  H.  D. 
Diseases  of  Children 
Heard  Building  Phoenix 


b22  Security  Bldg. 


Phoenix 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


JOSEPH  MADISON  GREER.  M.  D. 

F.  A.  C.  S. 

SURGERY 

Bone  and  Joint  Surgery 


Consultation  by  appointment 
Security  Building  Phoenix 


FRED  G.  HOLMES.  M.  D. 
VICTOR  RANDOLPH.  M.  D. 
HOWELL  RANDOLPH.  M.  D. 

Practice  Limited  to 

Diseases  of  the  Chest 
i07  Goodrich  Bldg.  Phoenix 


H.  T.  BAILEY,  M.  D. 

MAYO  ROBB,  M.  D. 

Practice  Limited  to 

Eye  Ear.  Nose  and  Throat 
323  Ellis  Rldg.  Phoenix 


MIHAJLO  MATANOVICH,  B.S..M  D. 

Genito-Urinary  Diseases 
402  Heard  Building  Phoenix 


“STORM” 


“TYPE  “N” 


The  NEW 
“Type  N” 
STORM 
Supporter 


With  long  laced  back 
and  low  extension 
upon  hips;  The  re- 
inforcing band  at- 
tached in  front  at 
median  line,  also 
fastened  in  back. 
Hose  supporters  in- 
stead of  thigh  straps. 


Takes  Place  of  Corsets 

Gives  perfect  uplift  and  is  worn  with  comfort 
and  satisfaction.  Many  variations  of  the  “Type 
N”  Belt  provide  support  in  Ptosis,  Hernia, 
Obesity,  Pregnancy,  Sacroiliac  Strain,  etc. 

Each  Belt  Made  to  Order  Ask  for  Literature 


Katherine  L.  Storm,  M.D. 

Originator,  Owner  and  Maker 
1701  Diamond  St.,  Philadelphia,  Pa.,  U.  S.  A. 
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LAS  ENCINAS 

Pasadena , California 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


Las  Encinas 


Climate  Ideal,  Cuisine  Excellent,  Outdoor  Recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by  a 
20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance.  i i r i 

BOARD  OF  DIRECTORS 

George  Dock,  M.  D.  F.  H.  MacPherson  W.  Jarvis  Barlow,  M.  D. 
F.  C.  E.  Mattison,  M.  D.  Stephen  Smith,  M.  D. 

Write  for  beautiful  illustrated  booklet 

Stephen  Smith,  M.D.,  F.A.C.P.  C.  W.  Thompson,  M.D.,  F.A.C.P. 

Medical  Directors 

LAS  ENCINAS,  PASADENA,  CALIF. 
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Providence 
H ospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 


MERCUROCHROME 

220  SOLUBLE 

(Dibrom-oxymercuri-fluorescein) 


THE  STAIN  PROVIDES  FOR 
PENETRATION 
and 

FIXES  THE  GERMICIDE  IN  THE 
TISSUES 

Mercurochrome  is  bacteriostatic  in  exceed- 
ingly high  dilutions  and  as  long  as  the  stain 
is  visible  bacteriostasis  is  present.  Reinfecton 
or  contamination  are  prevented  and  natural 
body  defenses  are  permitted  to  hasten  prompt 
and  clean  healing,  as  Mercurochrome  does  not 
interfere  with  immunological  processes.  This 
germicide  is  non-irritating  and  non-injurious 
when  applied  to  wounds. 

HYNSON,  WESTCOTT  & 
DUNNING,  Inc. 

Pallimore,  Maryland 


Solving  the  problem  of 
appetite  deficiency 


with  this  delicious 
chocolate  flavor  food  drink 


FOR  the  patient  who  will  not  eat  . . . for  the 
child  who  is  undernourished,  underweight . . . 
for  the  convalescent  with  sluggish  appetite. 

Cocomalt  is  the  ideal  food  drink ! Not  only  does 
it  stimulate  the  appetite,  but  it  actually  increases 
the  caloric  value  of  a glass  of  nulk  more  than  70%. 

Cocomalt  comes  in  powder  form  ready  to  mix 
with  milk  — hot  or  cold.  It  is  high  in  nutritive 
value  and  tempting  even  to  the  fussiest  invalid. 


Easily  assimilated 


Cocomalt  is  composed  of  barley  malt,  processed 
cocoa,  whole  eggs,  sugar,  milk  proteins  and  milk 
minerals,  properly  balanced  and  properly  con- 
verted so  as  to  be  readily  digested. 

Laboratory  tests  show  that  Cocomalt  contains 
Vitamins  A,  B Complex  and  D.  Vitamin  D is 
present  in  sufficient  quantity  to  be  of  definite  anti- 
rachitic influence  in  the  child’s  diet.  Cocomalt 
also  helps  to  digest  the  starches  of  other  foods. 

Available  in  5 lb.  cans  for  hospital  use,  at  a 
special  price.  Or  at  grocers  and  leading  drug  stores, 
in  p2  lb.  and  1 lb.  sizes.  We  would  like  to  send  you 
a trial  can  for  testing.  Coupon  brings  it  to  you — free. 


AD 


DS  70’’ 


MORE 


R.  B.  DAVIS  CO.,  Dept.  AX-8,  Hoboken,  N.  J. 

Please  send  me,  without  charge,  a trial  can  of 
Cocomalt. 


NOURISHMENT 
TO  MILK 


Address 

City State 
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Manufacturers,  JACKSON,  MICHIGAN 


Superior  Back  Support 

combining  sacro- iliac  and 
lurnbo-sacra  l features 


Perfectly  demonstrating  the  underlying 
principle  in  design  and  construction  incor- 
porated  in  all  Camp  Supporting  Garments. 
In  addition,  the  solid  back  of  Model  N0.77 
provides  for  the  application  of  pads  for 
extra  pressure.  Camp  Patented  Adust' 
ment  conveys  through  its  vice-like  grip  a 
firm  sacro-iliac  and  lumbar  support  as  well 
as  abdominal  uplift.  Camp  Supports  are 
typed  to  body  proportions. 

Sold  by  Drug  and  SurgicalHousesandCorset  Dept., 

Surgical  Section  of  Department  Stores.  Write  for 
Physician's  Manuals.  Anatomical  Studies  (in 
boo\  form ) on  receipt  of  20c  covering  postage. 


Supporting 


Garments 


S.  H.  CAMP  and  COMPANY 


CHICAGO  NEW  YORK  LONDON 

1056  Merchandise  Mart  330  Fifth  Ave-nue  252  Regent  St.  W. 


THE  HOMAN  SANATORIUM 

For  the  Treatment  of  Tuberculosis 

EL  PASO,  TEXAS 

A privately  owned,  thoroughly  and  modernly  equipped,  ethical  institution  of  110  rooms. 
Heliotherapy,  pneumothorax,  phrenic  nerve  and  chest  surgery,  and  all  other  modern  meth- 
ods of  treatment. 

Write  for  booklet  giving  rates  and  other  information. 
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ANTIRABIC  VAC  C I N E 


On  Your  Cabinet  Within  10  Hours 
County  Health  Officers  allowed 
Special  discount  for  indigent  cases  through 
your  State  Health  Department 
Medical  Profession  supplied  by  local  druggist 

or  by 

Dorsey-Burke  Drug  Co. 


Killed  Virus 
(Semple  method) 
Ready  for  immediate 
Injection 

RETAIL  PRICES 

Ampoule  Pack $14.00 

Individual  Syringe  Pack  25.00 


DISTRIBUTED  BY 

NEW  MEXICO  BUREAU  OF  PUBLIC  HEALTH 

State  Health  Laboratory 
Albuquerque  New  Mexico 

ARIZONA  STATE  BOARD  OF  HEALTH 

and 

DORSEY-BURKE  DRUG  COMPANY 

Phoenix,  Arizona 
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Distributing: 

Westinghouse 
X-ray  Equipment, 

Scanlan-Morris 
Sterilizers  and 
hospital  furniture, 
W.  D.  Allison  Co., 
Physicians’  office 
furniture, 

Hanovia  Chemical 
Co.,  Alpine  & 
Kromayer  Lamps, 

Thermometers, 
Wheel  chairs 

Surgical  instru- 
ments. 


Leading  Physicians  and  Surgeons  of  the 
Southwest 

Are  authorities  whose  judgment  cannot  be  gainsaid 
and  when  an  overwhelming  majority  of  them  place  complete  re- 
liance in  the  quality  and  service  of  R.  L.  SCHERER  CO.,  for 
every  phase  of  professional  requirements  . . . supplies,  serv- 
icing . . . repairs  . . . information,  it  is  an  endorsement 

which  must  be  deserved.  Remember  that  we  are  factory-author- 
ized distributors  of  the  World’s  finest  makes  of  surgical  and 
hospital  equipment  . . . every  latest  innovation  is  immedi- 
ately obtainable  here  . . . and  our  twenty  years’  reputation 

for  integrity  and  efficiency  is  back  of  every  piece  of  equipment, 
every  service.  Our  Arizona  Representative,  Mr.  Burlingame,  is 
at  your  service  at  all  times.  Whenever  you  want  him,  just  wire 
Los  Angeles. 


R.  L.  SCHERER  COMPANY 

936  South  Flower  St.,  Los  Angeles,  California. 
679  Sutter  St.,  San  Francisco,  California. 

148  Locust  Ave.,  Long  Reach,  California. 


Medico-Dental  Building,  San  Diego,  California. 


Please  call  or  write 
for  informative  book- 
lets on  ANY  equip- 
ment, gratis. 
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Founded  lS9fi  by  Or  Hucert  Work 


WOODCROFT  HOSPITAL,  PUEBLO,  COLORADO 


New  Building 

New  Equipment 

NEURO-PSYCHIATRIC 

CLINIC 

NERVOUS  AND  MENTAL 
DISEASES 
DRUG  ADDITIONS 


H.  A.  LaMoure,  M.  D, 

Superintendent 


POSTGRADUATE  SCHOOL  OF  SURGICAL  TECHNIQUE,  Inc. 

2512  Prairie  Avenue  (opposite  Mercy  Hospital)  Chicago,  Illinois 

1.  General  Surgery:  100  hours  (2  weeks)  course  of  intensive  instruction  and  practice  in  surgical 
te  hnique  combined  with  clinical  demonstrations  (for  practicing  surgeons) 

2.  General  Surgery  and  Specialties:  Three  months’  course  comprising:  (a)  review  in  anatomy  and 
pathology;  (b)  demonstration  and  practice  in  surgical  technique;  (c)  clinical  instruction  by  fac- 
ulty members  in  various  hospitals,  stressing  diagnosis,  operative  technique  and  surgical  pathology. 

3.  Special  Courses : Orthopedica  and  Traumatic  surgery;  gynecology  and  radiation  therapy;  eye, 
ear,  nose  and  throat,  thoracic,  genito-urinary  and  goiter  surgery;  bronchoscopy,  etc. 

All  cour  ,es  continuous  throughout  the  year.  Detailed  information  fum'shed  on  request. 


"COUNCIL 


ACC  E PTE  D 


TRADE 


PYRIDIUM 


PHENYLAZO-ALP  HA-ALP  HA  DIAMINO  PYRIDINE  MOMO-HYDROCHLC.- 


JUFACTURED  BYTHE  P Y R I D I U M C 0 R P 0 R ATI  0 N .) 


MARK 


MERCK 

MAN  U FACTU  R 

RAHW 


FOR  URINARY  INFECTIONS 

An  effective  germicide  in  a chemically  stable  form 
used  extensively  in  the  treatment  of  gonorrhea, 
urethritis,  pyelitis,  cystitis,  prostatitis  and  other  chronic 
or  acute  urogenital  infections.  In  therapeutic  doses 
Pyridium  is  neither  toxic  nor  irritating.  It  rapidly  pene- 
trates denuded  surfaces  and  mucous  membranes  and 
is  quickly  eliminated  through  the  urinary  tract  . . . 
Pyridium  is  available  through  your  pharmacist  in 
four  convenient  forms:  as  0.1  gm.  tablets  in  tubes 
of  12  and  bottles  of  50  for  oral  administration;  in 
solution  for  irrigations;  as  an  ointment  for  topical 
application  and  as  powder  in  2,  5 and  10  gm.  vials. 
Write  for  literature  describing  the  clinical  application 
of  Pyridium. 


6c  CO.  Inc. 

50  TASLCTS  *51 

PYRIDIUM  — \ 

NG  CHEMISTS 

'MMtttO-rrftlMMC  HOI*0-I»»MOOH.O»I  JJ.  1 
CTUAI&  #Y  TMt  mtlOtUM  COftPOfUTION  1 

H TW.tr  COwrmtu  0.1  c«AW  or  trfntv  j 

AY.  N . J. 

--l 

COPYRIGHT.  1931.  MERCK  & CO.  INC. 


Neo- 

rsDhenamine 


MfRCIC 


The  testing  of  Merck  Arsphenamines  includes  a “clinical  control” 
of  every  lot  manufactured  . . . After  passing  the  prescribed  require- 
ments of  the  United  States  Public  Health  Service  for  toxicity,  and 
our  own  Control  Laboratory  test,  which  is  fifty  per  cent,  higher, 
Neoarsphenamine  Merck,  Sulpha rs phenamine  Merck  and  Ars phen- 
amine Merck  is  administered  to  patients  in  clinics  before  being 
marketed  . . . Rigid  control  and  high  manufacturing  standards 
account  in  large  measure  for  the  satisfactory  therapeutic  results 
obtained  with  Merck  Arsphenamines  . . . Neoarsphenamine  Merck 
is  rapidly  and  completely  soluble.  Quick  solubility  is  in  itself  an 
indication  of  low  toxicity,  as  it  minimizes  oxidation  that  may  occur 
when  agitation  is  required  to  dissolve  the  powder  . . . Write  for 
a solubility  test  sample  of  Neoarsphenamine  Merck. 

MERCK  &- CO.  Inc 

MANUFACTURING  CHEMISTS 

RAHWAY,  N.  J. 
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WAYS  TO  KEEP 
A DIABETIC  PATIENT 
HAPPY! 


JELLIED  VEGETABLE 

SALAD 

( Six  Servings ) 

Grams 

Prot. 

Fat 

Carb.  Gal. 

1 tablespoon  Knox  Sparkling  Gelatine  7 

6 

Vi  cup  cold  water  

1%  cups  hot  water  

1 teaspoonful  whole  mixed  spices  . . 

Vi  cup  chopped  cabbage 

1 

3 

60 

1 

2 

40 

1 

4 

Vi  cup  cooked  beets  cubed 

40 

1 

3 

Total 

10 

12  88 

One  serving 

2 

2 15 

Soak  gelatine  in  cold  water  for  five 

minutes 

Bring  to  boi 

water,  salt 

and  spices.  Pour  on  gelatine  to  di 

solve  it 

and  add  vinegar.  Strain 

and  set  aside  to  cool.  When  jelly  is 

nearly  set,  stir 

in  the 

vegetables. 

pour  into  mold  and  chill  until  fi 

rm.  Unmold  on  lettuce  leaf  or 

shredded  lettuce  and  serve  with 

mayonnaise  or  salad  dressing. 

Garnish  with  sprig  of  parsley  or  strip  of  pimento 

CHOCOLATE  PUDDING  (Si*  Servings ) 

V/2  tablespoons  Knox  Sparkling  Gram9  Prot.  Fat  Carb.  Cal. 

Gelatine  10  9 

Vi  cup  cold  water 

2 cups  milk  480  14  19  24 

Vi  cup  boiling  water 

1 square  chocolate  grated  (1  oz.)  30  4 IS  9 

Pinch  salt  

Pinch  cinnamon  

Vi  teaspoon  vanilla 
1 gr.  saccharin 

Total  27  34  33  546 

One  serving  4.S  6 5.5  91 


Soak  gelatine  in  cold  water  live  minutes.  Melt  chocolate  in  boiling 
water.  Add  gelatine  and  stir  until  dissolved.  Add  milk,  salt,  cinna* 
mon,  vanilla  and  saccharin.  Stir  well  and  chill.  When  nearly  set, 
beat  until  frothy,  mold  and  chill  until  firm.  Serve  plain  or  with  thin 
cream  or  whipped  cream. 


THE  Knox  Sparkling  Gelatine  book  of  recipes 
for  diabetic  patients  gives  over  50  dish  sug- 
gestions, two  of  which  are  shown  above — but 
they  are  more  than  dishes  conforming  to  a diet. 
They  are  dishes  that  help  the  physician  keep  the 
patient  on  the  diet.  Knox  Gelatine  combined 
with  the  wholesome  foods  permitted  provides 
the  bulk  to  satisfy  a yearning  stomach.  The  many 
different  dishes  give  a variation  that  makes  eating  a 
pleasure  from  the  standpoint  of  looks  and  taste. 
Knox  dishes  give  a patient  latitude  . . . not 


alone  because  of  variation  . . . but  because  Knox 
Gelatine  is  the  plain  gelatine  without  sweetening, 
flavoring  or  coloring.  Therefore — it  harmonizes 
perfectly  with  all  the  fruits,  vegetables  and  other 
foods  with  which  it  is  combined.  A ready- 
prepared  gelatin  dessert  mixture  will  have  as 
high  as  85%  sugar — a fact  which  necessitates  that 
physicians  carefully  prescribe  KNOX  Gelatine 
for  dishes  that  will  not  violate  the  most  rigid 
diet.  Send  for  the  book,  using  the  coupon  pro- 
vided for  your  convenience. 


KIM  OX  is  the  real  GELATINE 


you  agree  that  recipes  like  the  ones  on  this  page  will  be  helpful  in  your  diabetic  practice,  write  for 
our  complete  Diabetic  Recipe  Book  — it  contains  dozens  of  valuable  recommendations.  We  shall 
he  glad  to  mail  you  as  many  copies  as  you  desire.  Knox  Gelatine  Laboratories,  438  Knox  Ave., 
Johnstown,  N.  Y. 

Name Address City. 


State. 
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The  New  Menninger  Sanitarium 


oA  Complete  GTSleuropsychiatric  Service 


Psychiatry 

at  the  Menninger  Sanitarium 


Neurology 

at  Christ’s  Hospital 


Modern  Psychiatric  Treatment  of 
Mental  Disease.  Psychotherapy 
Physiotherapy,  Hydrotherapy 


Diagnostic  and  Therapeutic 
Procedures  for  Strictly 
Neurological  Cases. 


Nervous  Children 

at  the  Southard  School 


Diagnosis 

at  the  Menninger  Clinic 


A Home  School  for  Feebleminded  and 
Nervous  Children,  including 
Endocrine  Cases. 


Complete  Study  of  Neurological, 
Endocrine,  and  Psychiatric  Cases, 
and  Behavior  Problems 


Karl  A.  Menninger,  M.  D.  C.  F.  Menninger,  M.  D.  William  C.  Menninger,  M.  D. 

3617  West  Sixth  Avenue, 

Topeka,  Kansas 
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FOREIGN  BODIES  IN  THE  AIR  AND 
FOOD  PASSAGES 

W.  E.  VANDEVERE,  M.D., 

El  Paso,  Texas. 

(Presented  before  The  El  Paso  County  Medical 
Society,  May,  1931.) 

This  is  an  important  subiect  because  more 
and  more  such  cases  are  being  recognized. 
This  does  not  mean  that  there  actually  ex- 
ist more  such  cases,  but  the  medical  man  of 
today  is  more  alert  and  on  the  lookout  for 
Ihese  cases.  In  the  past,  foreign  bodies  of 
the  bronchi  were  called  pneumonias,  lung 
abscesses  and  tuberculosis.  There  is  still  a 
tendency  along  that  line.  In  all  unusual  or 
obscure  chest  conditions  a careful  history 
should  be  combined  with  an  x-ray  and  thor- 
ough physical  examination,  and,  if  there  still 
exists  any  doubt,  a bronchoscope  should  be 
passed  and  the  bronchial  tree  inspected. 

With  foreign  bodies  in  either  the  air  or 
food  passages,  initial  symptoms  are  choking, 
gagging,  coughing  and  wheezing.  After  that 
there  may  be  an  interval  in  which  there  are 
no  symptoms.  If  the  foreign  body  is  lodged 
in  the  larynx  there  may  be  hoarseness, 
croupy  cough,  hemoptysis,  dyspnea  and  cy- 
anosis. Tracheal  foreign  bodies,  according 
to  Jackson,  are  characterized  by  an  audible 
slap,  palpatory  thud  and  asthmoid  wheeze. 
These  signs  are  caused  by  the  foreign  body 
being  flipped  up  and  down  the  trachea  as 
the  patient  breathes. 

Foreign  bodies  of  the  bronchi,  after  the 
initial  symptoms  of  cough,  choking  and 
wheezing,  may  have  a symptomless  interval. 
Non-obstructive  metallic  foreign  bodies  may 
be  free  of  symptoms  for  a long  time  and 
then  cause  symptoms  of  lung  abscess  or  tu- 
berculosis. Vegetal  organic  foreign  bodies, 
such  as  beans,  peas,  watermelon  seeds  and 
peanut  kernels,  rapidly  cause  severe  tracheo- 
bronchitis. Obstructive  foreign  bodies  when 


there  is  a comp’ete  blockage  of  the  invaded 
lung,  cause  atelectasis  and  drowned  lung, 
with  a compensatory  emphysema  of  the  op- 
posite lung.  When  the  blockage  is  only  par- 
tial and  there  is  a valve-like  action,  allowing 
air  to  enter  the  lung  but  not  to  leave,  we  get 
an  obstructive  emphysema  of  the  invaded 
side.  The  lung  is  more  transparent,  the  ribs 
farther  apart,  the  diaphragm  depressed,  the 
heart  pushed  to  the  opposite  side.  Accord- 
ing to  Jackson,  there  is  a side-to-side  move- 
ment of  the  heart  with  respiration  in  ob- 
structive emphysema,  which  is  not  present 
in  obstructive  atelectasis.  These  x-ray  find- 
ings are  of  the  greatest  value  in  localizing 
foreign  bodies  which  do  not  throw  a shadow. 
X-ray  will  readily  show  metallic  bodies  and 
others  such  as  teeth,  bones,  shells  and  but- 
tons. Glass,  because  of  its  lead  content, 
throws  a good  shadow,  as  will  be  seen  from 
one  of  the  cases  I will  show  later.  Of 
physical  signs  the  most  important  is  a 
diminution  of  intensity  of  the  breath  sounds 
distal  to  the  foreign  body. 

The  most  important  symptoms  of  foreign 
body  in  the  esophagus  are  difficult  and  pain- 
ful deglutition,  a subjective  sensation  of  a 
foreign  body,  and  an  increase  in  the  action 
of  the  salivary  glands.  X-ray  and  having 
the  patient  swallow  a barium  mixture  will 
locate  most  obstructions,  whether  opaque 
or  non-opaque.  Many  times  something  is 
swallowed  which  traumatizes  the  tissues  in 
passage  and  produces  a sensation  as  if  some- 
thing has  lodged.  In  such  cases  the  patient 
is  usually  feeling  much  better  in  twenty- 
four  hours. 

Most  objects,  even  open  safety-pins  and 
needles,  will  pass  on  through  the  bowels 
without  harm  once  they  have  reached  the 
stomach.  Such  objects  should  be  watched 
daily  through  the  fluoroscope  and,  should 
they  lodge  at  some  point  in  the  intestine  for 
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as  long  as  three  days,  they  should  be  re- 
moved through  an  abdominal  incision,  be- 
cause of  the  danger  of  perforation. 

No  attempt  should  ever  be  made  to  re- 
move a foreign  body  of  the  esophagus  or 
bronchus  except  under  direct  vision  through 
an  esophagoscope  or  bronchoscope.  Jack- 
son  states  that  no  other  method  is  worthy 
of  a moment’s  consideration  and  that  many 
lives  have  been  needlessly  sacrificed  by  blind 
instrumentation  with  the  obsolete  probang 
and  rubber  tubing,  and  so  forth,  whereby  an 
effort  is  made  to  dislodge  the  obstructing 
body  into  the  stomach.  Such  procedure  of- 
ten cause  perforation  of  the  esophagus  and 
mediastinitis,  which  means  death  within 
twelve  hours. 

A number  of  cases  will  now  be  presented 
with  some  interesting  phases  of  each. 

CASE  REPORTS 

Case  I.  J.  S.,  an  American  boy,  age  5,  with 
iive-cent  p.ece  in  esophagus;  duration  24  hours. 
Removed  by  bronchoscope,  Feb.  11,  1925.  This  boy’s 
symptoms  were  a bit  suggestive  of  foreign  body 
of  the  air  passages  because  of  severe  cough  and 
dyspnea.  Both  symptoms  were  caused  by  a rela- 
tively large  foreign  body  in  the  esophagus  press- 
ing forward  on  the  trachea  sufficiently  to  produce 
the  respiratory  distress.  (Fig.  1.) 

Case  II.  A.  M.,  American  boy,  age  8.  Tack  in 
right  bronchus;  duration  6 years.  Symptoms  of 
lur.g  abscess  and  tuberculosis.  Tack  removed  by 
Lronchoscope,  July  8,  1925. 

This  was  one  of  the  most  interesting  cases  I have 
had.  The  boy  had  been  in  poor  health  since  the 
age  of  two,  and  at  the  age  of  five  was  brought  from 
his  home  in  Oklahoma  to  New  Mexico  because  it 
was  thought  that  he  had  tuberculosis.  The  x-ray 
picture  (Fig.  2)  shows  the  tack  in  the  left  bronchus 
and  the  left  lung  is  quite  cloudy.  Two  weeks  after 
this  picture  was  made  the  tack  was  removed  from 
the  right  bronchus,  having  shifted  from  the  left 


to  the  right  during  that  interval.  The  tack,  no 
doubt,  had  sojourned  in  the  left  bronchus  during 
most  of  the  6 years  and  had  produced  the  inflam- 
matory changes.  This  boy  has  made  a complete 
recovery. 

Case  III.  C.  R.,  Mexican  girl,  age  11.  Mexican 
five-cent  piece  in  esophagus  3 weeks.  Difficulty  in 
swallowing  solids  but  no  trouble  with  liquids.  Re- 
moved by  esophagoscope,  July  11,  1925. 

This  girl  was  from  Juarez  and  was  evidently 
waiting  for  a miracle  to  happen  and  the  coin  to  be 
dislodged.  The  miracle  did  not  happen  and  she 
finally  came  to  El  Paso  and  lost  her  five-cent  piece 
through  tthe  esophagoscope. 

Case  IV.  E.  B.  S.,  8 months  old  American  girl. 
Open  safety-pin  in  esophagus;  duration  24  hours. 
Slight  pain  on  taking  food.  Pin  removed  by 
esophagoscope,  March  8,  1926.  Fortunately  this 
pin  was  pointed  the  right  way  (Fig.  3)  which  made 
removal  easy.  As  a rule  the  point  is  up  and  in 
such  cases  we  have  a number  of  instruments  as  well 
as  methods  whereby  they  can  be  removed.  Great 
care  must  be  taken  that  the  points  of  sharp  bodies 
do  not  perforate  the  thin  wall  of  the  esophagus. 

Case  V.  A.  J.,  Mexican  boy,  1 year  old.  Piece 
of  apple  core  in  right  bronchus;  duration  24  hours. 
Removed  by  bronchoscope,  April  3,  1926.  Diagnosis 
was  made  by  the  history  and  absence  of  breath 
sounds  over  right  lung.  Breathing  was  normal 
after  piece  of  apple  was  removed  and  the  severe 
tracheobronchitis  set  up  by  the  vegetal  foreign 
tody  cleared  up  in  3 or  4 days. 

Case  VI.  F.  E.,  one-year-old  Mexican  girl. 
Frijole  bean  in  trachea;  duration  12  hours.  This 
patient  had  frequent  strangling  spells  due  to  the 
lodging  of  the  bean  against  the  under  side  of  the 
larynx.  The  palpatory  thud  and  audible  slap  were 
present  in  this  case.  Moisture  had  caused  such 
swelling  of  the  bean  that  it  was  necessary  to  re- 
move it  prece  by  piece,  July  2,  1926. 

Case  VII.  J.  L.,  Mexican  boy,  age  3.  Walnut 
kernel  in  right  bronchus;  duration  12  hours.  Com- 
plete obstruction  of  right  bronchus.  Diagnosis 
made  by  history  and  absence  of  breath  sounds  over 
right  chest.  Kernel  removed  through  bronchoscope. 
Uneventful  recovery.  June  30,  1927. 


Fig.  1 Fig.  2 Fig.  3 

Fig.  1 Case  I.  Five-cent  piece  in  esophagus.  Coins  in  the  esophagus  present  the  flat  surfaces 
anteriorly  and  posteriorly,  while  similar  bodies  in  the  larynx  present  the  edges  in  this  plane. 

Fig.  2.  Case  II.  Tack  in  the  left  bronchus;  two  weeks  after  this  film  was  made  the  tack  was 
removed  from  the  right  bronchus,  having  shifted  in  the  interim. 

Fig.  3.  Case  IV.  Open  safety  pin  in  the  esophagus. 
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Fig.  4 Fig.  5 Fig.  6 

Fig.  4.  Case  X.  Thumb  tack  in  left  bronchus. 

Fig.  5.  Case  XIV.  Glass  bead  in  right  bronchus. 

Fig.  6.  Case  XIX.  Obstruction  of  esophagus  by  piece  of  beefsteak. 


Case  VIII.  L.  L.,  Mexican  girl,  age  15  months. 
Pinto  bean  in  right  bronchus;  duration  36  hours. 
It  was  necessary  to  remove  this  bean  piece  by  piece 
because  of  swelling  of  the  bean  from  the  moisture 
in  the  bronchus.  July  28,  1927. 

Case  IX.  Mrs.  H.  H.,  age  40.  Piece  of  beefsteak 
lodged  in  upper  end  of  esophagus;  duration  6 hours. 
Th's  woman  had  had  similar  experiences  on  two 
previous  occasions,  but  had  been  able  to  dislodge 
the  piece  of  meat.  Fluoroscope,  with  the  patient 
taking  a little  barium  by  mouth,  showed  the  posi- 
tion of  the  obstruction.  There  was  a distended 
aortic  arch,  which  probably  was  the  cause  of  the 
stenosis  of  the  esophagus.  A piece  of  steak  was 
removed  through  the  esophagoscope,  September  17, 
1927. 

Case  X.  F.  G.,  Mexican  boy,  age  11.  Thumb 
tack  in  left  bronchus;  duration  6 hours.  No  symp- 
toms except  slight  pain  under  sternum.  Tack  re- 
moved by  bronchoscope.  This  boy  was  playing  at 
school,  had  a thumb  tack  in  his  mouth  and  inhaled 
it.  After  the  initial  coughing  spell,  he  went  into 
the  symptomless  period  and,  except  for  very  slight 
pain  in  the  chest,  we  probably  would  not  have  been 
led  to  get  an  x-ray  picture,  (Fig.  4)  which  showed 
us  the  tack. 

Case  XI.  M.  V.,  Jr.;  Mexican  boy,  age  5.  Penny 
in  esophagus;  duration  6 hours.  Unable  to  swallow 
food.  Penny  removed  by  esophagoscope,  March 
19,  1928.  Uneventful  recovery. 

Case  XII.  J.  M.,  American  boy,  age  3.  Five- 
cgnt  piece  in  esophagus;  duration  4 hours.  Re- 
moved by  esophagoscope,  May  10,  1928.  Some 
respiratory  obstruction  due  to  relative  large  size  of 
foreign  body  in  esophagus  caus’ng  pressure  an- 
teriorly on  trachea. 

Case  XIII.  Mrs.  C.  G.,  Mexican  woman,  75  years 
of  age.  Chicken  bone  in  esophagus;  duration  24 
hours.  Much  pain,  increase  of  saliva  and  inability 
to  swallow  foods.  This  foreign  body  was  a very 
jagged  and  sharp-edged  piece  of  breast-bone  of 
chicken.  Removed  through  esophagoscope  with  un- 
eventful recovery,  June  4,  1929. 

Case  XIV.  F.  C.,  American  girl,  age  3.  Glass 
bead  in  right  bronchus;  duration  8 hours.  Slight 
wheezy  cough.  Bead  removed  by  bronchoscope, 
July  5,  1929.  This  case  was  interesting  because 
it  demonstrated  how  plainly  glass,  because  of  its 
lead  content,  will  show  in  an  x-ray  picture  (Fig.  5). 
Of  interest  also  was  the  fat  that  the  bronchus 
was  not  completely  blocked  by  this  rather  large 
foreign  body,  probably  because  air  was  able  to  pass 


into  the  lung  through  the  hole  in  the  center  of  the 
bead. 

Case  XV.  M.  B.,  American  boy,  age  3.  Five- 
cent  piece  in  esophagus;  duration  24  hours.  No 
difficulty  on  swallowing  liquids.  Foreign  body  re- 
moved by  esophagoscope,  August  15,  1929. 

Case  XVI.  S.  R.,  Mexican  girl,  2M>  years  of  age. 
Watermelon  seed  in  right  bronchus;  duration  48 
hours.  Removed  by  bronchoscope.  This  case  gave 
the  typical  history  of  bronchial  foreign  body.  An 
x-ray  was  made  which  did  not  localize  the  body  be- 
cause the  seed  was  opaque  to  the  x-ray.  The 
parents  were  told  to  go  home  and  if  the  child  didn’t 
get  better  to  come  back.  I first  saw  the  child  48 
hours  after  it  had  aspirated  the  seed  and  by  that 
time  a severe  tracheobronchitis  had  set  up.  The 
foreign  body  was  removed  and  the  child  completely 
recovered  after  a rather  stormy  period  of  a few 
days. 

This  case  teaches  that,  with  a clear-cut  history 
and  symptoms  of  a foreign  body  in  a bronchus,  we 
should  not  hesitate  to  pass  a bronchoscope.  We 
can  not  expect  an  non-opaque  body  to  show  in  an 
x-ray,  nor  can  we  necessarily  expect  a body  of  that 
shape  to  cause  either  an  atelectasis  from  complete 
blockage  or  an  obstructive  emphysema  from  a par- 
tial blockage.  August  19,  1929. 

Case  XVII.  J.  M.  H.,  American  girl,  age  3. 
Penny  in  esophagus;  duration  24  hours.  Removed 
by  esophagoscope.  No  unusual  features. 

Case  XVIII.  G.  B.  Y.,  Indian  girl,  age  1%  years. 
Grain  of  corn  in  trachea;  duration  3 days.  Severe 
tracheobronchitis.  Foreign  body  removed  through 
bronchoscope,  January  18,  1930.  This  baby  was 
brought  from  Shiprock,  New  Mexico,  a distance  of 
800  miles.  All  of  the  signs  of  tracheal  foreign 
body  were  present:  the  audible  slap,  palpatory 

thud  and  asthmoid  wheeze.  The  baby  had  a rather 
stormy  convalescence  but  in  three  days  was  so 
completely  recovered  that  she  was  able  to  leave 
the  hospital. 

Case  XIX.  H.  M.,  American  man,  age  35.  Piece 
of  beefsteak  lodged  in  lower  end  of  esophagus; 
duration  24  hours.  Removed  by  esophagoscope, 
February  16,  1930.  This  man  was  eating  dinner  in 
Juarez  and  had  probably  forgotten  how  large  a bite 
he  had  taken  and  was  attempting  to  swallow. 
There  was  a complete  blockage,  as  shown  by  the 
x-ray  picture  (Fig  6)  after  the  patient  had  filled 
his  esophagus  with  a barium  mixture. 

Case  XX.  Z.  B.  K.,  American  boy,  age  IV2  years. 
Five-cent  piece  in  esophagus;  duration  24  hours. 
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Removed  by  esophagoscope.  There  was  nothing 
unusual  about  this  case.  It  is  well  to  remember 
that  flat  objects  lodged  in  the  esophagus  present 
the  flat  sides  anteriorly-posteriorly,  while  if  such 
an  object  is  lodged  in  the  larynx  or  trachea  we  ex- 
pect to  find  the  edge  pointing  anteriorly-posterior- 
ly and  the  flat  sides  from  side  to  side. 

Case  XXI.  A.  V.,  Mexican  boy,  17  years  of  age. 
American  halfdollar  lodged  in  the  esophagus.  Re- 
moved by  esophagoscope.  This  was  a rather  large 
foreign  body  for  the  esophagus  and  produced  con- 
siderable pain.  The  boy  was  able  to  swallow  liquids 
with  difficulty. 

Case  XXII.  A.  B.,  American  boy,  age  2.  Bean 
in  right  bronchus;  duration  48  hours.  Symptoms 
simulat'ng  pneumonia.  Bean  removed  piece  by 
piece.  Patient  died  24  hours  later. 

This  patient  was  seen  by  me  in  consultation  two 
days  after  aspiration  of  the  bean.  The  history 
pointed  to  a foreign  body  and  x-ray  showed  an  ob- 
struction atelectasis  of  right  lung  with  heart  moved 
over  to  that  side.  Breath  sounds  were  feeble  over 
the  right  lung.  Some  of  the  consultants  had 
thought  that  the  baby  had  pneumonia.  Broncho- 
scopy was  advised  but  before  that  could  be  done 
the  baby  dislodged  the  bean  from  the  bronchus  and 
it  lodged  in  the  larynx  and  came  very  near  pro- 
due  ng  death  before  it  was  dislodged  down  into  the 
trachea.  The  bean  was  quite  large,  due  to  swelling 
from  moisture,  and  had  to  be  removed  piece  by 
piece.  There  was  much  laryngeal  edema  and  a 
tracheotomy  was  done.  However,  the  child  died  the 
following  day.  Autopsy  showed  a severe  laryn- 
gotracheobronchitis  and  hemorrhages  throughout 
'.he  paryenchyma  of  the  lungs,  characteristic  of 
strangulation. 


Fig.  7. 

Tig.  7.  Photographs  of  foreign  bodies  removed 
from  cases  described  in  this  paper. 

The  last  illustration  (Fig.  7)  shows  a col- 
lection of  foreign  todies  reported  in  this  pa- 
per, with  the  exception  of  the  two  pieces  of 
steak  and  the  apple  core,  which  I was  un- 
able to  preserve. 

All  of  the  cases  reported  made  a complete 
recovery  except  the  last  one. 

General  anesthesia  was  used  in  all  cases 
except  the  last  one  and  it  was  not  necessary 
then  because  the  patient  was  unconscious 
fvom  strangulation. 

Local  or  no  anesthetic  would  probably  be 
preferable  where  one  has  three  or  four  as- 
sistants making  up  a well-trained  team,  but 
where  that  is  not  available  I believe  a gen- 
eral anesthetic  is  the  best  procedure. 


BRONCHOSCOPIC  DIAGNOSIS  AND 
TREATMENT,  INCLUDING 
FOREIGN  BODIES 

CHARLES  W.  BROWN,  M.D., 

San  Diego,  Calif. 

( Read  before  the  Fortieth  Annual  Meeting  of  the 
Arizona  State  Medical  Association,  held  at  Nogales, 
May  7-9,  1931.) 

In  a mixed  audience  of  specialists,  in 
every  branch  of  Medicine,  and  general  prac- 
titioners, I am  attempting  to  give  to  you  in 
this  paper  my  own  experiences  and  those  of 
others  to  stimulate  more  and  better  peroral 
endoscopy.  The  general  practitioner  and  in- 
ternist would  save  many  satisfied  patients 
for  himself  and  much  grief  and  money  for 
his  patient  were  he  to  have  peroral  endos- 
copic examinations  following  x-rays  on  his 
obscure  cases  of  the  respiratory  tract  and 
esophagus.  Many  a life  has  been  lost,  or 
nearly  lost,  by  waiting  too  long  for  a laryn- 
geal examination  both  indirect  and  direct. 

Case  1.  Mrs.  C.,  age  24,  was  admitted  to  San 
Diego  County  General  Hospital  with  extreme  dysp- 
nea, seven  months  pregnant,  and  laryngoscopic  ex- 
amination showed  a large  gumma  of  right  aryte- 
noid. A tracheotomy  was  necessary  before  laryn- 
goscopic examination  could  be  made.  She  had  a 
four  plus  Wassermann.  She  was  placed  on  anti- 
luetic  treatment  and,  in  few  days,  could  breathe 
through  larynx  normally  when  tracheotomy  tube 
was  removed.  In  two  months  she  was  readmitted 
to  the  hospital  and  gave  birth  to  an  apparently 
normal  baby. 

Case  2.  Mr.  J.  B.,  age  75,  with  four  plus  Was- 
sermann, had  teen  riven  large  doses  of  iodides  and 
was  a patient  in  the  County  Hospital.  One  night 
he  began  to  have  laryngeal  dyspnea  and  by  the 
next  morning  was  very  cyanotic.  A tracheotomy 
had  to  be  performed  before  a laryngoscopy  could 
be  made,  which  revealed  edema  of  entire  larynx. 
Iodides  were  stopped  and  in  a few  days  the  tra- 
cheotomy tube  was  removed. 

Case  3.  W.  D..  age  65,  admitted  in  extreme 
dyspnea.  Laryngoscopy  was  attempted  but  we  had 
to  do  a tracheotomy  before  we  were  able  to  do  a 
laryngoscopy  wh;ch  showed  an  edema  of  the  entire 
larynx.  In  a few  days  this  man  was  free  from 
distress,  with  all  edema  gone,  and  was  discharged. 
His  only  history  was  that  he  was  sensitive  to  fish 
foods  and  this  time  caused  edema  of  the  larynx. 

Case  4.  Mrs.  D.,  age  60,  gave  history  of  hoarse- 
ness. Her  tonsils  were  removed  without  a laryngos- 
copic examination  either  d’rect  or  indirect.  I saw 
her  four  months  later  in  consultation  when  at  the 
Mercy  Hospital.  Did  a biopsy  by  direct  laryngos- 
copy and  found  a large  mass  nearly  filling  the 
larynx,  and  the  biopsy  report  was  squamous  cell 
carcinoma.  Advised  laryngectomy  but  this  was  re- 
fused and  she  died  a few  months  later  of  cachexia 
and  suffocaton.  not  even  permitting  a tracheotomy 
to  be  performed. 

Case  5.  F.  S.,  age  52.  Hoarseness  for  many 
months;  treated  for  lues;  repeated  negative  blood 
tests  for  lues.  Admitted  to  San  Diego  County  Gen- 
eral Hospital,  December  8,  1928,  with  only  symp- 
tom that  of  hoarseness.  A small  tumor  mass  was 
noticed,  on  indirect  and  direct  laryngoscopy,  on  the 
right  vocal  cord.  Biopsy  report  was  that  of  chronic 
inflammat:on,  I continued  to  observe  the  tumor 
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{-row  and  on  third  biopsy  pot  a report  of  squamous 
cell  carcinoma  and  d d a laryngectomy,  May  1,  1929. 
Two  years  later,  the  man  is  well,  and  in  all  prob- 
rbility  will  continue  well,  and  is  working  every  day, 

( Fig-'  11- 


Fig.  1 

Fig.  1.  Case  5.  Photograph  of  patient,  F.  S.,  two 
years  after  laryngectomy  for  squamous  cell  car- 
cinoma. 

Case  6.  J.  G.,  age  2,  had  definite  hoarseness  and 
repeated  attacks  of  difficult  respiration  and  was 
given  antitoxin  for  diphtheria  twice  and  had  tra- 
cheotomy twice,  before  a laryngoseopic  examination 
was  made  after  a third  emergency  tracheotomy 
when  many  papillomas  were  removed  from  the 
larynx.  She  has  now  had  seven  operations  for  re- 
moval of  papillomas  (Fig  2)  and  how  many  there 
will  be  in  futir  c no  one  knows.  She  has  had  mumps 
-n  1 several  odds  and  is  now  in  good  health  except 
for  the  papillomas. 


Fig.  2 

Fig.  2.  Case  <>.  Papillomas  removed  from  the 
larynx  of  J.  G.,  age  2,  at  the  seven  operations. 

Case  7.  L.  W.,  age  44,  was  brought  to  Mercy 
Ho'pital  in  police  ambulance  at  3 p.  m.,  April  19, 
1931,  when  a tracheotomy  was  immediately  per- 
formed by  the  police  surgeon  to  save  his  life,  on 
account  of  extreme  dyspnea.  On  that  same  morn- 
ing was  feeling  well  and  worked  in  yard;  about 
12  o’clock  noticed  throat  getting  a little  sore.  Had 
his  dinner  and  throat  continued  to  swell,  when 
suddenly  seemed  to  be  choked;  then,  in  excitement, 


called  pol  ce  ambulance.  Never  history  of  edema 
before,  occasional  sore  throat. 

Examination:  Patient  with  small  tracheotomy 

tube  just  inserted  by  Police  Surgeon  Brust.  Pa- 
tient very  nervous  with  extreme  anxious  look  on 
his  face,  no  cyanosis.  No  obstruction  to  breathing 
through  tracheotomy  tube  except  small  size  of 
tube.  Right  tonsil,  negative;  left  tonsil,  enlarged, 
red,  pus  in  crypts.  Marked  pyorrhea.  Indirect  ex- 
amination: marked  edema  of  epiglottis  blocking 
view  of  larynx  proper.  Direct  laryngoseopic  ex- 
amination revealed  very  edematous  epiglottis  and 
arytenoids  and  aryepiglottie  folds,  multiple  incisions 
in  edematous  areas  were  made  with  laryngeal  knfe 
and  a larger  tracheotomy  wound  made  to  accom- 
modate larger  tracheotomy  tube. 

In  cardiospasm  a diagnosis  can  almost  be 
made  by  the  cone  shape  of  the  dilatation  of 
the  esophagus  when  seen  with  the  fluoros- 
cope  and  x-ray.  Yet,  all  of  these  cases 
should  have  an  esophagoscopic  examination 
regardless  of  how  definite  the  history,  for 
there  is  always  a possibility  of  an  ulcer  of 
the  esophagus  that  could  be  cauterized  and 
with  the  esophagus  dilated  a few  times  the 
individual  m:ght  be  restored  to  health  and 
much  saved  in  time  of  treatment,  misery, 
and  money. 

The  following  three  cases  are  very  inter- 
esting from  this  point. 

Case  8.  Mrs.  H.,  age  40,  May  19,  1928.  Seven 
or  eight  years’  difficulty  in  swallowing,  cannot 
swallow  solid  foods.  Came  on  gradually,  noticed 
the  food  regurgitated  into  mouth.  Cannot  swallow 
cold  liquids.  Bread  with  cottage  cheese  comes  up 
in  bolus.  No  history  of  caustic  or  acid  by  mouth. 
Married  for  sixteen  years  and  always  quarreled, 
separated  six  months  ago  and  now  can’t  earn  liveli- 
hood. No  chanp-'e  of  symptoms  since  separation. 
Esophagoscopy : Very  large  esophagus  from  crico- 
pharyngeus  to  f rst  stenosis  or  apparent  spasm, 
33  cm.  from  incisor  teeth,  then  real  spasm  at  41 
cm.,  passed  bougies  for  dilatation.  May  24,  1928, 
esophagoscopic  bouginage.  Stenosis  apparently  6 
cm.  long.  May  18,  1928,  after  ingestion  of  barium, 
shows  a delay  in  the  passage  of  the  barium  at  the 
distal  end  of  the  esophagus,  where  it  narrows  down 
to  a fine  stream  just  as  it  enters  the  stomach.  The 
esophagus  was  considerably  dilated.  The  location 
of  this  delay  and  the  appearance  of  the  barium 
shadow  is  strongly  suggestive  of  a long-standing 
cardiospasm  rather  than  a stricture  from  organic 
disease.  (J.  0.  Kellogg.)  Repeated  dilatations  with 
Sippy  bougies  on  string.  Then  lost  track  of  patient 
for  three  years,  during  which  time  she  had  no 
treatment.  X-ray  showed  condition  about  same  as 
formerly  and  esophagoscopic  examination  April  7, 
1931,  showed  condition  as  follows:  large  esophagus 
filled  with  sour,  watery  solution,  which  was  re- 
moved with  stomach  tube.  Large  esophagoscope 
passed  spasm  without  resistance. 

Case  9.  Mr.  W.,  age  35,  had  one  of  the  largest 
dilatations  of  the  esophagus  that  I have  ever  seen. 
He  is  a truck  driver,  driving  all  night  every  other 
night,  and  has  been  for  years.  His  married  life  has 
been  an  unhappy  one  and  he  has  worried  a great 
deal.  Esophagoscopy  showed  an  enormously  dilated 
esophagus  filled  with  thick  foul-smelling  liquid;  no 
malignancy  present  but  a spasm  of  the  cardiac  end 
of  the  esophagus,  which  is  easily  dilated.  He  has 
now  been  under  observation  for  one  year  and  is 
feeling  very  mu-h  better  and  gaining  in  weight, 
following  his  dilatations. 
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Case  10.  Mr.  M..  age  21,  a university  student 
with  a history  of  difficulty  in  swallowing  for  two 
’ ears.  Has  had  an  eczema  since  infancy  and  no 
doubt  this  allergic  disturbance  has  been  a factor 
in  his  cardiospasm.  His  x-ray  showed  a cone- 
shaped  enlarged  esophagus.  After  two  dilatations 
he  showed  a marked  improvement,  then,  being  a 
wanderer,  went  on  his  way  east  and  was  lost  sight 
of.  He  has  had  to  work  his  way  through  high 
school  and  university  and  is  of  apparently  quiet 
makeup  but  nearly  all  these  cases  have  a nervous 
clement  to  enter  into  the  cause  of  their  condition. 

Many  a carcinoma  and  stricture  or  steno- 
sis is  diagnosed  cardiospasm,  when  a true 
condition  would  be  revealed  had  there  been 
an  early  esophagoscopic  examination. 

In  carcinomas  of  the  esophagus  it  is  not 
only  necessary  to  do  a fluoroscopic  and  x-ray 
examination,  but  an  esophagoscopy  should 
be  performed.  Jackson  states  that  the  mor- 
tality in  carcinoma  of  the  esophagus  is  100 
per  cent.  If  a person  gets  well  after  a diag- 
nosis of  carcinoma  has  been  made,  it  is  a 
rrrstake  in  diagnosis,  for  the  patient  had  a 
cardiospasm,  stricture  of  the  esophagus,  or 
other  benign  obstruction  of  the  esophagus. 

The  following  cases  are  interesting  car- 
cinoma cases. 

Case  11.  M.  M.,  age  84,  first  admitted  to  the 
San  Diego  County  General  Hospital,  December  10, 
1929.  On  December  11,  esophagoscopy  with  remov- 
al of  section  for  biopsy.  Findings:  lumen  of  eso- 
phagus blocked  with  granulation  just  below  cri- 
coid narrowing.  Dec.  20,  1929,  tissue  report  was 
squamous  celled  epithelioma.  (H.  A.  Thompson.) 

Admitted  to  the  San  Diego  County  General  Hos- 
pital second  time,  April  2,  1930.  April  4,  x-ray: 
delay  of  barium-soaked  bread  at  level  of  sixth 
cervical  vertebra,  film  taken  five  minutes  after 
ingestion,  showed  esophagus  outlined  with  barium. 
April  8,  pharyngoscopy ; growth  is  large  in  hypo- 
pharynx  and  distinctly  large  across  post-pharyngeal 
wall  up  to  near  the  level  of  top  of  arytenoids.  Pyri- 
form fossae  filled  with  fetid  solution.  April  24, 
dilatation  of  carcinoma  growth  in  upper  one-third 
of  esophagus  and  hypopharynx.  April  24,  barium 
shows  notable  obstruction  at  the  level  of  the  thy- 
roid; fluoroscopy  shows  difficulty  in  swallowing,  a 
delay  in  passage  of  barium-filled  gelatine  capsules, 
at  a point  2.5  inches  below  epiglottis.  May  13,  pa- 
tient expired.  Autopsy:  Upper  half  of  esophagus 
revealed  an  irregular  cauliflower-surfaced  growth 
about  2%  inches  in  length,  producing  an  almost 
complete  obstruction  of  the  organ.  There  were  a 
few  enlarged  lymph  glands  in  the  neck.  Right  lung 
involved.  Left  lung  consolidated  from  pneumonia 
or  hypostasis. 

Tissue  examination  from  esophagus  is  basal  celled 
epithelioma.  Lung  involvement.  Lymph  gland. 
Metastatic  Carcinoma. 

Case  12.  J.  L.,  age  65,  November  14,  1927,  gas- 
trostomy at  San  Diego  County  General  Hospital. 
January  27,  1927,  thought  had  cold,  loss  of  voice, 
only  makes  sounds.  Sore  throat  started  and  per- 
sisted. First  difficulty  in  swallowing,  April,  1927. 
Increased  since  progressively.  First  not  able  to 
swallow  meats  and  crusts.  Two  weeks  ago  could 
swallow  only  liquids.  Lost  forty  pounds  since  Jan- 
uary. December  7,  1927,  pharyngoscopic  examina- 
tion, direct  method,  showed  granulation  masses  on 
post  wall  and  lateral  wall  of  hypopharynx.  Unable 


lo  pass  esophagoscope  through  cricoid  narrowing, 
passed  No.  8 — 12  F.  bougie  three  inches  into  mass 
but  could  not  pass  further.  Diagnosis,  carcinoma 
of  hypopharynx  and  esophagus.  Death  December 
9,  1927. 

Case  13.  Mrs.  A.  R.,  age  53,  December  13,  1929, 
referred  by  Dr.  Sundberg,  Rees-Stealy  Clinic.  For 
three  years  had  trouble  with  swallowing,  and  weak- 
ness and  gradual  loss  of  weight.  Was  told  her  con- 
dition was  nervousness  and  only  three  weeks  ago 
was  examined  by  a doctor  and  was  told  again  her 
condition  was  nervousness.  Examination:  Large 

cauliflower  carcinoma  mass  in  hypopharynx  and  be- 
ginning of  esophagus  with  stricture  to  point  of  be- 
ng  unable  to  pass  a bougie  larger  than  No.  9. 
January  10,  1930,  passed  large  bougie  on  string. 
Patient  left  San  Diego  latter  part  of  January,  1930. 
Patient  died,  July,  1930. 

Case  14.  R.  P.,  age  72,  April  17,  1931.  Unable 
to  eat  or  swallow  for  twenty-four  hours.  X-ray: 
barium  at  level  of  clavicle  in  esophagus.  Pain  in 
top  of  head  started  six  weeks  ago  when  swallowing 
or  coughing.  First  noticed  obstruction  to  eating 
ord'nary  foods  one  week  ago.  Has  to  spit  out 
saliva.  Lost  three  to  four  pounds  in  last  month. 
Weight  217  to  220  for  thirty  years.  Examination: 
About  one  inch  below  cricoid,  narrowing,  almost 
complete  obstruction,  of  esophagus.  Very  hard 
masses,  larger  mass  appearing  from  right,  posterior 
portion.  Unable  to  pass  anything  smaller  than  No. 
11  F.  bougie  on  account  of  firmness  of  tumor  mass. 
Able  to  swallow  liquids  after  bouginage. , 

Case  15.  P.,  age  60,  for  many  months  treated  for 

ulcer  of  stomach  by  prominent  gastro-enterologist. 
Pegan  to  have  rapid  loss  of  weight  and  went  to 
Paradise  Valley  Sanitarium,  where  I was  called  to 
do  an  esophagoscopic  examination  after  an  ob- 
struct on  was  noticed  in  fluoroscopic  examination. 

The  esophagoscopic  examination  shows  large 
amount  of  foul-smelling  dark-brown  liquid  in 
pharynx,  trickling  over  into  larynx,  causing  con- 
t nuous  cough.  There  was  a cauliflower  mass  in 
upper  third  of  esophagus  that  biopsy  showed  car- 
cinoma. A gastrostomy  was  done  and,  in  twenty- 
four  hours  after  operation,  patient  died  from  a 
pei'foration  into  the  trachea.  A bronchoscopy  was 
not  done. 

The  following  cases  of  carcinoma  of  the 
esophagus  are  lower  down. 

Case  16.  C.  W.,  age  71,  April  1,  1929,  choking 
sensation,  vomiting,  pain  in  epigastrium  for  two 
months,  unable  to  take  solid  foods  and  stimulates 

mesis.  Patient  never  vomits  food,  always  a mucous, 
,caliva-l  ke  fluid.  Visited  a doctor  and  was  told  he 
had  acidosis  and  was  put  on  orange  juice  diet.  This 
offered  no  relief.  Soda  mint  offers  considerable 
immediate  relief.  Lost  twenty-five  pounds  in  past 
s x months.  April  9,  esophagoscopic  examination. 
Large  mass  on  right  side  of  esophagus,  43  cm. 
^rcm  incisors.  April  23,  biopsy  taken,  growth 
larger.  Report  squamous  cell  epithelioma.  April 
10,  dilated  esophagus  to  No.  28  F.  Sippy  dilators. 
X-ray  of  chest:  no  evidence  of  metastatic  malig- 
nancy. April  6,  barum  delayed  two  inches  above 
cardia,  passed  through  in  fine  stream.  The  upper 
margin  of  the  constricted  area  of  the  esophagus 
was  almost  perpendicular  to  the  line  of  the  eso- 
l hagus  giving  the  characteristic  “edge  effect,”  seen 
in  malignant  infiltration  of  the  walls.  The  eso- 
phagus above  the  constriction  was  not  dilated.  Ex- 
amination discloses  an  annular  filling  defect  of  the 
distal  two  inches  of  esophagus,  consistent  with  a 
ma'ignant  involvement.  (J.  Kellogg.)  February, 
1931,  Dr.  Barclay  phoned  in  that  Mr.  W.  was  being 
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examined  by  him  for  pension  and  that  his  condition 
was  indeed  very  poor.  I was  surprised  for  I 
thought  the  man  dead  months  before. 


Fig.  3A  Fig.  3B 

Fig.  3a.  Case  17.  Lateral  roentgenogram  of 
barium  defect  in  esophagus,  showing  the  “edge  ef- 
fect’’ of  malignancy.  Film  made  six  hours  after 
barium  meal. 

Fig.  3b.  Autopsy  specimen  from  esophagus  of 
Case  17,  showing  almost  complete  obstruction  of 

lumen. 

Case  17.  E.  C.,  74,  February  9,  1931.  Nausea 
and  vomiting.  Loss  of  weight,  thirty  pounds.  Ob- 
stinate constipation.  Onset  of  nausea  one  year 
ago,  becoming  worse  all  the  time.  Now  patient 
can  eat  practically  nothing  but  liquids.  Bowels 
will  not  move  without  enema  every  day,  no  blood 
in  stools.  Patient  emaciated.  Palpable  non-painful 
mass  in  epigastrium.  Masses  in  both  lower  quad- 
rants, which  seem  to  be  fecal.  Esophagoscopic  ex- 
amination February  28,  1931,  biopsy,  three  sections 
of  mass.  Growth  in  esophagus  practically  closing 
greater  portion  of  lower  third  of  esophagus.  Cauli- 
flower growth  with  dilatation  of  esophagus  lumen 
through  growth  from  No.  7 to  No.  22. 

X-ray:  The  patient  was  first  seen  at  the  six-hour 
period  at  which  time  there  was  barium  in  the 
esophagus,  stomach,  and  ileum.  The  barium  in 
esophagus  presented  a shadow  6 cm.  long  by  3.5 
cm.  wide.  Its  lower  border  was  five  inches  above 
the  cardia.  This  border  narrowed  sharply,  giving 
the  characteristic  “edge  effect’’  of  malignancy  (Fig. 
3a.  A line  of  barium  column  extended  downward 
from  the  above  shadow  a distance  of  one  inch.  At 
27-hour  period  apparent  increase  in  amount  of 
barium  in  esophagus.  Shadow  now  measures  7 by 
3 cm.  due  to  increase  in  fluids.  Conclusion:  Find- 
ings are  consistent  with  a malignancy  of  the  eso- 
phagus extending  downward  from  a point  five 
inches  above  the  cardia.  The  length  of  the  down- 
ward extension  has  not  been  determined  from  the 
examination  but  it  is  at  least  one  inch  in  length. 

( Kellogg.) 

Autopsy  report:  February  29,  1931.  Fairly  well- 
nourished  female,  apparently  74  years  of  age.  Very 
pale.  An  obstruction  half  the  size  of  a lemon  was 
found  in  middle  third  of  esophagus.  The  growth 
by  direct  extension  involved  the  lower  right  main 
bronchus.  No  perforation  was  found.  Cut  section 
of  growth  (Fig.  3b)  showed  almost  complete  ob- 
struction of  lumen  of  esophagus.  No  metastasis  to 
mediastinal  glands. 

Case  18.  C.  P.  S-,  71  years  of  age,  baker.  May 
3.  1930,  admitted  to  the  San  Diego  County  General 
Hospital.  History:  difficulty  with  swallowing; 


vomiting,  loss  of  weight  (fifty  pounds)  and  strength. 
About  one  year  ago  gradually  noticed  certain  foods 
would  not  agree  with  patient.  A drink  of  real  cold 
water  caused  nausea.  Coarse  food,  such  as  apples 
and  cabbages,  would  not  agree  with  patient.  After 
eating  would  complain  of  gas.  Vomiting  began  two 
weeks  before  admittance.  Bowels  normal.  May  3, 
1930,  x-ray.  The  patient  was  first  seen  at  the  six- 
hour  period,  when  a barium  residue  was  seen  in 
the  upper  half  of  esophagus.  Another  barium  spot 
about  the  size  of  a quarter  about  midway  down  the 
esophagus  but  about  two  inches  to  the  right  of  it, 
and  a small  filling  in  the  esophagus  just  above  the 
cardia.  The  patient  was  given  a small  amount  of 
barium  to  swallow  and  there  was  marked  delay  in 
the  esophagus  at  the  level  of  the  sixth  dorsal  ver- 
tebra. There  was  an  apparent  connection  between 
the  linear  esophageal  shadow  and  the  above  spot, 
indicating  that  it  was  probably  a diverticulum.  A 
lilm  taken  at  the  twenty-four  hour  period  still  shows 
the  diverticulum  of  the  esophagus,  described  above, 
to  be  filled  with  barium.  There  is  a marked  in- 
crease in  the  density  of  the  right  hilus,  extending 
fail-shaped  into  the  lower  half  of  the  right  lung. 
Suggestive  of  a metastatic  malignant  process.  (Kel- 
logg.) 

May  15,  1930.  Esophagoscopy.  Ten  minutes, 
time  of  examination.  Large  esophagus  lumen  above 
carcinomatous  ball  mass  one-half  inch  across  from 
anterior  wall  then  immediately  below  from  post  wall 
ulcerated  mass.  Diagnosis:  carcinoma  of  distal 
third  of  esophagus. 

Patient  expired  under  ether  anesthetic  when  un- 
dergoing a gastrostomy.  Was  a very  poor  risk. 
May  27,  1930,  tissue  from  esophagus  shows  a small 
piece  of  acute  inflammation  tissue.  Autopsy,  May 
21,  1930.  Esophagus  in  its  lower  third  shows  an- 
nular carcinoma  about  six  inches  in  length,  friable 
carcinomatous  tissue  encircling  the  entire  esophag- 
us, marked  by  dense  adhesions  to  trachea  and  sur- 
rounding tissue.  Lungs:  marked  apical  involvement 
on  right  side  with  thickening  and  adhesions  of 
pleura  in  both  apical  regions,  some  marginal  em- 
physema. Rest  of  body  not  abnormal,  no  metasta- 
sis. Tissue  examination  of  esophagus,  lung,  and 
so  forth.  Lung  areas  of  carcinoma,  many  areas  of 
acute  inflammation,  marked  congestion,  alveolar 
thickening.  Esophagus,  squamous  cell  epithelioma. 
Liver  and  spleen  negative  for  carcinoma. 

Case  19.  F.  G.,  81,  April  16,  1930,  sent  in  to 
San  Diego  County  General  Hospital  by  Dr.  Crab- 
tree as  a probable  carcinoma  of  lower  end  of 
esophagus.  Seen  in  admitting  room  by  Dr.  Brown, 
who  requests  admission  for  x-ray  study  and  esoph- 
agoscopy. History;  Pain  in  stomach  which  is  worse 
past  three  weeks.  Food  stays  heavily  on  stomach. 
Can’t  force  much.  Appetite  good,  has  been  vomit- 
ing, off  and  on,  for  past  three  weeks.  Chest  ex- 
amination: Moist  rales  in  bases  both  lungs.  Heart 
sound  scarcely  heard.  Loss  of  weight  thirty  pounds. 
April  19,  x-ray  report:  Esophagoscopic  examination 
after  ingestion  of  barium  showed  delay  at  the  lower 
end  about  two  inches  above  the  cardia,  with  an 
annular  filling  defect,  the  upper  margin  of  which 
showed  a characteristic  “edge  effect”  of  malignancy. 
The  annular  defect  extended  over  the  distal  two 
inches  of  esophagus.  Exam'nation  discloses  an  an- 
nular defect  of  the  terminal  portion  of  the  esophag- 
us consistent  with  malignancy.  There  was  marked 
delay  in  the  passage  of  the  barium.  (Kellogg,  No. 
10,224.) 

April  24.  Esophagoscopy,  fifteen  minutes’  dura- 
tion. Findings:  Folds  and  tumor  mass  at  distgl 
end  of  esophagus.  No  ulceration.  Biopsy  and  dila- 
tation of  esophagus.  Laboratory  report  on  biopsy, 


350 


SOUTHWESTERN  MEDICINE 


hyperplasia  of  mucous  membrane;  no  evidence  of 
malignancy.  April  25,  barium  passed  through  the 
involved  area  with  not  as  much  delay.  May  13.  Re- 
fused further  dilatation. 

June  5,  1930.  Since  esophagoscopy  patient  states 
that  he  has  felt  much  relieved,  which  is  evidently 
due  to  the  dilatation  of  this  area,  and  he  is  now 
taking  food  much  more  comfortably,  he  wishes  to 
leave  the  hospital  and  return  home.  Patient  will  re- 
turn in  four  weeks  for  further  observation.  June 
7,  discharged  from  hospital.  Carcinoma  of  the 
esophagus  with  obstruction,  improved.  April  26, 
1931,  returned  to  the  hospital  in  extreme  emacia- 
tion. 

Case  20.  F.  N.,  age  58.  X-ray,  moderate  delay 
of  passage  of  barium  through  distal  end  of  esophag- 
us with  a constriction  simulating  a neoplastic  de- 
fect. Esophagus  above  was  slightly  enlarged. 
October  22,  1930,  esophagoscopy.  Large  tumor 
mass  with  some  erosion  and  redness  on  posterior 
wall  of  esophagus  at  cardiac  end  of  esophagus. 
Bipsy,  and  passed  No.  13,  No.  16,  and  No.  17 
bougies.  Tissue  report:  Adeno-carcinoma.  (Dr. 
H.  S.  Summerlin.)  November  25,  1930,  signed  re- 
lease and  lost  track  of  patient. 

Case  21.  F.  H.,  74  years  of  age.  Difficulty  in 
swallowing.  Vomiting  food.  Symptoms  began 
three  months  ago  and  have  been  increasing  gradual- 
ly but  constantly  since.  Loss  of  weight,  forty 
pounds  in  last  year.  Most  of  it  in  past  few  weeks. 
June  30,  1930,  esophagoscopic  examination  with  re- 
moval of  section  for  biopsy.  Findings:  small  ul- 
ceration and  granulations  distal  end  of  esophagus. 
Time,  thirty  minutes.  Laboratory  report:  inflam- 
mation, not  malignant.  (H.  A.  T.)  July  2,  x-ray; 
fluoroscopic  examination,  barium  ingestion  shows 
marked  delay  at  the  cardia  without  evidence  of 
filling  defect  in  the  esophagus.  Findings  are  sim- 
ilar to  those  previously  reported.  (Dr.  Kellogg.) 
July  3,  esophagoscopy.  Removal  of  pieces  of  meat 
and  corn  from  esophagus.  Then  dilatation  and  sec- 
tion for  biopsy.  Findings:  esophagus  obstruction, 
with  meat  and  corn  above  obstruction.  July  3, 
biopsy.  Chronic  inflammation,  no  evidence  of 
malignancy. 

Readmitted,  August  23,  1930.  Diet  for  two 

months,  milk  and  water.  Vomits  incessantly. 
Marked  emaciation.  September  8,  gastrostomy  for 
alimentation.  September  19,  patient  died.  Autopsy 
findings:  Patient  old,  emaciated.  Lungs,  hypo- 
static congestion  with  infarct  in  left  lung.  At 
junction  of  esophagus  and  stomach  a mass  the  size 
of  an  egg  surrounded  the  esophagus.  Mass  was 
hard  and  fungating,  producing  complete  obstruc- 
tion. 

NEW  GROWTHS  IN  LUNG 

Case  22.  C.  E.  B.,  42,  November  12,  1929.  Com- 
plaining of  cough,  expectoration  and  inability  to  get 
rid  of  cold  six  weeks  ago.  Four  years  ago,  in- 
fluenza and  never  well  since.  Night  sweats  fol- 
lowing flu  six  weeks  ago.  Coughs  great  deal  and 
expectorates  yellow  material.  Gain  in  weight  at 
present.  No  pain  in  chest.  X-ray,  shows  mass  at 
base  right  lung  posterior. 

Bronehoscopic  examination:  Right  bronchi  are 

large  and  all  carinae  are  rounded  and  red.  Large 
l'ibromatous  mass  in  third  or  fourth  bifurcation. 
Biopsy  removed  and  examined.  Report:  inflamma- 
tory tissue.  Later  report  from  Mayor  clinic  on 
slide  showed  squamous  cell  epithelioma,  type  two. 

Chest  examination  by  Dr.  Sundberg  of  Rees- 
Stealy  Clinic,  essentially  negative,  except  little  dull- 
ness in  right  lower  base.  Paravertebral  bronchus. 

Dr.  Vinson  of  Mayo  Clinic  reports  a case 
of  treatment  of  primary  carcinoma  of  the 


bronchus  by  radium  and  roentgen  ray. 
“From  January,  1925,  to  December  22, 
1930,  the  diagnosis  of  primary  carcinoma  of 
the  bronchus  was  made  in  seventy-one  cases 
from  microscopic  examination  of  tissue 
which  was  removed  at  bronehoscopic  exam- 
ination. Questionnaires  were  recently  sent 
to  this  group  of  seventy-one  patients,  and 
the  answers  show  that  fifty-three  of  them 
a”e  dead.  Practically  all  patients  have  been 
advised  to  have  deep  roentgen  treatment 
here  or  at  home  and  many  of  them  have 
followed  this  advice.  Ten  of  the  patients 
who  have  had  radiotherapy  have  shown 
varying  degrees  of  improvement.  Four  of 
those  have  been  observed  for  periods  of  from 
four  to  seven  months,  one  for  eleven  months, 
three  for  sixteen  months,  one  for  three  years 
and  one  for  three  and  a half  years.  Six  of 
the  patients  are  faib'ng  rapidly  and  two  have 
not  yet  replied  to  the  questionnaire.” 

The  above  mentioned  patient  went  there 
for  examination  in  September,  1927.  In 
March  of  the  same  year,  he  had  had  an  at- 
tack of  pneumonia  which  was  followed  by 
cough,  purulent  expectoration,  fever  and  loss 
of  30  pounds  in  weight. 

Roentgenoscopic  examination  of  the  tho- 
rax revealed  marked  infiltration  in  the  base 
of  the  right  lung  which  was  thought  to  be 
due  to  pulmonary  abscess. 

General  examination  disclosed  absence  of 
breath  sounds  over  this  area  of  infiltration. 
Bronschoscopic  examination  disclosed  an  ul- 
cerative lesion  in  the  right  bronchus  and  a 
specimen  of  tissue  removed  showed  it  to  be 
a squamous-cell  epithelioma,  grade  3.  He 
was  given  deep  roentgen-ray  treatment,  both 
here  and  at  home  and,  in  addition  to  this, 
radium  was  introduced  directly  into  the 
bronchus  through  the  bronchoscope.  He  be- 
gan to  improve  immediately  and  within  a 
year  after  his  return  home  he  had  gained 
30  pounds  in  weight,  and  all  of  his  pulmon- 
ary symptoms  had  disappeared.  The  last 
radium  treatment  was  given  in  October, 

1929.  His  health  remained  good  until  May, 

1930,  when  severe  marked  diarrhea  devel- 
oped, the  cause  of  which  has  not  yet  been 
determined,  as  he  has  just  returned  for  ex- 
amination. 

One  of  the  chief  reasons  why  we  have 
advocated  bronchoscopy  in  cases  of  pulmon- 
ary disease,  particularly  if  operation  for  pul- 
monary abscess  is  considered,  is  to  rule  out 
the  presence  of  primary  carcinoma  of  the 
bronchus  before  operation  is  performed.  In 
the  past,  we  have  had  very  little  hope  that 
carcinoma  of  the  bronchus  would  be  amen- 
able to  any  type  of  treatment,  but  I feel 
that  the  condition  of  this  patient  at  the  pres- 
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ent  time  should  encourage  us  to  adopt  this 
type  of  treatment  in  all  cases  of  bronchial 
carcinoma. 

Case  23.  G.  S.,  10  years  old,  February  7,  1924, 
was  kicked  by  a horse  just  above  l’ight  knee,  three 
months  ago,  and  since  then  this  area  has  pro- 
gressively and  gradually  enlarged.  Examination: 
Right  knee  three  or  four  times  size  of  left,  un- 
able to  fully  extend  knee.  Diagnosis  of  x-ray  re- 
port, osteo  sarcoma.  No  evidence  of  chest  metas- 
tasis. (L.  C.  Kinney.) 


Fig.  4A  Fig.  4B 

Fig.  4.  Case  23.  (a)  First  roentgenogram  show- 

ing sharply  outlined  tumor  in  lower  left  thorax, 
(b)  Showing  progression  in  development. 

February  8,  1924,  was  discharged,  unimproved, 
refused  operation.  Later  leg  was  amputated  above 
knee  at  Paradise  Valley  Sanitarium. 

November  7,  1929,  readmitted.  History:  almost 
continuous  colds  for  several  years.  Drainage  from 
left  ear  for  five  years,  drains  about  two  or  three 
months  each  year.  Diagnosis:  infected  tonsils  and 
adenoid,  chronic  suppurative  otitis  media,  ozena. 
Continuous  raising  of  heavy  muco-pus.  Repeated 
x-ray  examinations  (Figs,  a and  b)  show  a pro- 
gressive enlargement  of  a tumor  mass  in  left  lower 
lobe.  This  has  been  a subject  for  considerable  guess 
work  with  all  sorts  of  probabilities.  Bronchoscopy: 
Pressure  on  left  second  bronchus  medial  side.  Dr. 
Krause,  of  Tucson,  when  in  San  Diego  this  year, 
gave  a probable  diagnosis  of  dermoid  cyst.  Dr. 
Parowski,  of  Vauclain  Tubercular  Hospital,  gave 
diagnosis  of  cyst  connected  with  bronchus  and  ad- 
vised and  d'd  artificial  pneumothorax,  with  no  re- 
lief. Patient’s  chest  was  later  opened  by  Dr.  Chas. 
W.  Fox,  on  the  left  side,  two-stage  operation,  when 
there  was  found  a thick,  bloody,  grumous  mass 
filling  the  entire  lower  left  lobe  area.  Examina- 
tion showed  this  to  be  a giant  cell  sarcoma,  chronic 
inflammation  with  pigmentation  of  sarcoma  areas. 
At  the  present  time  patient  is  near  death. 

Case  24.  O.  D.  June  26,  1928,  admitted  to  the 
San  Diego  County  Hospital.  History:  Pain  in  stom- 
ach, loss  of  weight,  and  vomiting  of  blood  two 
nights  ago.  For  several  weeks,  unable  to  take  solid 
food.  Pain  in  pit  of  stomach  relieved  by  food.  No 
history  of  belching  of  gas,  nor  passage  of  blood 
in  stools. 

November  23,  1925,  difficulty  in  swallowing  for 
five  years.  Present  illness,  five  years  ago  began 
to  have  difficulty  in  swallowing  any  solid  food. 
Thinks  has  no  more  difficulty  now  than  had  four 
or  five  years  ago.  Loss  of  weight,  150  pounds  to 
118  pounds  in  last  three  years.  X-ray,  September 
11,  1925,  with  the  usual  barium  mixture  there  is  an 
irregular  constriction  in  the  esophagus  beginning 
12  cm.  from  cardia  junction  and  extending  irregu- 


larly to  the  cardiac  portion  of  the  stomach.  There 
is  no  usual  dilatation  above  this  beginning  con- 
striction. The  area  of  constriction  is  irregular 
throughout  and  in  middle  portion  of  this  area  a 
part  of  the  esophagus  shows  almost  normal  diam- 
eter. The  narrowest  point  of  constriction  measures 
4 mm.  The  heavy  barium  jelly  just  barely  passes 
through  the  narrowest  point  of  the  constriction. 
Stomach  small  in  size,  no  defects.  (Dr.  Elliott.) 
Removal  of  lymph  node  from  neck  showed  epithe- 
lioma. 

June  26,  1928,  abdomen  examination.  Pain  and 
tenderness  upper  left  quadrant.  No  distinct  mass 
felt.  X-ray  report:  barium  down  to  a narrow 
stream  four  inches  above  cardia.  Esophagus  above 
this  slightly  d lated  and  showed  irregular  margin 
along  lower  portion.  Constricted  area  about  IV2 
inches  long  and  esophagus  dilated  again  just  distal 
to  this,  forming  two  moderately  large  pouches  con- 
nected by  a constricted  portion.  There  was  only  a 
slight  delay  in  the  passage  of  the  barium  through 
this  constriction.  A film  taken  only  15  minutes 
after  ingestion  of  barium  still  showed  a small  resi- 
due. This  is  not  typical  of  the  usual  annular 
malignant  infiltration. 

August  2,  1928,  esophagoscopy,  twenty  minutes’ 
duration.  Large  esophagus,  IV2  inches  in  diameter, 
with  inflammation  of  distal  end  of  esophagus  area 
above  mass,  this  desquamated  area  covered  with 
thick  plastic  exudate  or  membrane.  Two  large 
finger-like  masses  projecting  into  esophagus.  Not 
ulcerated  and  difficult  to  make  bleed.  Unable  to 
obtain  specimen  for  biopsy  as  masses  squeeze  out 
of  forceps.  Unable  to  pass  bougies  through  mass 
blocking  lumen.  Immediate  postoperative  condition, 
no  shock.  (C.  W.  B.) 

Autopsy  record,  esophageal  malignancy. 


Fig.  5 

Fig.  5.  Case  25.  Lateral  roentgenogram  show- 
ing bronchiectatic  cavities  filled  with  lipiodol. 

Case  25.  Iv.  H.,  February  27,  1930.  Frequent 
colds.  Productive  cough  with  whitish  masses,  never 
been  blood-streaked.  Loss  of  weight  and  strength, 
185  pounds  two  years  ago  to  114  pounds  at  present. 
Tires  easily,  night  sweats.  Asthmatic  attacks  for 
two  years.  Occasional  pleurisy  pains.  Bronchos- 
copic  examination,  February  27,  with  lipiodol  in- 
jection. Findings,  thickened  mucous  membrane. 
Carinae  are  thick  and  red,  heavy  plug  of  tenacious 


352 


SOUTHWESTERN  MEDICINE 


mucus  in  right  and  left  bronchus.  Left  bronchus 
lumen  is  much  smaller  than  right  and  is  shoved 
backward. 

X-ray,  February  27,  after  lipiodol  injection,  an- 
terior-posterior and  lateral  positions  show  a large 
mass  of  opaque  solution  in  the  medial  half  of  the 
right  base.  (Feg.  5.)  Shadow  measures  2 by  4 
cm.  (Kellogg.) 

March  18,  19.30,  bronchoscopic  examination.  Third 
b furcation  on  right  side  very  red,  bronchus  leading 
from  that  portion  of  lung  near  midline.  Profuse 
amount  of  muco-pus. 

FOREIGN  BODIES  REMOVED  BY  PER  ORAL 
ENDOSCOPY 

No.  1 — L.  S.,  80,  May  12,  1926.  Rabbit  bone  in 
cricoid  narrowing. 

History:  Eating  rabbit  for  breakfast  this  morn- 
ing and  felt  a piece  of  bone  in  throat.  Wearing 
lull  set  of  false  teeth  and  did  not  notice  bone  in 
mouth  at  time  of  swallowing.  Examination:  In- 
directly, unable  to  find  evidence  of  foreign  body. 
Local  anesthesia,  with  pharyngoscope  and  alligator 
forceps  removed  small  triangular  piece  of  bone 
from  cricoid  narrowing,  right  side.  Sitting  posture. 
Duration  of  bone  in  situ,  three  hours.  Time  of  re- 
moval, one  minute. 

No.  4 — E.  C.,  22  months,  Feb.  7,  1925.  Peanut  in 
right  bronchus. 

History:  Child  was  brought  in  to  County  Hospital 
with  history  of  having  been  fed  peanut  brittle  on 
January  31,  1925.  Child  had  been  treated  before 
admission  to  Hospital,  for  pneumonia.  On  admis- 
sion, child  was  breathing  laboriously  and  had  rattle 
in  the  lungs.  Physical  examination:  Temperature, 
99.8°;  pulse,  110;  respirations,  34.  Chest  resonance 
clear  over  both  lungs.  Slight  bronchial  breathing 
over  right  lung,  anterior.  Small  amount  of  large 
moist  rales  heard  over  right  lung.  X-ray:  consid- 
erable inflammatory  reaction  around  lower  right 
bronchus,  'Which  is  probably  site  of  foreign  body. 
(Dr.  L.  C.  Kinney.)  Bronchoscopic  examination: 
Right  bronchus  shows  edema  and  ulcerations  with 
granulation.  Through  granulations  reveal  white 
foreign  body,  which  was  macerated.  Removal  of 
peanut  in  four  pieces,  using  bronchoscope  and  long 
straight  grasping  forceps.  Duration  of  peanut  in 
situ,  about  one  week.  Time  of  removal,  thirty 
minutes.  Following  removal  of  foreign  body  child 
continued  with  pneumonia,  having  a temperature 
varying  from  100°  to  104°,  with  usual  symptoms. 
X-ray,  Feb.  20,  1925:  Chest  shows  pneumonia,  right 
base.  Recovered  and  discharged  from  hospital, 
Feb.  28,  1925. 

No.  5— Mrs.  I.  F.,  65.  Nov.  2,  1926.  Fishbone 
in  cricoid  narrowing. 

History:  Eating  fish  night  before  and  on  account 
of  having  false  teeth  did  not  notice  fishbone  in 
mouth.  Swallowed  bone  and  immediately  choked. 
Called  family  doctor  about  eleven  o’clock  at  night, 
who  admitted  her  to  hospital  the  next  day.  Exam- 
ination: Patient  invalid  and  bedfast  for  two  years. 
High  blood  pressure.  Myocarditis,  unable  to  lie  on 
left  side  at  all.  X-ray  report:  There  is  an  ab- 
normal shadow  in  the  midline  at  the  level  of  the 
fourth  and  fifth  cervical  vertebrae,  which  prob- 
ably represents  the  fishbone  faintly  outlined.  (Dr. 
W.  O.  Weiskotten.)  Under  local  anesthesia,  re- 
moved rib  of  fish  1%  inches  long  from  hypo- 
pharynx,  just  above  cricoid  narrowing,  high  end 
pointing  to  right  wall  and  stuck  into  wall.  Op- 
posite end  to  left  and  lower.  Bone  broken  % 

inch  from  the  end.  Instruments  used,  pharyngos- 
cope and  alligator  forceps.  Sitting  position.  Dura- 
tion of  bone  in  situ-  nineteen  hours.  Time  of  re- 
moval, one  minute.  Patient  remained  in  hospital 
for  three  days,  running  slight  temperature,  had 


sore  throat,  difficulty  in  swallowing,  some  edema. 
At  end  of  the  third  day  much  improved  and  sent 
home. 

No.  7 — H.  W.,  37.  Feb.  3,  1927.  Bent  pin  in 
bronchus.  History:  Coughing  spells  about  1914, 
thirteen  years  ago.  Would  take  off  belt  and  put 
around  chest  or  lay  hands  on  chest,  which  would 
g ve  relief.  For  the  last  ten  or  twelve  years  slept 
on  face  with  hands  across  chest.  After  went  with 
destroyers,  one  month  ago,  surroundings  were  damp 
and  started  coughing  again.  Coughing  right  along, 
but  not  spasmodically,  until  one  month  ago,  some- 
times one  or  two  spells  a day,  lasting  from  fif- 
teen to  twenty  minutes  and  seemed  as  if  he  would 
strangle.  Coughed  hard,  raised  phlegm,  and  got 
relief.  Night  sweats.  X-ray  taken  showed  for- 
e'gn  body,  bent  pin,  in  right  bronchus.  Sent  to 
U.  S.  Naval  Hospital.  Gave  14  grain  morphine 
sulphate,  1/150  grain  scopolamine,  one  hour  before 
painting  throat  with  cocaine.  Operation,  Febru- 
ary 7,  1927.  Findings:  No  ulcerated  areas  but 
two  or  three  nodulated  fibrous  masses  where  pin 
has  caused  constant  irritation.  Removed  rusty  bent 
pin  from  right  secondary  bronchus.  Pin  so  rusty 
it  broke  at  bend  when  being  pulled  into  broncho- 
scope. Grasped  point  with  long  Tucker  tack  grasp- 
ing forceps.  Time  of  removal,  two  minutes.  Dura- 
tion of  pin  in  situ,  fifteen  years.  Feb.  10,  19271 
Last  night  had  pain  in  chest  and  up  until  nine 
o’clock  this  morning,  when  disappeared.  Thought 
perhaps  it  was  due  to  sleeping  in  close  steam-heated 
room.  March  1,  1928,  no  more  coughing  spells  and 
feeling  fine. 

No.  8. — T.  C.,  2.  Dec.  10,  1925.  Penny  in  esophag- 
us. History:  While  playing  on  floor  three  days  ago 
swallowed  penny  and  x-ray  taken  by  Doctor  Apple 
of  El  Centro  showed  foreign  body  in  throat.  Child 
unable  to  swallow  foods  but  could  swallow  liquids 
and  water.  X-ray:  There  is  metallic  foreign  body 
in  the  neck  opposite  the  level  of  the  seventh  cervical 
vertebra.  (Dr.  L.  C.  Kinney.)  Examination: 
Pharynx  and  esophagus  edematous  and  red.  Coin 
bathed  in  heavy  tenacious  mucus  and  sunken  in 
edematous  tissue.  Removed  penny  from  esophagus, 
no  anesthesia,  with  six  millimeter  esophagoscope 
and  long  grasping  forceps.  Duration  of  penny  in 
situ,  three  days.  Time  of  removal,  one  minute. 
Good  recovery. 

No.  9— R.  N.,  35.  Oct.  29,  1927.  Bone  in 
pharynx.  History:  While  eating  spare  ribs  and 
kraut  at  12:30  noon  today  got  a piece  of  bone  in 
throat.  When  swallowing  bone  had  terrific  choking 
spell  and  thought  was  going  to  die.  After  awhile 
felt  better  and  able  to  breathe  easily,  but  sharp 
pains  continued  in  throat. 

Admitted  to  County  Hospital.  No  x-ray  taken. 
Examination:  Foreign  body  in  right  pyriform 

fossa,  upper  end  sticking  in  right  side,  into  lateral 
wall  of  pharynx.  Could  not  see  lower  end.  Under 
local  anesthesia,  removed  bone  from  crico-pharyn- 
geal  area  with  pharyngoscope  and  alligator  for- 
ceps. 

No.  11 — Baby  C.,  2y2.  Nov.  26,  1922.  Coin  in 
esophagus.  History:  Two  months  ago  swallowed 
penny  and  passed  from  rectum,  found  in  stool. 
This  morning  at  8:30  swallowed  penny  and  choked. 
Has  been  vomiting  off  and  on  all  day  and  very 
drowsy.  No  x-ray  was  taken.  Examination  with  flu- 
oroscope  shows  coin  in  esophagus  at  sternal  notch. 
Removed  coin  with  pharyngoscope  and  alligator  for- 
ceps. Time  of  removal,  three  minutes.  Duration 
of  penny  in  situ,  ten  hours.  Good  recovery. 

No.  14 — Baby  D.,  18  months.  1922.  Screen  in 
cricoid  narrowing.  History:  Child  was  playing  <?n 
floor  and  mother  thinks  piece  of  screen  was  brought 
in  by  another  child  from  the  street.  Noticed  child 
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choking  and  tried  to  remove  foreign  body  with 
finger  but  unsuccessful.  Admitted  to  County  Hos- 
pital next  morning.  X-ray  showed  screen  in  cri- 
coid narrowing.  With  no  anesthesia  removed  with 
pharyngoscope  and  alligator  forceps.  Time  of  re- 
moval, one  minute.  Duration  of  screen  in  situ, 
sixteen  hours.  Size  of  screen,  % by  Vz  inch, 
ragged  edges.  Good  recovery. 

No.  17 — M.  M.,  7,  metal  slug  in  pharynx.  His- 
tory: Out  playing  with  children.  Had  large  slug 
in  mouth  and  accidentally  swallowed  it,  lodging  in 
throat.  Severe  pain  on  swallowing  and  unable  to 
turn  head  to  right  or  left.  Chin  up  and  shrugged 
shoulders  when  swallowed.  Operation:  Removed 
slug  from  throat  with  pharyngoscope  and  alligator 
forceps;  no  anesthesia.  Time  of  removal,  one  and 
a half  minutes.  Duration  of  slug  in  situ,  three 
hours.  Diameter  of  slug,  one  and  a half  inches. 
X-ray  by  Dr.  McCausland  shows  metallic  body  in 
pharynx. 

No.  20 — Mr.  S.,  86.  March  17,  1928.  Large  piece 
of  meat  in  larynx.  History:  Deaf,  blind.  Has  been 
ill  for  good  many  months.  Has  been  on  restricted 
diet.  Aged  lady  caring  for  patient  gave  him  tray 
with  large  chunks  of  roast  beef,  then  left  room. 
Soon  heard  him  gagging  and  a man  in  the  house 
removed  large  piece  of  meat  from  his  mouth,  think- 
ing that  was  all.  Called  a doctor,  who  upon  ar- 
rival found  patient  very  cyanotic;  heart  still  beat- 
ing, but  in  three  minutes  patient  was  dead.  Post 
mortem  examination:  Removed  large  piece  of  meat 
from  larynx  where  it  completely  capped  the  larynx, 
blocking  the  airway.  Meat  measured  2!4  inches 
by  1%  inches  by  1 inch.  Laryngoscopic,  broncho- 
choscopic  and  esophagospic  examination  after  re- 
moval of  chunk  ox  meat  revealed  no  pathology. 
This  was  all  done  post  mortem  one  hour  after  death. 

Comment:  Had  this  man  had  a tracheotomy  im- 
mediately upon  arrival  of  the  doctor  who  was  called 
in  attendance,  his  life  would  have  been  saved. 
However,  the  doctor  was  prepared  to  do  none  of 
these  things  and  a large  piece  of  meat  having  been 
removed,  felt  there  was  no  more  in  the  mouth  or 
throat  that  could  be  removed  and  possibly  a piece 
had  been  lodged  in  the  larynx  or  trachea.  How- 
ever, with  a man  eighty-six  years  of  age,  blind 
and  deaf,  in  my  opinion  this  was  a very  happy  ter- 
mination for  him. 

No.  21 — C.  B.,  4 months.  March  24,  1928.  His- 
tory: At  10  a.  m.  was  brought  in  to  office  by 
emergency  police  ambulance  with  history  of  having 
swallowed  safety  pin.  Sent  to  County  Hospital 
where  antero-posterior  x-ray  was  taken,  at  11  a.  m., 
showing  a closed  safety  pin  in  the  left  bronchus. 
At  2 p.  m.  the  same  day,  without  further  x-ray  or 
fluoroscopy,  examined  bronchi  for  pin.  Unable  to 
find  it.  Another  x-ray  revealed  pin  in  abdomen. 
Child  had  some  difficulty  with  sufeglottic  edema  yet 
at  no  time  cyanos;s.  Ran  slight  temperature.  Dis- 
charged from  hospital  in  four  days.  Pin  was  recov- 
ered by  sifting  the  stools  at  5:30  the  next  morning. 

No.  22— M.  J„  2.  March  31,  1930.  History;  Ad- 
mitted to  the  San  Diego  County  General  Hospital. 
Patient  swallowed  peanut  Thursday,  the  28th. 
Chest:  Whistle  on  examination  heard  throughout 
both  lungs.  Percussion  same  throughout.  No  rales. 
Peanut  in  situ,  four  davs.  Bronchoscopy  April  1 ; 
time,  30  minutes.  Findings:  inflammation  of 

trachea  and  bronchi  with  marked  swelling  of  left 
main  bronchus.  Meat  of  peanut  in  secondary  left 
bronchus  to  median  line.  Operation,  removal  of 
foreign  bodv  (peanut  meat). 

No.  23 — E.  C.  G..  5 months,  March  17,  1931. 
History:  Brooch  pin  in  throat  for  two  hours.  Child 
brought  to  my  office  with  Dr.  Parker  holding  head 


down  so  that  saliva  could  run  from  mouth  to  keep 
child  from  choking.  Brooch,  with  shoulders  of 
brooch  in  esophagus,  neck  in  cricoid  narrowing, 
and  face  of  brooch  to  face  the  back  of  pharynx. 
Fi  h-hook-like  connection  where  pin  was  fastened 
onto  body  of  brooch.  This  was  hooked  into  pos- 
terior surface  of  inter-arytenoid  space,  pin  point 
was  up  in  epipharynx,  that  is,  above  soft  palate. 
Operation:  Child-size  laryngoscope  with  alligator 
forceps  grasped  point  of  pin  and  attempted  to  pull 
out  pin  but  would  not  give,  grabbed  head  of  pin 
and  attempted  removal  but  would  not  give  loose. 
Then  pushed  down  and  toward  posterior  wall  of 
pharynx  and  pulled  toward  epipharynx  and  loosened 
fish  hook  connection  and  removed  foreign  body. 
Fig.  6a.)  Sent  patient  to  County  Hospital  for  ob- 
servation on  account  of  possible  post-operative 
edema.  Next  morning  child  was  discharged  well, 
no  difficulties,  and  had  nursed  twice  before  dis- 
charge from  Hospital. 


Fig.  6 

Fig.  6.  Foreign  bodies  reoved  by  per  oral 
endoscopy. 

(a)  Case  23,  brooch  removed  from  pharynx. 

(b)  Case  26,  piece  of  rabbit  bone  removed  from 
esophagus. 

(c)  Case  29,  open  safety  pin  removed  from 
esophagus. 

(d)  Case  30,  safety  pin  removed  from  hypo- 
pharynx. 

(e)  Case  31,  fish  bone  removed  from  posterior 
wall  of  pharynx. 

(f)  Case  32,  piece  of  wire  removed  from  hypo- 
pharynx. 

Case  No.  24— Mrs.  K.,  64.  July  7,  1930.  History: 
Sent  from  police  station.  Satsuma  plum  pit  in 
throat  yesterday  at  2 p.  m.,  eating  same  and  pit 
got  in  throat.  False  teeth.  Unable  to  swallow 
saliva.  Examination:  Satsuma  plum  seed  lodged 
in  upper  third  of  esophagus.  Removed  in  few  min- 
utes time,  local  anesthetic. 

No.  25 — D.  S.,  March  27,  1930.  History:  Two 
years  ago  this  June  got  some  lye  out  of  a can  and 
caused  lye  poisoning.  Dr.  Winters  treated  and  told 
mother  to  give  pure  vinegar.  Always  getting  food 
blocked  in  throat.  Now  has  piece  lodged  in 
esophagus  and  unable  to  swallow  for  twenty-four 
hours.  When  saliva  forms  has  to  spit  it  out.  Ex- 
amination: Throat  negative  for  redness  but  mouth 
f Us  with  saliva  and  must  spit  it  out.  Esophag- 
o.  copy  in  office  this  date.  Removal  of  olive  pit. 
Parsed  bougies  Nos.  5,  6,  9,  10  and  12. 

.June  18,  1930,  removal  of  large  mass  of  orange 
pulp  from  above  stricture.  Examination  revealed 
the  lumen  much  larger  than  formerly. 

No. 26 — M.  F.,  65,  Nov.  29,  1929,  admitted  to  the 
Scripps  Memorial  Hospital  at  La  Jolla  for  diagnosis 
and  x-ray  revealed  a large  mass  in  middle  third 
of  e ophagus  w'th  radiations  to  the  lateral  walls 
of  the  chest.  She  was  unable  to  raise  her  arms  to 
comb  her  hair.  Had  a temperature  of  99°  to  100° 
and  pains  in  chest.  She  was  suspected  of  having  a 
carcinoma  and  Dr.  Sherrill  of  the  Metabolic  Clinic 
requested  me  to  make  an  esophagoscopic  examina- 
tion. On  reaching  the  cricoid  narrowing  I found 
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the  esophagus  ballooned  and  filled  with  sour  watery 
contents,  the  middle  third  was  almost  completely 
blocked  with  swelling  and  granulations.  On  removal 
of  granulations  for  biopsy  I felt  my  forceps  in  con- 
tact with  very  hard  substance  which  was  removed. 
This  was  a piece  of  tone.  (Fig.  6b.)  On  further 
taking  of  history  patient  stated  she  had  cooked  a 
rabbit  stew,  two  months  before,  for  her  boys,  and 
that  she  ate  some  mashed  potatoes  with  gravy  on 
them,  at  which  time  her  esophagus  became  blocked, 
but  with  no  choking  feeling.  In  twenty-four  hours 
following  removal  of  foreign  body,  her  pain  was 
entirely  gone,  she  could  raise  her  arms  above  her 
head,  and  in  four  days  the  x-ray  showed  the 
esophagus  to  be  practically  normal  when  the  pa- 
tient was  discharged.  She  has  been  well  since. 

No.  27 — J.  K.,  age  12.  Nov.  27,  1929.  History: 
Pin  in  mouth  while  playing  at  school.  Swallowed 
same,  lodged  in  cricoid  narrowing  according  to 
x-ray  by  Dr.  Kinney.  Foreign  body  slipped  down 
into  esophagus,  lower  third.  Removed  in  one-half 
minute,  ether  anesthesia.  S.  R.  W.  C.  pin  with 
point  out  of  keeper  and  spread  about  V2  cm. 

No.  28 — P.  H.,  10  months.  February  11,  1931. 
History:  Swallowed  open  safety  pin,  open  point 
down.  X-ray  from  U.  S.  N.  Hospital  shows  open 
safety  pin  with  point  down  about  middle  third  of 
esophagus.  Examination:  Esophagoscopic,  saw  pin 
once  and  then  it  slipped  down  into  stomach.  X-ray 
immediately  after  esophagoscopy : There  is  an  open 
safety  pin  2.2  cm.  in  length  within  the  cardiac  por- 
tion of  the  shadow  of  the  stomach.  (W.  0.  Weis- 
kotten. ) Pin  recovered  from  stool  in  two  days. 

Case  No.  29 — G.  L.  D.,  4.  Aug.  27,  1930.  His- 
tory: Patient  entered  as  an  emergency,  having  swal- 
lowed an  open  safety  pin  this  afternoon.  Complains 
of  soreness  in  throat  and  is  hoarse  and  has  pain 
with  deglutition.  Fluoroscopy  by  Dr.  Masserman 
revealed  safety  pin  (open,  angle  35°)  lodged  trans- 
versely in  esophagus. 

Operation  at  5:40.  Findings:  Medium-sized  open 
safety  pin  with  point  to  left  and  up  and  keeper  to 
right  in  upper  third  of  esophagus.  Removal  of  open 
safety  pin  with  esophagoscope  and  tack  forceps, 
ether  anesthesia,  twenty-five  minutes.  (Fig.  6c.) 
Note:  Child  was  given  codeine,  gr.  V2,  and  atropine, 
gr.  1/300,  at  4:15.  Operation  at  5:40,  saw  pin  in 
esophagus  with  esophagoscope  but  patient  would 
not  be  still  and  interne  and  nurses  could  not  hold 
patient,  then  gave  ether  and  removed  pin  during 
primary  anesthesia  in  a very  short  time.  Alto- 
gether, twenty-five  minutes.  Patient  discharged 
well,  September  1,  1930. 

Case  No.  30— J.  C.,  7 months.  May  22,  1929. 
History:  Playing  with  cloth  doll  and  had  cap  pinned 
on  back  and  front  and  pulled  cap  and  opened  pin, 
then  swallowed  it.  Examination:  Well-nourished 
baby  with  open  safety  pin  in  hypo-pharynx,  op- 
posite the  fourth  cervical  vertebra.  X-ray,  Dr.  L. 
C.  Kinney.  Removed  pin  (Fig.  fid ) with  child 
laryngoscope  and  alligator  forceps.  Grasped  at 
loop,  ethylchloride  anesthesia.  Two  minutes.  At- 
tempted before  anesthesia,  altogether  ten  minues. 

Case  No.  31 — W.  L.  L..  57.  January  4,  1930.  His- 
tory: Fish  bone  in  throat  since  last  night.  Got  out 
two  pieces  but  feels  scratch  when  swallows.  Ex- 
amination: Small  piece  of  bone  sticking  into  pos- 
terior wall  of  pharynx  just  below  upper  end  of 
left  arytenoid.  Cocainized  throat,  gave  1/500 
atropine  (H). 

Removed  bone  one  inch  long  (Fig.  6e)  buried  into 
posterior  wall  of  pharynx  for  over  % inch;  time, 
V2  minute. 

Case  No.  32— T.  B.  M.,  50.  Dec.  19,  1929.  His- 
tory: Foreign  matter  in  e'ophagus.  Upper  teeth 


false.  Eating  tongue  Saturday  night  and  had  chok- 
ing sensation  at  time  and  attempted  to  dislodge 
with  piece  of  dry  bread.  Monday  morning  felt  bet- 
ter, only  time  feels  it  is  when  swallows.  Exam- 
ination: Indirect,  larynx  red,  no  visible  foreign  body 
and  arytenoids  will  not  come  forward  from  pos- 
terior wall  of  pharynx,  due  to  inflammation  and 
edema. 

December  19,  1929.  First  esophagoscopy  exam- 
ination, so  much  redness  and  edema  unable  to  find 
foreign  body,  passed  scope  to  stomach,  returned  and 
carefully  looked  on  return  then  passed  scope  two 
or  three  times  and  looked  closely  at  walls  and  un- 
able to  find  foreign  body.  Dec.  20:  edema  and  red- 
ness of  pharynx  more  pronounced.  Dec.  21,  22,  23: 
condition  improved.  Dec.  24:  found  wire  in  right 
side  of  hypo-nharynx  with  both  ends  embedded  in 
edematous  inflamed  tissues,  with  only  % to  % inch 
in  center  exposed  in  a fold  in  mucous  membrane. 
Passed  pharyngoscope  to  wire  and  pulled  wire  into 
scope.  (Fig.  6f. ) 

DISCUSSION 

DR.  H.  T.  BAILEY  (Phoenix):  Dr.  Brown  has 
shown  us  that  the  bronchoscope  and  esophagoscope 
are  very  valuable  in  removing  foreign  bodies  from 
the  air  passages  and  the  esophagus,  but  they  are 
also  valuable  aids  in  studying  pathology  of  these 
passages.  For  example,  he  has  shown  you  pictures 
of  dilated  bronchi,  also  an  esophagus  that  was  so 
dilated  as  to  look  like  the  beginning  of  a diverticu- 
lum, and  here,  gentlemen,  is  where  an  unskilled 
man  may  pass  a bronchoscope  into  a dilated 
esophagus  or  into  a diverticulum  and  rupture  the 
esophagus.  In  the  air  passages  one  can  study 

many  pathological  conditions  as  papilloma,  ulcers, 
bronchiectasis,  chronic  abscess  of  the  lungs,  cancer, 
et  cetera.  In  regard  to  pain,  many  times  a patient 
will  deceive  you  as  to  location  of  a foreign  body. 
For  example,  I had  one  patient  who  said  that  while 
eating  soup  he  had  a bone  lodge  in  the  upper  part 
of  the  trachea.  He  said  he  knew  the  bone  was 
there  because  he  could  feel  it  there.  I found  the 
bone  partly  buried  in  the  right  tonsil  but  under 
the  anterior  pillar  in  such  a position  that  it  could 
not  be  seen  until  the  anterior  pillar  was  raised 
or  lifted  forward  and  out.  Another  patient  said 
that  while  some  one  was  painting  his  nose  with 
an  applicator  covered  with  cotton,  the  cotton  slipped 
loose  from  the  applicator  and  was  drawn  into  the 
larynx.  He  knew  it  was  in  the  larynx  because  he 
could  feel  it  there.  I found  the  cotton  under  the 
inferior  turbinate  on  the  left.  A peanut  or  other 
vegetable  substance,  when  inhaled  into  the  lung, 
causes  pneumonia  more  often  and  more  quickly 
than  do  solid  substances. 

When  a patient  complains  of  having  a fish  bone 
in  the  throat  and  you  can  not  see  it,  paint  the 
throat  with  mercurochrome,  then  spray  the  throat 
or  have  the  patient  gargle  to  wash  the  mercuro- 
chrome out  of  the  mouth  and  throat.  The  fish 
bone  takes  the  stain  of  mercurochrome  and  can  then 
be  seen. 

Dr.  Brown  has  shown  you  a lantern  slide  illus- 
trating a penny  in  the  throat.  This  penny  is  in 
the  upper  part  of  the  esophagus  because  the  flat 
side  of  the  penny  is  forward.  If  it  were  in  the 
larynx  the  edge  would  be  forward.  In  my  early 
experience  I had  a patient  whose  x-ray  showed  a 
small  shawl  pin  in  the  right  bronchus.  I tried  to 
remove  this  under  general  anesthesia.  The  child 
awakened  about  the  time  I grasped  the  pin.  Dur- 
ing the  coughing  and  gagging  I loosened  my  hold 
on  the  pin  and  removed  the  bronchoscope.  The  child 
swallowed.  The  next  day  another  x-ray  showed  the 
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pin  in  the  region  of  the  appendix.  Later  it  passed 
with  the  stool. 

DR.  J.  J.  McLOONE  (Phoenix):  I would  like  to 
tell  about  one  of  my  cases  of  bronchoscopy  which 
I had  several  years  ago,  as  it  was  rather  unique  in 
its  et'ology.  A case  of  a foreign  body  in  the 
esophagus  was  referred  to  me  early  one  August 
morning.  The  history  given  by  the  patient  was  as 
follows:  About  4 a.  m.,  his  thirst  being  very  in- 
tense, he  hurriedly  seized  a bottle  of  beer  and  re- 
moved the  cap  with  his  teeth.  The  contents  of  the 
bottle  not  being  cold,  the  air  impact  blew  the  bottle 
cap  into  his  esophagus.  When  first  seen  he  had 
already  had  his  x-ray  made  and  this  showed  a 
round  serrated  body  just  below  the  crico-pharyngeus. 
The  cap  was  removed  with  little  difficulty  and 
patient  was  advised  in  the  future  to  use  an  opener 
instead  of  his  teeth  at  any  time  he  wished  to 
quench  his  thirst. 


PRENATAL  CARE 

R.  K.  SMITH.  M.D.,  F.A.C.S. 

Tucson,  Arizona 

(Read  before  the  Fortieth  Annual  Meeting  of 
the  Arizona  State  Medical  Association,  held  at 
Nogales,  May  7-9,  1931.) 

We  are  a:l  famihar  with  the  great  pro- 
gress made  during  the  past  decade  in  sur- 
gerv,  preventive  medicine,  and  methods  of 
caring  for  the  s‘ck,  but  it  is  only  during  the 
past  few  years  that  there  has  been  any  con- 
sideration for  the  expectant  mother. 

I have  found  the  following  prenatal  re- 
gime of  great  value  in  the  prevention  of 
miscarriage,  the  delivery  of  healthier  babies 
and  the  conservation  of  the  mother’s  health 
as  well  as  life  itself. 

A careful  history  should  first  be  taken 
with  special  attention  to  those  diseases  af- 
fecting the  heart,  kidneys,  and  lungs,  and 
if  the  patient  is  a multipara,  we  should  in- 
quire regarding  any  complications  of  former 
pregnancies.  As  we  all  know,  diphtheria  and 
rheumatism  frequently  show  heart  lesions 
as  seque'ae  and  nephritis  is  the  usual  com- 
plication of  scarlet  fever,  this  condition  fre- 
quently persisting  to  chronicity. 

From  a standpoint  of  life  for  the  mother, 
pulmonary  tuberculosis  is,  to  me,  always  an 
item  of  grave  concern.  A careful  physical 
examination  is  very  necessary.  This  ex- 

amination must  be  comprehensive  enough 
to  give  us  a true  picture  of  this  patient’s 
physical  condition.  The  basal  metabolic 

rate,  blood  test,  urinalysis  and  blood  Was- 
sermann,  all  give  us  valuable  information. 

Examination  of  the  pelvis,  including 

measurements,  reveals  pathological  condi- 
tions of  the  pelvic  contents  such  as  patulous 
eroded  cervix,  or  possible  tumor,  situated  in 
such  way  as  to  interfere  with  delivery,  and 
an  occasional  pelvic  deformity.  This  ex- 

amination should  be  made  in  the  early 
mon  hs  of  pregnancy  and  must  never  take 


the  place  of  periodical  examinations  neces- 
sary as  the  pregnancy  progresses.  Periodical 
examinations  include  routine  blood  pressure, 
urinalysis,  determination  of  fetal  heart 
sounds  and  position  and  presentation  of  the 
fetus.  A cleaning  up  of  a* 1 1 foci  of  infection, 
wherever  they  may  exist,  whether  in  teeth, 
tonsils,  or  sinuses,  is  strictly  in  order.  The 
fakse  idea  that  any  surgical  procedures  re- 
lating to  sources  of  infection,  such  as  ex- 
traction of  a tooth,  removal  of  chronic  in- 
fected tonsils,  or  the  drainage  of  a purulent 
sinusitis,  might  be  the  cause  of  miscarriage 
should  be  explained  to  the  patient  as  errone- 
ous. 

A patulous  eroded  cervix  must  be  regarded 
as  a source  of  infection  and  might  be  the 
cause  of  nausea  and  vomiting.  This  condition 
is  well  treated  with  anplication  of  10  per 
cent  silver  nitrate  solution  and.  if  necessary, 
cauterization,  careful] v avoiding  runtime  of 
the  amniotie  sac.  Of  course  anv  susnicious 
vaginal  discharge  requires  microscopic  ex- 
amination and.  if  gonococci  are  found,  the 
condition  should  be  treated.  Due  to  the  fact 
that  25  per  cent  of  all  pregnant  retro-dis- 
placecl  uteri  end  in  miscarriage,  special  in- 
structions should  be  given  the  patient  to 
avoid  all  strenuous  exercise  and  sexual  in- 
tercourse, with  rest  in  bed  at  those  periods 
corresponding  to  the  menstrual  epochs. 

The  heart  probablv  suffers  more  than  any 
other  organ  during  pregnancv.  The  fact 
that  one  fails  to  detect  a valvular  lesion  does 
not  satisfv  us  that  the  patient  has  a heart 
capable  of  withstanding  the  strain  of  preg- 
nancy. Cardiac  distress  following  exp'xdse 
is  very  suggestive  of  myocardial  insuffiency 
(decompensated  heart)  and  a teleo  of  the 
heart  and  an  electrocardiogram  will  help  to 
guide  us  in  handling  this  very  common  com- 
plication. 

With  a heart  low  in  reserve,  rest  in  bed 
will  frequently  prevent  a loss  of  compensa- 
tion. Recently  a patient  came  to  me,  six 
months  pregnant,  with  dyspnea,  a pulse  rate 
of  130,  and  swollen  feet;  in  other  words, 
classic  symptoms  of  decompensation.  Rest 
in  bed  was  ordered  and.  with  no  other  treat- 
ment. all  s’gns  of  decompensation  had  dis- 
appeared after  a few  weeks.  The  patient 
was  kept  in  bed  almost  constantly  and  was 
fina’ly  delivered  of  a full-term  baby  and 
made  an  uneventful  recovery. 

Many  cases  of  pregnancy  are  complicated 
by  incipient  tuberculosis,  or  reactivation  of 
an  old  tuberculous  focus,  and  there  are  also 
cases  of  advanced  tuberculosis  which  had 
tetter  be  considered  as  tuberculosis  compli- 
cated by  pregnancy.  The  opinion  among 
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physicians  is  about  equal  as  to  the  method 
of  procedure  in  these  cases.  In  fifteen  cases 
of  tuberculosis,  graded  from  arrested  to  far 
advanced,  fourteen  improved  during  and 
after  pregnancy;  the  single  case,  which 
terminated  in  death,  was  not  known  to  have 
the  disease  until  she  had  a large  pulmonary 
hemorrhage,  which  was  the  forerunner  of 
an  overwhelming  infection.  One  of  the 
fourteen  cases  applied  to  me  for  care  at 
the  end  of  the  third  month  of  pregnancy. 
She  was  38  years  old,  had  two  children,  aged 
10  and  13,  and  had  had  pulmonary  tubercu- 
losis for  the  past  ten  years.  For  five  years 
previous  to  her  pregnancy,  she  was  an  ab- 
solute bed  patient  and  at  the  time  of  preg- 
nancy was  up  only  for  meals  and  bathroom 
privileges.  Her  general  condition  improved 
during  pregnancy  and  she  gave  birth  to  a 
baby  that  weighed  7 lb.,  9 oz.  This  patient 
is  at  this  time  in  better  condition  than  at 
any  period  during  the  last  ten  years. 

I did  not  realize  the  frequency  of  hypo- 
thyroidism in  obstetrics  until  I had  deter- 
mined the  basal  metabolic  rate  in  seventy- 
three  cases,  and  was  impressed  with  the  val- 
uable information  obtained  therefrom.  I 
make  this  test  a routine  procedure.  During 
i'he  first  four  months  of  nregnancy  the 
basal  metabolic  rate  fluctuates  considerably, 
but  after  this  time  it  remains  more  constant 
minus  results  showing  a large  preponder- 
ance. In  the  seventy-three  cases,  80  per  cent 
were  minus,  and  20  per  cent  markedly 
minus,  ranging  from  minus  20  to  minus  30. 
The  hypothroid  condition  in  the  mother  will 
be  repeated  in  the  baby.  Underfunction  of 
the  thvroid  produces  overweight,  and  retards 
mental  and  nhysiea.1  development.  Over- 
weight at  birth  usually  means  hypothyroid- 
ism. In  twenty-eight  cases  where  thyroid 
was  given,  the  minimum  weight  was  5% 
pounds ; maximum  weight,  9 pounds.  Only 
seven  babies  weighed  over  8 pounds,  aver- 
age weight  being  6V2  pounds.  One  case, 
where  the  basal  metabolic  rate  was  minus 
16,  was  given  thyroid  for  two  months,  then 
moved  to  Chicago,  where  thyroid  was  dis- 
continued, and  was  delivered  of  a 10% 
pound  baby.  If  the  mother  is  given  % to  3 
grains  of  thyroid  daily  from  the  fourth 
month  until  delivery  the  doses  being  guided 
by  pulse  rate  and  nervous  symptoms,  the 
development  of  the  baby  and  the  condition 
of  the  mother  will  be  benefited. 

Proof  of  the  necessity  of  routine  Was- 
sermann  is  demonstrated  by  the  percentage 
of  positives  found  in  792  cases,  forty  women 
showing  4 plus  positives.  Of  these  40  cases 
rot  all  received  prenatal  care.  Some  were 


seen  for  the  first  time  when  in  labor.  Of  the 
thirty  cases  given  treatment  during  the 
early  months  of  pregnancy,  only  one  abort- 
ed. Twenty-nine  term  babies  were  deliver- 
ed. 

In  a case  from  my  records,  seen  first  in 
labor,  a macerated  baby  was  delivered.  Ex- 
amination of  mother’s  blood  showed  4 plus. 
Two  years  previous  to  this  time  she  had 
given  birth  to  a full-term,  macerated  fetus. 
This  woman  refused  treatment,  but  came 
back  a few  months  later,  three  months  preg- 
nant Anti-svphihtie  treatment  was  begun 
and  lasted  throughout  her  pregnancv.  Since 
then  stip  V>as  he°n  delivered  of  two  full- 
fpi-rn  hn’nTc:  w?th  no  sigTW  On  SVmptomS  of 
svnhilis.  Tbe^o  children  are  now  four  and 
tv.rPp  nP3ra  n’d  re^pactively  and  apparently 
in  perfect  health. 

Of  the  total  maternal  deaths  incident  to 
ch’ldbirth,  20  per  cent  can  be  attributed  to 
toxemias  of  pregnancies,  which  may  be  clas- 
sified as  follows : 

1.  Simple  nausea  and  vomiting; 

2.  Pernicious  vomiting; 

3.  Low  reserve  kidney ; 

A.  Nephritis  complicating  pregnancy; 

5.  Pre-eclampsia ; 

6.  Ec'ampsia. 

The  treatment  for  nausea  and  vomiting 
defends  unon  thm  severitv  of  the  symptoms. 
In  the  milder  cases  sedatives  such  as  lumin- 
al may  be  used.  % to  IV2  grains  three  times 
a day ; increased  carbohydrates ; prohibited 
sexual  intercourse.  If  the  case  is  severe  and 
does  not  respond  to  the  above  treatment,  it 
will  be  surprising  to  see  the  good  results  ob- 
tained from  isolating  the  patient  from  the 
familv.  In  these  cases  glucose  is  given  in- 
travenously, 300  c.c.  of  a 25  per  cent  solu- 
tion, administered  two  or  three  times  daily. 
The  injection  should  be  given  slowly,  at  a 
rate  not  to  exceed  4 c.c.  per  minute. 

Retroversion,  if  considered  a cause,  may 
be  corrected  by  pessary.  Rarely  do  I find  it 
necessary  to  terminate  pregnancy  on  ac- 
count of  vomiting. 

A low  reserve  kidney  occurs  in  about  5 
per  cent  of  ah  toxemias  of  pregnancy.  The 
renal  function  is  usually  normal  up  to  the 
eighth  month,  at  which  time  symptoms  of 
diseased  kidney  may  appear,  such  as  a small 
rise  in  blood  pressure  and  a slight  trace  of 
albumin  in  the  urine.  These  symptoms  dis- 
appear within  three  weeks  after  delivery  and 
there  need  be  no  apprehension  of  future 
pregnancies,  as  would  be  the  case  in  chronic 
nephritis,  where  we  would  have  high  blood 
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pressure,  particularly  diastolic,  with  albinu- 
ria.  These  symptoms  persist  long  after  de- 
livery and  are  warnings  against  future  preg- 
nancies. The  treatment  consists  of  rest  in 
bed,  with  restricted  protein  and  salt-free 
diet,  and  the  administration  of  fluids.  If 
rapid  improvement  is  not  shown  under  this 
regime,  termination  of  the  pregnancy  should 
be  considered. 

The  pre-eclampsic  state  comprises  about 
5 per  cent  of  the  toxemias  of  pregnancy.  Pre- 
eclampsic  state  comprises  about  5 per  cent 
of  the  toxemias  of  pregnancy.  Pre-eclamp- 
sia, if  recognized  in  time,  may  be  controlled 
and  the  convulsions  and  coma  of  true 
eclampsia  averted.  Frequent  blood  pressure 
readings  and  uninalysis  are  desirable,  noting 
the  increase  or  decrease  of  albumin.  These 
tests,  together  with  history  of  headaches, 
dizziness,  and  distorted  vision,  will  be  the 
guide  as  to  progress  in  the  case.  I have 
found  the  treatment  in  these  cases  to  be  rest 
in  bed,  saline  catharsis,  salt-free  and  re- 
stricted diet  with  elimination  of  all  meat 
proteins.  If  there  is  no  improvement,  labor 
should  be  terminated.  In  eclampsia  the  fac- 
tors which  foretell  a grave  prognosis  are: 
Rise  in  pulse  rate  and  blood  pressure  and 
temperature,  with  increase  in  amount  of  al- 
bumin in  the  urine  and  number  of  convul- 
sions and  depth  of  coma.  When  convulsions 
are  established,  the  patient  should  be  hospi- 
talized under  the  following  regime:  Hypo, 
of  morphine,  gr.  V2  at  first  dose;  then  gr.  %, 
repeated  as  often  as  needed  to  control  the 
convulsions.  Oxygen  inhalation  between 
convulsions  (to  relieve  anoxemia).  Glucose, 
300  c.c.  of  a 25  per  cent  solution,  intraven- 
ously, repeated  every  six  hours.  Spinal 
puncture,  usually  every  six  hours  until  pres- 
sure is  normal.  One  or  two  ounces  of  a sat- 
urated solution  of  magnesium  sulphate  is 
given  through  a duodenal  tube  inserted 
through  the  nose.  I do  not  consider  eclamp- 
sia an  indication  for  cesarean  section.  Noth- 
ing is  done  to  hasten  labor  until  the  second 
stage,  when  low  forceps  may  be  applied. 

In  conclusion,  I wish  to  emphasize  the 
necessity  of  routine  examinations  in  the 
pregnant  woman.  You  are  not  only  serving 
the  patient,  but  yourself  as  well,  |or  you  will 
be  in  a better  position  to  handle  the  many 
problems  which  may  complicate  the  delivery 
through  a better  knowledge  of  the  obstacles 
to  be  surmounted.  I also  wish  to  emphasize 
the  importance  of  laboratory  findings,  the 
determination  of  the  metabolic  rate,  blood 
chemistry  and  the  electrocardiograph. 


BIRTH  INJURIES  IN  THE  NEWBORN. 

ESPECIAL  REFERENCE  TO  INTRA- 
CRANIAL HEMORRHAGE 
FLOYD  B.  SHARP,  M.D., 

Phoenix,  Arizona. 

(Read  before  the  Fortieth  Annual  Meeting  of 
the  Arizona  State  Medical  Association,  held  at 
Nogales,  May  7-9,  1931.) 

Birth  injuries  in  the  newborn  are  almost 
numberless  in  variety.  Certain  among  them, 
however,  are  the  more  common,  and  their 
frequency  is  so  great  as  to  provide  the  pur- 
pose for  the  presentation  of  this  short  pa- 
per. Statistics  presented  in  the  literature 
of  recent  years,  coupled  with  our  individual 
observations,  indicate  the  need  for  closer  at- 
tention to  this  phase  of  obstetrics. 

Every  conceivable  type  of  injury  may  be 
suffered  by  the  child  during  labor  and  deliv- 
ery, especially  if  the  latter  is  artificial.  This 
may  vary  from  simple  and  unimportant 
abrasions  and  contusions  of  the  skin, 
through  the  gamut  of  cuts,  tears,  punctures, 
injury  to  viscera,  fractures  of  bones,  crush- 
ing or  disruption  of  parts,  even  to  dismem- 
berment. Many  of  these  are  rare  and  are 
caused  by  an  overwhelming  combination  of 
circumstances,  or  absurd  incompetency  on 
the  part  of  the  medical  attendant,  so  that 
discussion  here  has  no  practical  value. 

Most  of  the  birth  injuries  which  concern 
us  are  those  resulting  from  pathogenic  va- 
riations in  the  so-called  physiological  func- 
tion and  mechanism  of  labor,  and  errors  in 
the  judgment  and  technic  of  delivery.  Our 
attention,  therefore,  centers  chiefly  upon 
those  which,  by  their  frequency,  their  ef- 
fect upon  the  child  especially  if  it  lives,  and 
their  susceptibility  to  prevention,  force 
themselves  into  our  every-day  practice  as 
obstetricians.  A summary  of  the  facts 
should  enable  us  to  draw  valuable  conclu- 
sions and  put  into  force  definite  obstetrical 
principles,  increasing  greatly  the  welfare  of 
the  child  as  it  comes  into  the  world. 

The  occurrence  of  birth  injury  is  much 
greater  than  we  formerly  believed.  By  far 
the  most  frequent  and  the  most  important 
to  us  is  intracranial  damage  and  hemor- 
rhage. Lumbar  puncture  performed  upon 
five  hundred  consecutive  newborn  babies 
at  the  City  Hospital,  Welfare  Island,  was 
reported  by  W.  Sharp  and  McClaire  six  years 
ago  to  show  bloody  cerebrospinal  fluid  in 
9 per  cent.  Only  a few  of  these,  however, 
showed  symptoms,  and  still  fewer  died  and 
came  to  autopsy.  This  tends  to  show  some 
damage  done  to  many  infants  which  is  not 
discovered  by  ordinary  symptoms  or  meth- 
ods of  diagnosis.  Sarbin’s  report  in  1927 
on  a series  of  320  fetal  postmortems  at  the 
Chicago  Lying-In  Hospital  showed  over  20 
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per  cent  of  the  deaths  due  to  cerebral  dam- 
age and  hemorrhage.  Ehrenfest  finds  vari- 
ous sized  hemorrhages  in  the  brain  sub- 
stance in  about  65  per  cent  of  all  young  in- 
fants coming  to  autopsy.  Lacerations  in 
various  dural  folds  are  found,  with  or  with- 
out hemorrhages,  in  about  50  per  cent  of 
such  autopsies.  Of  the  infants  who  are  born 
dead,  or  who  die  soon  after  birth  seemingly 
as  the  result  of  asphyxiation,  between  70 
and  80  per  cent  actually  die  from  intracra- 
nial damage.  J.  Partridge  states  that  in 
healthy  mothers  nearly  half  the  infants  who 
are  alive  at  the  beginning  of  labor  and  yet 
are  born  dead,  succumb  as  the  result  of  in- 
tracranial injury.  Other  injuries  resulting 
in  hemorrhage  into  viscera,  especially  the 
adrenals,  fractures  of  the  long  bones,  frac- 
tures and  separation  of  vertebrae  resulting 
in  spinal  cord  damage,  nerve  injuries,  espe- 
cially to  the  seventh  cranial  and  to  the  bra- 
chial p’exus,  as  less  frequent  but  may  cause 
permanent  damage  and  even  death  to  the 
infant.  Although  statistical  study  is  un- 
satisfactory, due  to  lack  of  standardization, 
it  would  seem  that,  of  the  one  hundred  and 
twenty  thousand  fetal  deaths  yearly  in  this 
country,  an  altogether  too  large  percentage 
is  due  to  birth  injury. 

While  the  mechanism  and  pathology  of 
many  of  the  birth  injuries  is  simple  and 
obvious,  yet  that  which  has  to  do  with  intra- 
cranial damage  may  be  somewhat  more 
complicated.  It  must  always  be  remember- 
ed that  more  or  less  molding  and  adaptation 
of  the  fetal  head  to  the  size  and  shape  of 
the  birth  canal  is  necessary  in  the  majority 
of  births.  The  close  proportion,  and  in  many 
cases,  unfavorable  disproportion  between 
the  two,  requires  this  molding.  It  is  made 
possible  by  the  soft  cranial  bones  and  the 
wide  sutures  and  fontanelles.  When  this 
condition  occurs  within  normal  limits  and  is 
brought  about  by  normal  forces,  it  usually 
serves  the  best  combined  interests  of  both 
the  mother  and  child.  When  it  occurs  sud- 
denly, or  to  a degree  beyond  the  limits  of 
compensation,  and  especially  if  the  force  is 
exerted  either  as  compression  or  traction, 
putting  stress  in  an  unfavorable  diameter, 
intracranial  damage  results.  Chase  feels 
that  subdural  hemorrhage  is  usually  the  im- 
portant intracranial  lesion  in  cases  of  birth 
trauma.  It  is  nearly  always  associated  with 
tentorial  splitting. 

Beneke,  in  1910,  described  the  pathology 
of  tentorial  laceration,  and  it  is  agreed  by 
most  recent  authors  that  intracranial  hemor- 
rhages of  clinical  importance  are  usually 
situated  just  above  or  below  the  tentorium 
cerebelli.  Holland,  quoted  by  Dickst  clearly 
and  briefly  explains  the  mechanism  of  these 


tears.  The  septa  are  normally  in  a state  of 
rest,  and  without  tension.  When  the  head 
undergoes  changes  of  shape,  tension  on  the 
septa  is  inevitable,  owing  to  the  manner  of 
their  attachment  to  the  cranial  bones.  Es- 
pecially when  the  head  is  compressed  in  the 
occipito-frontal  diameter,  with  the  elevation 
and  bending  of  the  vault,  the  middle  two- 
thirds  and  the  inferior  free  edge  of  the  falx- 
cerebri  and  the  tentorium  cerebelli  are 
stretched  and  tense.  If  the  process  is  con- 
tinued, the  tentorium  will  become  over- 
stretched and  tear  near  its  free  border,  just 
below  its  junction  with  the  falx.  Premature 
infants  are  much  more  subject  to  this  dam- 
age because  of  the  late  development  of  con- 
nective tissue  in  the  fetus  and  the  resultant 
lack  of  support  to  the  blood  vessels.  Fre- 
quently there  is  actual  contusion  and  lacera- 
tion of  brain  tissue  resulting  from  exces- 
sive overlapping  at  the  sutures  or  marked 
depression  of  one  or  more  bones  of  the  cra- 
nial vault.  I have  noted  the  latter  in  the 
hard  heads  of  overterm  babies. 

In  addition  to  tearing  and  hemorrhage, 
there  is  also  the  effect  of  the  general  rise 
of  intracranial  pressure.  It  is  believed  that 
frequently  the  crowding  down  of  the  medul- 
la oblongata  into  the  foramen  magnum  plays 
an  important  part  in  fetal  death.  Other 
brains  will  show  merely  excessive  edema 
and  many  small  punctate  hemorrhages 
throughout  the  cortex  substance  itself.  The 
history  of  the  labor  will  often  show  long  de- 
lay in  expulsion  of  the  head  after  complete 
dillatation  and  rupture  of  the  membranes. 
Long  continued  hyperemization  of  certain 
parts  of  the  brain  with  anemization  of  other 
parts,  results.  Excessive  engorgement  of 
the  sinuses  must  be  considered  in  all  these 
cases,  and  it  is  always  present  in  the  after- 
coming head  in  breech  deliveries.  Intra-uter- 
ine  asphyxia,  with  the  resultant  excessive 
engorgement  of  the  cranial  blood  vessels,  is 
an  important  contributing  factor  in  all  cer- 
ebral hemorrhages  and,  according  to  Irving, 
has  never  been  given  the  attention  it  de- 
serves. 

These  intracranial  injuries  may  manifest 
themselves  in  many  ways,  and  such  signs 
and  symptoms  aid  in  the  diagnosis  of  im- 
pending or  actual  damage.  During  the  sec- 
ond stage  of  labor  the  fetal  heart  tones  may 
show  changes.  Marked  slowing  of  the  rate 
taken  between  pains  is  suggestive  of  com- 
pression, providing  the  other  possible  causes 
of  such  change  are  ruled  out.  A fetal  heart 
rate  which  has  been  slow,  then  suddenly  ac- 
celerates markedly  in  the  course  of  a diffi- 
cult second  stage,  is  more  than  suggestive 
of  hemorrhage  having  occurred.  Irregularity 
of  the  rate  has  some  significance  providing 
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that  peculiarity  did  not  exist  before  or  at 
the  onset  of  labor — a point  which  should  al- 
ways be  observed.  Marked  fetal  movements 
when  the  head  is  on  the  perineum,  especial- 
ly if  the  progress  is  slow,  should  warn  of  im- 
pending asphyxia  and  the  part  it  plays  in  the 
causation  of  hemorrhage.  Above  all,  the 
thorough  obstetrical  evaluation  of  the  case, 
and  the  visualization  of  what  the  fetus  is  ex- 
periencing from  a mechanical  and  traumatic 
standpoint,  will  aid  in  giving  early  consider- 
ation to  its  distress  and  danger. 

After  the  birth  of  an  infant  with  a trau- 
matized brain,  resuscitation  may  be  difficult. 
In  fact,  frequently  it  is  impossible,  the  heart 
continuing  to  beat  for  some  time,  but  res- 
pirations absent  in  spite  of  treatment.  Oc- 
casionally little  is  noted  during  the  first 
twenty-four  hours.  Then  the  attention  is 
drawn  to  the  feeble  cry  and  a disinclination 
to  nurse.  An  occasional  child  will  cry  more 
than  usual.  Increased  tension  or  actual 
bulging  may  be  noted  at  the  fontanelles. 
There  may  also  be  unusual  pallor,  or  inter- 
mittent cyanosis.  Respiratory  stridor,  nys- 
tagmus, and  ptosis  usually  are  soon  over- 
shadowed by  the  more  obvious  twitchings, 
rigidity,  convulsions  and  hyperthermia.  The 
picture  is  then  complete,  especially  so  if  lum- 
bar puncture  shows  a bloody  spinaj  fluid. 

Clinically,  most  birth  injuries  are  due  to 
faulty  factors  in  the  labor  or  delivery,  or 
both.  Not  all  of  them  are  within  the  juris- 
diction of  the  medical  attendant.  Authori- 
ties are  agreed,  however,  that  most  of  the 
contributing  causes  are,  as  has  been  stated, 
mechanical  and  traumatic.  In  most  instances 
of  cranial  and  intracranial  damage,  it  is  due 
to  the  sudden  or  excessive  compression  of 
the  head,  especially  in  unfavorable  diame- 
ters. These  factors  may  occur  in  spontane- 
ous labors,  in  precipitate  deliveries,  espec- 
ially following  the  use  of  pituitrin,  and 
much  more  readily  if  the  fetus  is  premature. 
Disproportions  and  pelvic  irregularities,  a 
rigid  cervix,  a thick,  heavy  perineum,  un- 
corrected malposition  of  the  head  bringing 
compression  in  unfavorable  diameters,  are 
all  contributing  factors.  Delayed  delivery 
under  these  conditions,  results  in  many  dam- 
aged fetal  brains,  as  the  time  factor  is  fre- 
quently as  important  as  the  compression. 
The  co-existence  of  the  two  is  especially 
dangerous  and  the  absence  of  a well-done 
and  properly  timed  operative  delivery  may 
permit  the  immediate  or  later  death  of  the 
fetus. 

Known  to  everyone  is  the  fact  that  birth 
injuries  are  especially  prone  to  occur  in  op- 
erative deliveries  from  below.  Failure  to 
make  true  cephalic  application  of  the  for- 


ceps, too  strong  traction,  especially  when  not 
parallel  to  the  axis  of  the  birth  canal,  to- 
gether with  poor  judgment  as  to  the  time 
of  attempting  instrumental  delivery,  in- 
crease the  possibilities  of  damage  at  an 
alarming  rate.  Force,  especially  traction,  in 
delivering  the  shoulders,  is  frequently  the 
cause  of  damage  to  the  fifth  and  sixth  cer- 
vical roots,  also  the  seventh  and  eighth,  ac- 
cording to  Sever,  who  reports  eleven  hun- 
dred cases  of  obstetrical  paralysis.  Breech 
extraction  and  especially  version  and  extrac- 
tion with  frequent  frantic  efforts  to  deliver 
the  child  in  the  absence  of  the  required 
judgment  and  skill,  is  an  important  cause, 
not  only  of  tentorial  tears,  but  of  broken 
arms,  damage  to  the  brachial  plexus,  rup- 
tured thoracic  and  abdominal  viscera,  frac- 
tured or  separated  vertebrae  with  hemor- 
rhage into,  or  severance  of,  the  spinal  cord, 
together  with  many  less  serious  injuries. 
Cord  injuries  practically  always  follow 
breech  extraction  and  are  due  to  traction 
and  lateral  flexion  of  the  trunk.  In  resusci- 
tation of  these  infants,  the  Schultze  method 
is  reported  to  be  responsible  for  the  imme- 
diate death  of  immature  infants  by  causing 
extension  and  diffusion  of  already  existing 
small  localized  hemorrhages. 

The  future  of  these  damaged  brains  is  not 
dissimilar  to  that  obtained  in  adult  brain  in- 
juries. The  child,  of  course,  frequently  dies. 
Of  those  that  live,  many  give  no  outward 
signs  even  after  many  years.  Frequently, 
though,  there  is  paralysis,  a spastic  paraple- 
gia, mental  as  well  as  physical  stunting,  and 
behavior  difficulties. 

Treatment  is  indicated  according  to  the 
nature  of  the  injuries,  and  needs  no  elab- 
oration in  those  pertaining  to  the  trunk.  It 
is  limited  in  its  scope  when  dealing  with  in- 
tracranial lesions.  In  the  light  of  our  present 
knowledge,  it.  comprises  careful  handling  to 
prevent  extension,  the  giving  of  brood  intra- 
prevent extension,  the  giving  of  blood  in- 
tramuscularly or  intraperitoneally,  repeated 
lumbar  puncture  in  certain  ea'ses,  and  in  a 
few  decompression  operations.  In  nerve 
trunk  damage  anastomosis  has  been  tried, 
but  authorities  generally  report  poor  re- 
sults. Occasionally  much  is  accomplished, 
but  many  are  left  with  permanent  evidence 
of  damage. 

The  prevention  of  birth  trauma  is  our 
most  satisfactory  solution.  As  elsewhere  in 
the  science  of  medicine,  even  at  the  expense 
of  repetition,  a proper  evaluation  of  the  in- 
dividual case,  as  well  as  a profound  respect 
for  the  intricacies  of  obstetric  practice,  is 
necessarvy  at  the  outset.  A knowledge  of  the 
individual  mother  and  babe  to  be  born  can 
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best  be  secured  by  careful,  trained  observa- 
tion in  the  prenatal  period.  Many  of  the 
problems  to  be  later  met  in  the  delivery  room 
can  be  ascertained,  and  many  of  them  sim- 
plified. A hemorrhagic  diathesis  may  yield 
to  proper  prenatal  treatment.  Fetal  size 
should  be  kept,  when  possible,  in  proportion 
to  that  of  the  pelvis.  Induction  of  labor  by 
a conservative  method  is  indicated  in  a few 
cases  where  large  babes,  sufficiently  matur- 
ed, bid  fair  to  cause  dystocia  later,  or  when 
the  patient  is  definitely  going  overterm.  In 
special  cases,  safeguarding  a mother  against 
the  delivery  of  a premature  child  suscepti- 
ble to  damage,  even  if  to  do  a cesarean  sec- 
tion later,  may  be  the  indicated  course.  A 
large  percentage  of  breech  presentations 
may  be  benefited  by  external  version,  al- 
though this  is  not  always  without  danger.  Of 
the  other  malpositions,  some  may  be  cor- 
rected, while  others  are  to  be  definitely 
noted  and  properly  handled  in  labor  or  at 
delivery. 

Regardless  of  the  prenatal  care  given  the 
patient,  or  the  presence  of  other  favorable 
factors,  the  responsibility  of  the  obstetrician 
at  the  time  of  delivery  is  still  great.  DeLee 
continually  emphasizes  the  pathologic  trend 
of  labor  and  scorns  the  so-called  physiolog- 
ical nature  of  childbirth.  The  scope  of  this 
paper  cannot  be  extended  to  include  the 
didactic.  Davis  has  read  an  excellent  paper 
on  breech  presentation  wihch  was  heard  by 
many  of  this  group,  and  it  has  been  pub- 
lished in  the  April  issue  of  Southwestern 
Medicine.  Avoidance  of  haste  is  to  be  em- 
phasized, together  with  force  gently  applied 
along  physiological  and  anatomical  lines.  I 
much  prefer  gentle  traction  on  forceps  ap- 
plied to  the  after-coming  head,  to  extreme 
suprapubic  pressure.  Traction  on  the  trunk 
or  neck  is  to  be  slight,  or  none  at  all.  Proper 
position  and  flexion  of  the  head  should  be 
observed  and  brought  about  in  all  cases. 

Since  cephalic  presentations  are  the  most 
common,  it  is  here,  numerically  at  least,  that 
the  obstetrician  is  most  often  called  upon 
to  use  judgment.  With  the  fetus  showing 
signs  of  asphyxia,  the  giving  of  an  anes- 
thetic, preferably  ether,  with  the  hard  pains, 
has  been  noted  to  improve  the  babe’s  con- 
dition, relieving  some  of  the  pressure  and 
permitting  better  aeration.  Episiotomy 
through  a rigid  pelvic  floor  is  frequently  a 
conservative  measure.  Pituitrin  is  mentioned 
only  to  condemn  its  use  before  delivery  ex- 
cept when  strictly  indicated.  It  has  been 
likened  to  a surgical  instrument,  to  be  used 
only  by  those  of  utmost  judgment  and 
knowledge  of  its  effects.  Comparative  com- 
petency is  required  in  the  employment  of 


drugs  producing  deep  narcosis  and  interfer- 
ence with  normal  progress  in  the  second 
stage.  As  in  delayed  labor  from  other 
causes,  the  child  runs  the  risk  of  asphyxia 
with  cerebral  edema  and  hemorrhage,  and 
the  need  for  operative  measures  may  be  pre- 
cipitated. In  many  of  these  cases,  to  leave 
a fetal  head  compressed  for  hours  in  a pelvis 
or  on  the  perineum,  in  lieu  of  a properly  exe- 
cuted instrumental  delivery,  is  as  bad  for 
the  child  as  too  early  interference. 

In  all  operative  deliveries,  strict  observ- 
ance of  the  proper  indications  and  conditions 
is  imperative.  Selection  of  the  proper  type 
of  procedure  is  all  important.  It  is  not  good 
obstetrics  to  do  a disastrous  high  forceps, 
perhaps  through  an  incompletely  dilated  cer- 
vix, when  watchfulness  would  have  indicated 
much  earlier  a cesarean  section  with  result- 
ant benefit  to  both  mother  and  babe.  Last- 
ly, i n indicated  forceps  deliveries,  proper 
cephalic  application  of  the  instruments  must, 
and  always  can,  be  made  before  traction. 
With  the  head  properly  flexed,  this  traction 
must  always  be  made  as  gently  as  possible, 
and  in  the  direction  of  the  longitudinal  axis 
of  the  birth  canal  which  prevails  according 
to  the  station  of  the  head. 

Of  no  less  importance  is  the  manner  of  re- 
suscitation of  the  asphyxiated  infant.  A 
small,  localized  hemorrhage  may  be  present. 
Holding  it  head  down  for  a long  period  only 
tends  to  extend  the  hemorrhage.  Violent 
maneuvers  are  worse  thain  useless.  The 
cold  water  bath  has  no  place  in  the  modern 
delivery  room.  Mouth  to  mouth  insufflation 
usually  serves  only  to  blow  up  the  stomach, 
further  embarrassing  the  infant’s  heart. 
While  the  Drinker  apparatus  and  that  of 
Henderson  may  be  of  some  value,  yet  the 
simple  method  of  DeLee,  may  be  utilized  by 
every  obstetrician.  With  the  babe  in  a warm 
water  bath,  a tracheal  catheter  and  glass 
saliva  trap  removes  the  aspirated  mucus  and 
blood.  With  the  catheter  again  in  the 
trachea,  the  lungs  may  be  gently  and  rhyth- 
mically insufflated  with  fresh  air,  expired 
air  with  its  high  carbon  dioxide  content  if 
desired,  or  if  necessary,  with  oxygen  by  fill- 
ing the  operator’s  mouth  with  the  gas. 

The  newborn  infant  is  a delicate  structure 
and  its  hold  on  life  is  frequently  small. 
Utmost  gentleness  and  consideration  by 
the  attendant  is  often  necessary  to  give  it 
the  chance  it  should  have.  To  quote  the 
thought  of  DeLee,  it  will  be  only  when  the 
high  pathologic  dignity  of  obstetrics  is  rec- 
ognized by  the  profession  at  large  that  our 
results  will  approach  what  they  should  be. 

DISCUSSION 

(Papers  of  Dr.  R.  K.  Smith  and  Dr.  Floyd  B.  Sharp) 
DR.  C.  E.  YOUNT,  Prescott  (opening)  : — A few 
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years  ago  I made  the  plea  before  this  Association 
that  a well  balanced  program  for  the  annual  meet- 
ing should  always  contain  at  least  one  paper  on  an 
obstetric  subject.  Today  I desire  to  express,  first, 
my  appreciation  of  the  success  of  the  Scientific 
Committee  in  having  secured  two  excellent  papers 
on  obstetrics;  second,  to  thank  them  for  the  honour 
and  privilege  of  opening  the  discussion,  and,  last 
but  most  important,  to  thank  the  essayists  for  the 
excellence  of  their  dissertations. 

As  pointed  out  by  Dr.  Smith,  prenatal  care  has 
been  a subject  grossly  overlooked  by  most  general 
practitioners  in  the  past,  but,  thanks  to  the  rising 
tide  of  prophylaxis,  it  is  being  born  shoreward  as 
a mighty  breaker,  to  submerge  in  obstetric  oblivion 
those  who  will  not  heed  its  mandates. 

I subscribe  to  practically  all  that  Dr.  Smith  ad- 
vocates, but  in  so  doing  I am  at  once  reminded  that 
“obstetrics  has  always  been  the  most  time-consum- 
ing and  the  poorest  paid  work  a physician  under- 
takes.’’ (David.)  The  essayist  has  made  no  refer- 
ence to  the  subject  of  economics,  but  how  many  of 
our  patients  can  afford  to  have  routine  Wasser- 
mann  tests,  basal  metabolism  tests,  blood  chemistry 
and  electrocardiographs  when  they  need  them  and 
as  often  as  they  need  them?  Very  few  of  mine 
could  afford  this  expense,  yet  I do  not  deny  the 
value  of  the  knowledge  thus  obtained.  To  me  it  is, 
as  yet,  for  most  of  my  cases  at  least,  “a  consumma- 
tion devoutly  to  be  wished.”  However,  there  are  a 
few  things  which  we  can  and  should  do  for  all  of 
our  patients:  careful  case  history,  careful  physical 
examination,  routine  urinalyses,  blood  pressure,  pel- 
vimetry and  attention  to  all  infections.  These  we 
may  do  at  an  expense  of  time  only.  Having  these 
records,  our  obstetric  conscience  is  appeased.  We 
actually  possess  an  intelligent  working  knowledge 
of  the  case  in  hand. 

The  blood  chemistry,  so  greatly  needed  in  the 
study  of  our  toxemias,  is  often  out  of  the  reach  of 
the  doctor  and  patient.  Research  alnog  these  lines 
is  greatly  needed  and  “Foundations”  may  some  day 
place  these  facilities  within  the  reach  of  many  who 
must  now  go  without.  These  remarks  apply  equally 
well  to  the  Wassermann  test,  cardiograph  and  basal 
metabolism. 

I am  glad  Dr.  Smith  has  given  us  his  experience 
with  basal  metabolism  in  pregnancy.  I am  sure  it 
has  a great  future  and  I congratulate  him  on  his 
pioneer  work.  I have  been  doing  a similar  work  for 
years  with  a very  poor  “chart”  (growth  and  activ- 
ity of  the  mother’s  thvroid  as  my  guide.)  Basal  met- 
abolism is  scientifically  accurate. 

Using  practically  the  same  method  as  Dr.  Smith, 
we  have  not  always  had  the  success  which  he  has 
had  in  the  toxic  hyperemesis  gravidarum  cases.  I 
believe  these  cases  run  in  cycles.  I have  gone  four 
or  five  years  without  having  to  perform  a single 
therapeutic  abortion  on  one  of  these  cases,  but 
within  the  last  four  months  we  have  had  three 
cases  (liver  toxic  type)  in  which  we  nearly  lost  one 
patient  trying  to  convince  ourselves  that  the  mod- 
ern methods  were  one  hundred  per  cent  curative. 

We,  who  practice  in  Prescott,  find  very  often  that 
cesarean  section  is  the  safest  and  quickest  way  cut 
of  an  eclampsia,  particularly  if  the  emergency  is 
the  I'esult  of  all  the  sins  of  omission  enumerated  by 
Dr.  Smith. 

How  well  these  papers  correlate  each  other.  If 
we  Practice  the  regime  set  forth  bv  Dr.  Smith  we 
will  have  fewer  birth  injuries  in  the  newborn. 

In  considering  forceps  as  a primal  cause  of  many 
birth  injuries.  I like  to  fortifv  mv  obstetric  con- 
science with  the  thought  that  “practically  all  forms 
of  injury  from  forcers  can  be  produced  by  snon- 
tnneeus  debverv.  including  rupture  of  the  globe” 
(Edgar).  I well  recall  the  surprise  occasioned  by 
mv  first  expei’ience  with  a stillbirth  in  spontaneous 
delivery,  death  from  cerebral  hemorrhage;  the  pa 


tient,  a buxom  young  negress,  primipara,  with  the 
most  forceful  pains  I had  ever  seen,  a quick  deliv- 
ery,, but  to  my  horror,  a head  crushed  as  severely 
as  by  any  forceps  delivery  I have  ever  witnessed. 
Personally,  my  greatest  birth  traumas  to  child  and 
mother  come  in  primiparae  with  eight  occiput 
posterior  positions  and  breech  presentations.  Here 
the  erudite  as  pointed  out  by  Dr.  Sharp,  are  often 
called  upon  to  exercise  all  the  skill  gathered  from 
their  superior  training,  but  what  of  the  rank  and 
file  who  practise  obstetrics?  The  rationale  of  the 
procedure  chosen  often  calls  forth  our  best,  the  de- 
livery frequently  in  the  midst  of  most  unsanitary 
surroundings  and  without  trained  assistance.  I 
have  the  deepest  respect  for  the  men  who  thus 
achieve  success,  nor  do  I withhold  my  admiration 
for  the  man  who,  with  due  eclat,  can  master  these 
difficulties  in  the  modern  home  or  hospital  with 
trained  assistants. 

I think  that  we  might  experience  a certain  reduc- 
tion of  birth  injuries  by  cultivating  an  obstetric 
conscience  based  on  the  excellent  postulates  of  our 
essayists.  Particularly  should  we  avoid  undue  haste: 
you  have  no  engagement  to  play  golf,  attend  a din- 
ner party,  or  tell  your  kiddies  a bedtime  story ; your 
job,  like  Mr.  Brittling’s,  is  to  see  it  through. 

Mathiew  and  Holman  stated,  in  1929,  that  “A 
recital  of  the  methods  of  resuscitation  of  the  as- 
phyxiated newborn  in  vogue  at  present  sounds  like 
a chapter  from  “Mother  India.”  Nowhere  in  pres- 
ent day  medicine  can  one  see  such  an  antiquat- 
ed, unscientific  and  haphazard  procedures  as 
those  practised  in  the  attempt  to  induce  the  new- 
born child  to  take  its  first  breath.”  Concerning 
this  point  I have  held  similar  views  for  some  years 
and  even  now  shudder  when  I recall  the  instances 
of  mayhem  that  I have  practised  in  the  name  of 
science.  However,  when  we  consider  Katherine 
Mayo’s  book  as  it  depicts  obstetric  practices  in  In- 
dia, with  their  appalling  maternal  and  infant 
mortality,  I am  inclined  to  stand  with  the  Pharisee 
and  exclaim,  “God,  I thank  thee  that  I am  not  as 
other  men.”  But  these  two  excellent  papers  have 
pointed  out  our  sins  of  omission  and  commission 
and  now  I stand  with  the  Publican  and  exclaim, 
“God,  be  merciful  to  me  a sinner.”  To  resolve  here 
and  now  to  raise  the  scientific  standard  of  our  ob- 
stetric practice  and  give  our  cases  the  meticulous 
care  they  deserve,  is  to  “return  to  our  house  justi- 
fied.” 

DR.  D.  F.  HARBRIDGE,  Phoenix: — Quite  some 
years  ago  a baby  was  brought  to  me  in  a very  cya- 
notic condition  and  with  enormously  proptosed 
eyes.  The  birth  had  been  spontaneous  and  unat- 
tended. The  cord  was  wrapped  tightly  around  the 
neck,  thus  exerting  unusual  pressure,  all  but  caus- 
ing complete  strangulation.  Some  time  later,  after 
subsidence  of  the  condition,  the  fundi  were  exam- 
ined but  no  evidences  of  retinal  hemorrhage  were 
made  out. 

In  instrumental  and  hard  labor,  occasionally  cer- 
tain ocular  disturbances  are  observed  such  as  mod- 
erate proptosis,  paralysis  of  one  or  more  extra-ocu- 
lar muscles,  ptosis,  rather  rarely,  direct  trauma  to 
the  eyeball  due  to  clumsy  use  of  the  attendant’s 
bands,  and  certain  corneal  injuries.  These  latter 
injuries  are  usually  observed  in  babies  born  of 
rachitic  parents  in  whom  pelvic  roominess  is  im- 
paired. These  linear  opacities  may  be  a single  line 
vertical,  or  oblique  across  the  cornea,  or  Perchance 
they  may  be  in  pair  vertical  or  horizontally  placed. 
Thomas  and  Buchanan,  of  Glasgow,  and  also  Svdnev 
Stenhenson  of  London,  have  gone  into  this  subject 
rather  thoroughly. 

The  use  of  the  ophthalmoscope  in  the  care  of 
nregnant  women  is  important.  Much  advance  in- 
formation of  impending  danger  can  be  obtained  by 
the  use  of  this  instrument  of  precision.  Eclampsia 
is  not  primarily  a disease  of  the  kidneys  but  is  a 
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condition  due  to  toxins  resulting  from  the  prod- 
ucts of  conception.  These  toxins  seem  to  have  a 
predilection  for  the  eye  and  kidney.  Changes  in  the 
retina  and  retinal  vessels,  significant  of  impending 
danger,  can  frequently  be  detected  long  before  any 
kidney  involvement  is  evident  through  the  finding 
of  albumin  in  the  urine.  It  is  quite  possible  that 
eclampsia  has  an  endocrine  aspect.  In  view  of  the 
fact  that  our  endocrine  is  simply  a part  of  a change, 
it  is  interesting  to  speculate  upon  what  relationship 
the  thyroid,  particularly  the  para-thyroids,  in  con- 
nection with  blood  calcium,  have  to  do  with  the  sit- 
uation. In  high  blood  pressure  the  perivascularis 
becomes  edematous  and  thickened  and  thus  inter- 
feres with  the  proper  transfusion  of  blood  from  the 
fine  capillaries  to  the  venules.  With  the  ophthal- 
moscope one  examines,  within  the  eye,  such  changes 
in  living  tissue  with  almost  microscopic  accuracy. 

DR.  J.  M.  GREER,  Phoenix: — I should  like  to  dis- 
cuss this  paper,  “Birth  Injuries  to  the  New  Born,” 
from  the  orthopedic  standpoint. 

Recently,  under  the  activities  of  the  “Arizona 
Society  for  Crippled  Children,”  orthopedic  clinics, 
that  is,  diagnostic  clinics,  have  been  held  in  the 
Globe-Miami  district,  in  Tucson,  and  in  Phoenix. 
As  yet,  a report  has  not  been  compiled  tabulating 
the  different  types  of  cases  seen  at  these  clinics. 
This  will  be  done,  however,  and  I hope  will  be  pub- 
lished  in  “Southwestern  Medicine.”  I am  told  bv 
Dr.  Kennedy,  of  Globe,  and  by  Dr.  Clvne  and  Dr. 
Gore,  of  Tucson,  that  at  these  clinics  there  were  a 
great  number  of  spastic  paralyses  seen  and  the 
craestion  of  birth  injuries  was  brought  to  the  atten- 
tion of  all  who  were  present  at  these  clinics.  In 
Phoenix  we  had  been  complimenting  ourselves  upon 
the  very  few  spastics  that  we  had,  as  thev  did  not 
appear  at  the  weekly  orthopedic  clinic  held  at  the 
Social  Service  Center.  When  the  diagnostic  clinic 
was  held,  all  the  spastics  came  out  and  we  were 
really  astonished  at  the  large  number.  I wish  that 
every  obstetrician  in  the  state  could  have  been  in 
attendance  at  these  clinics  in  order  really  to  an- 
nreciate  what  a serious  problem  this  is.  As  von  all 
know,  most  of  these  cases  are  all  but  hopeless  from 
a treatment  standpoint  and  their  care  is  a most  dif- 
ficult and  heart-rending  task  from  the  standpoint 
of  the  family.  These  people  are  kept  from  sight,  to 
a large  extent,  and  the  family  suffer  in  silence. 
The  public  know  vei-y  little  about  it.  Even  the  med- 
ical profession  seldom  see  these  cases  and  do  not 
realize  the  hopelessness  of  the  problem.  Anything 
that  can  be  done  to  prevent  such  cases  will  be  a 
most  wonderful  thing  in  allaying  human  grief  and 
suffering. 

_ DR.  R.  K.  SMITH  (closing)  : — Dr.  Sharp  has 
given  a vivid  presentation  of  intracranial  trauma  in 
the  newborn.  He  has  brought  to  our  attention  the 
factors  in  labor  and  delivery  that  mav  cause  this 
condition.  He  has  emphasized  the  fact  that  preven- 
tion is  practically  the  only  cure. 

At.  the  Dallas  Southern  Clinical  Society,  a few 
weeks  ago,  Dr.  Grulee.  of  Chicago,  was  asked  the 
treatment  of  cerebral  hemorrhage  in  the  newborn. 
He  said  the  best  treatment  known  to  him  was  to  let 
it  alone,  that  the  diagnosis  could  not  be  made  until 
24  hours  after  birth,  and  the  damage  to  the  brain 
had  been  done.  He  warned  us  of  the  difficult  dif- 
ferentiation between  cerebral  hemorrhage,  edema  of 
the  brain,  and  congenital  heart  anomalies.  He  also 
mentiepoci  the  Increase  of  intracranial  pressure 
caused  bv  the  bowing  of  the  back  in  performing  the 
sninal  mincture.  and  the  dangers  to  the  soft  brain 
in  a cistern  puncture. 

But  when  we  see  these  babies  a few  months  later 
with  snastic  paraplegia,  enilensv,  et.  cetera  w°  then 
feel  the  importance  of  following  Donald  Munro’s 


“Immediate  Treatment  of  Intracranial  Injury  in  the 
Newly  Bom.” 

While  the  baby  is  in  shock,  it  should  be  kept  ab- 
solutely quiet  in  its  crib,  with  external  heat  and 
small  amount  of  fluid  by  mouth  through  a medicine 
dropper.  Once  the  baby  has  recovered  from  shock, 
the  bleeding  and  clotting  times  should  be  ascertain- 
ed. If  not  normal,  whole  blood  should  be  given  in- 
tramuscularly or  intravenously  until  the  bleeding 
and  clotting  times  have  become  fixed  at  normal. 
Then  spinal  punctures  should  be  performed,  and 
manometric  pressure  measurements  made,  and 
spinal  punctures  repeated  as  often  as  necessary  to 
keep  the  pressure  normal.  Usually  once  in  the  24 
hours  is  sufficient.  In  some  of  the  more  severe  cas- 
es one  drachm  of  a saturated  solution  of  magnesium 
sulphate  may  be  given  by  rectum. 

I enjoyed  hearing  Dr.  Sharp’s  paper  very  much 
indeed. 

I agree  with  Dr.  Harbridge  concerning  the  im- 
portance of  frequent  ophthalmocopieal  examinations 
in  obstetrics,  and,  while  it  was  not  mentioned  in  this 
paper,  our  eye  specialist,  Dr.  Comer,  makes  these 
examinations  for  me.  I am  not  familiar  with  their 
use.  Especially  do  we  know  their  value  in  differ- 
entiating chronic  nephritis  and  low  reserve  kidney. 
In  the  former  we  find  albuminuric  retinitis  and  ni- 
trogenous retention. 

In  closing,  I wish  to  emphasize  the  importance  of 
preventing  abortions,  and  to  do  this  we  must  re- 
member the  following  causes:  endometritis,  endo- 
eervicitis,  irritable  uterus,  retrodisplaced  uterus, 
hypopituitary,  hypothyroid,  sexual  intercourse, 
chronic  nephritis,  syphilis,  lack  of  vitamin  B. 

DR.  SHARP  (closing)  : — We  have  listened  to  an 
excellent  paper  on  an  important  subject.  Dr.  Smith 
has  not  only  ably  discussed  prenatal  care,  but  has 
given  us  definite  suggestions  as  to  its  accomplish- 
ment. The  development  of  this  phase  of  obstetrics 
has  mai’ked  the  greatest  single  advance  in  mater- 
nity work.  Benefited  the  most,  perhaps,  is  the 
mother.  Proper  prenatal  care  is  bv  far  the  best 
way,  and  frequently  the  only  way,  of  keeping  preg- 
nancy and  childbirth  a physiological  function.  We 
have  a branch  of  the  science  of  medicine  known  as 
“preventative  medicine.”  Prenatal  care,  properly 
given,  is  “preventative  obstetrics,”  and  the  value 
of  prevention  of  pathology  is  unquestioned.  Pre- 
natal care  is  still  more.  It  is  also  pre-operative  care, 
and  prepares  the  woman  for  those  hours  when  she 
must  run  the  surgical  risks  of  pain,  hemorrhage, 
infection,  sometimes  shock,  anesthesia,  and  actual 
operative  procedures.  If  there  are  those  still  unin- 
formed as  to  these  risks,  or  as  to  the  responsibility 
of  the  medical  attendant,  we  refer  them  to  the 
statistics  on  maternal  mortality  made  available  by 
the  U.  S.  Department  of  Labor. 

Stimulated  by  these  statistics,  there  are,  from 
time  to  time,  articles  in  lay  publications,  and  usual- 
ly written  by  laymen.  These  are  calculated  to  in- 
form expectant  mothers  as  to  the  need  for  medical 
care  during  pregnancy.  I regret  that,  so  far,  the 
medical  profession  has  not  taken  a great  initiative 
in  this  education  of  the  public.  It  has  come  mostly 
through  lav  organizations  and  publications.  Much 
is  still  to  be  accomplished  in  this  education,  and  I 
think  it  should  come  through  the  profession,  not 
alone  the  obstetrician  but.  when  opportunity  pre- 
sents, bv  every  doctor.  This  should  be  our  next, 
great  advance.  With  all  expectant  mothers  properly 
informed,  most  of  them  would  apply  early  for  care. 
Many  of  our  problems  would  be  simplified  and  our 
patients’  welfare  markedly  improved. 

The  injuries  which  come  to  the  attention  of  the 
orthopedic  surgeon  have  been  underestimated.  We 
deplore  the  birth  injuries  which  cause  these  cases. 
They  are  much  more  frequent  than  they  should  be 
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SUDDEN  DEATH  AFTER  SPINAL 
ANESTHESIA 

(Sensitization  Phenomenon  and  Adrenalin 
Suspected  as  being  Cause;  Another  Case 
Reported  in  Which  Convulsion  Followed 
Use  of  Adrenalin.) 

ORVILLE  HARRY  BROWN,  M.D.,  F.A.C.P. 

and 

LOREN  C.  BARLOW,  M.D., 

Phoenix,  Arizona. 

A woman  about  32  years  of  age  had  a 
hysterectomy  under  spinal  anesthesia  and 
nitrous  oxide  and  oxygen  part  of  the  time  in 
less  than  analgesic  stage  to  dull  her  senso- 
rium  and  remove  apprehension.  The  opera- 
tion was  finished.  She  was  bandaged  and 
just  ready  to  be  removed  to  a cart  to  be  tak- 
en to  her  room.  She  was  entirely  conscious 
and  was  talking;  in  fact  she  had  talked  all 
through  the  operation.  Suddenly  she  went 
into  a spasm  involving  her  arms,  trunk,  neck 
and  head.  Respiration  was  promptly  sus- 
pended. She  came  out  of  the  first  spasm 
and  started  to  breathe  and  immediately 
went  into  a second  spasm  with  no  voluntary 
respiration  thereafter. 

For  the  operation,  one  ampule  of  spinocain 
had  been  introduced  into  the  spinal  canal 
between  the  fourth  and  fifth  lumbar  ver- 
tebrae with  the  patient  in  a horizontal  posi- 
tion. The  usual  intramuscular  dose  of  ephe- 
drin  was  given.  She  was  at  once  placed  in 
Trendelenburg  position. 

The  notes  made  in  the  operating  room  rel- 
ative to  her  condition  and  the  treatment  are 
as  follows : “Patient’s  condition  was  good — 
excellent — operation  was  finished,  incision 
was  dressed  and  she  was  ready  to  be  trans- 
ferred to' the  cart  to  be  taken  to  her  room. 
She  went  into  a convulsion  and  respiration 
was  suspended ; eyes  rolled  unward,  head 
was  drawn  back,  and  arms  became  rigid. 
Three  minims  of  adrenalin  were  given  at 
once  and  repeated  every  few  minutes.  It 
was  given  once  by  vein,  twice  in  the  heart 
and  at  least  twice  intramuscularly.  Oxygen 
was  given  for  forty  minutes  with  artificial 
respiration.  Tongue  was  withdrawn  and 
throat  wiped  out  though  tongue  was  in  good 
posit’on  and  no  mucus  was  in  throat.  Dr. 
Ketcherside  came  in  early  and  gave  assist- 
ance and  later  Dr.  Carson  inflated  her  lungs 
repeatedly  with  oxygen.  The  heart  kept  up 
contractions  for  at  least  30  minutes.  Alpha 
lobean  was  given  subcutaneously.” 

The  patient  had  come  to  our  office  asking 
for  a complete  physical  examination.  Her 
reason  for  wishing  the  study  was  that  a sec- 
ond marriage  was  in  contemplation ; her  for- 
mer adventure  had  terminated  unhappily, 
due  probably  to  sexual  frigidity  on  her  part. 


Copulation  had  such  terrors  for  her  that 
suicide  had  entered  her  mind  as  a relief 
from  it.  Her  other  complaints  consisted  of 
a scanty  menstruation  for  several  years  and 
an  undue  tenderness  and  fullness  of  breasts. 
A note  was  made  that  she  seemed  to  be 
mentally  depressed.  The  examination  rec- 
ord reads  as  follows: 

She  has  small  tonsils;  ears  are  negative;  nose 
is  negative;  teeth  are  in  good  condition;  eyes  are 
normal;  neck  is  negative;  lungs  seem  normal;  the 
heart  is  moderately  dilated  so  that  the  apex  beat  is 
about  four  inches  to  the  left  of  the  mid  line;  there 
are  no  murmurs;  the  right  margin  is  normal.  Blood 
pressure  is  122/74.  Liver  and  spleen  are  normal 
size;  there  is  tenderness  over  the  appendix  area  and 
over  both  tubes. 

The  pelvic  examination  shows  cervix  in  mid  line 
but  three  times  normal  size.  The  body  of  the  uterus 
is  four  times  normal  size  and  has  partial  retrodis- 
placement  with  a tumor  on  the  anterior  surface  of 
the  womb.  The  left  adnex  has  no  palpable  fulness 
but  is  slightly  tender.  The  right  is  full  and  tender. 
The  appendix  area  is  definitely  tender. 

Diagnosis:  Fibroid  of  uterus;  chronic  appendici- 
tis; salpingitis;  slight  cardiac  dilation. 

Blood:  Hemoglobin  85;  white  count  5,400;  red 
count  4,200,000;  polymorphonuclears  50;  monocu- 
clears  50. 

Urine:  Straw;  slightly  alkaline,  1.013,  albumin 
negative,  sugar  negative,  no  casts,  blood  or  pus  cells, 
acidity  5. 

Vaginal  Smear:  Many  pus  cells;  no  gonococci 
found. 

The  pathologist’s  reports  upon  the  operation  spec- 
imen is  as  follows:  “Multiple  subserous  fibroids, 
sections  showing  characteristic  structure  myofi- 
broma with  diffuse  hyalinization.  Appendix  shows 
slight  fibrosis  of  walls.’’ 

The  autopsy  done  by  Dr.  W.  Warner  Watkins  was 
reported  as  follows:  “Patient  was  a well  preserved 
woman ; apparent  age  about  thirtv  years.  Recent 
operative  wound  in  the  abdomen.  Thoracic  viscera 
removed  by  usual  incision;  pleura  was  moderately 
adherent  on  each  side,  but  adhesions  could  be  brok- 
en with  the  fingers;  lungs  and  heart  were  removed 
intact.  Lungs  were  normal  in  consistency  and  ap- 
pearance, showing  no  evidence  of  infarct.  Heart 
was  slightly  enlarged;  but  valves  were  normal  and 
there  was  no  evidence  of  infarct.  Abdomen:  Stom- 
ach distended  with  gas,  but  intestinal  tract  was 
normal  in  appearance.  Liver  showed  considerable 
variation  in  color,  with  patchy  reddish  areas  alter- 
nating with  pale  areas.  Spleen  was  normal  in  ap- 
pearance on  cut  surface.  Kidneys  were  normal. 
Skull  cap  was  removed,  brain  being  normal  in  gross 
appearance  throughout.  Section  of  the  brain  showed 
no  evidence  of  vascular  lesion  or  other  abnormality. 
Microscopic  examination  of  the  medulla  was  nega- 
tive for  evidence  of  lesions.  Microscopic  section  of 
liver  shows  fatty  degeneration,  without  gross 
change. 

Autopsy  did  not  disclose  cause  of  death  which  evi- 
dently was  not  due  to  gross  change  in  tissues  of 
any  of  the  areas  examined. 

DISCUSSION 

After  the  examination  revealed  the  pelvic 
abnormalities,  she  was  advised  that  her  ab- 
horrence for  the  sexual  part  of  married  life 
probably  could  be  overcome  through  fre- 
quent council  with  her  husband  and  with 
much  patience  and  endeavor  on  her  part,  but 
that  it  seemed  the  part  of  wisdom  first  to 
clean  up  the  pelvis  and  remove  the  appen- 
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dix.  She  returned  to  the  office  the  follow- 
ing day  with  the  decision  to  have  the  opera- 
tion. We  were  much  distressed  however 
when  she  informed  us  that  she  was  married 
the  night  before.  We  could  not  help  but 
wonder,  especially  after  the  death,  what  im- 
print a night  of  marriage  had  made  upon  her 
mind.  No  opportunity  had  been  offered  for  a 
conference  with  her  husband  previous  to 
marriage  as  had  been  planned.  Could  her 
experiences  have  caused  her  to  hope  for 
death  ? 

We  were  again  distressed  on  entering  her 
room  the  morning  of  the  operation  to  be 
asked  to  witness  her  signature  to  a long  doc- 
ument which  she  said  could  serve  as  her  will. 

In  thinking  over  the  case,  especially  the 
detail  of  the  last  few  minutes  of  life,  one  of 
us  (O.H.B.)  had  the  distinct  impression  that 
just  as  she  was  relaxing  from  the  first  con- 
vulsion and  respiration  appeared  to  be  be- 
ginning, another  small  dose  of  adrenalin 
was  given  and  in  about  the  time  it  takes  for 
adrenalin  to  be  effective  she  had  another 
convulsion  and  a cessation  of  respiration 
with  no  more  voluntary  effort  at  breathing. 

One  of  us  (O.H.B.)  has  since  surmised 
that  she  might  have  been  epileptic.  She 
was  of  the  type  that  what  she  did  not  wish 
to  be  known  would  not  be  told  by  her. 

The  second  case  (seen  by  O.H.B.)  was  a 
nurse  who  had  severe  abdominal  distress  and 
tetany  contractions  of  her  hands  and  wrists. 
A careful  examination  of  her  abdomen  and 
a study  of  her  history  indicated  there  could 
be  no  abdominal  condition  demanding  imme- 
diate surgical  intervention.  She  volunteered 
the  information  that  she  had  eaten  oysters 
about  eleven  o’clock  the  night  before  and 
that  on  all  previous  occasions  when  she  had 
eaten  them  they  had  caused  her  distress. 
The  conclusion  was  reached  that  she  probab- 
ly was  suffering  from  sensitization  phenom- 
ena from  oysters.  It  was  reasoned  that 
adrenalin  would  probably  afford  relief.  Not 
over  five  minims  were  given.  About  the 
time  the  adrenalin  should  manifest  its  ef- 
fects she  went  into  a generalized  convulsion 
from  which  she  rallied  only  after  being  put 
in  a tub  of  warm  water.  Needless  to  say, 
she  was  given  no  more  adrenalin.  She  grad- 
ually recovered  from  the  sensitization  ef- 
fects of  the  oysters.  She  was  then  given  an 
adrenal  cortex  preparation  with  most  sat- 
isfactory results. 

INFERENCES 

The  convulsion  in  the  second  case  imme- 
diately following  the  administration  of  ad- 
renalin for  sensitization  phenomena  in  which 
the  nervous  system  was  involved,  and  the 
impression  that  the  second  cessation  of  res- 


piration in  the  first  case  followed  promptly 
after  an  injection  makes  us  wonder  if  the 
death  may  not  be  charged  to  the . adrenalin. 
The  suggestion  naturally  arises  that  epilep- 
tics might  well  be  gvien  adrenalin  only  with 
extreme  caution. 


TETANUS  FOLLOWING  HEMORRHOI- 
DECTOMY 

E.  E.  PRIEGO,  M.D., 

Nogales,  Sonora,  Mexico. 

Due  to  the  kind  insistence  of  my  friend 
and  co-worker.  Dr.  A.  L.  Gustetter,  I present 
the  following  case.  It  is  not  new,  having  been 
written  over  a year  ago,  nor  are  the  contents 
new.  I refer  to  a case  which,  if  not  the  only 
one  of  its  kind,  is  one  of  the  most  impressive 
I have  ever  had  occasion  to  encounter. 
This  because  of  the  unexpected  form  in 
which  it  presented  itself  and  because  of  the 
tragic  outcome. 

During  the  first  days  of  August,  1929, 
Mrs.  A.  C.  came  to  my  office  to  advise  me 
that  she  had  decided  to  undergo  hemor- 
rhoideefomv  which  I had  suggested  to  her 
abo'A  two  years  before.  We  set  August  14th 
as  date  of  oneration,  and  on  that  day  she 
was  anesthetized,  and  Dr.  Carrada  and 
I performed  the  hemorrhoidectomy,  by 
Gant’s  method.  We  sutured  her  with  No.  2 
chromic  catgut.  The  day  of  the  operation 
she  was  given  two  morphine  injections,  six 
hours  apart,  of  one  eighth  grain  each,  and 
the  fobowing  dav  she  had  the  last  injection. 

On  August  15th  the  patient  commenced 
taking  one  tablet  of  opium  and  belladona 
per  day.  Her  temperature  the  day  of  oper- 
ation was  a half  degree  over  normal  and  the 
next  day  it  was  six-tenths  degrees,  disap- 
pearrg  completely  towards  evening  of  the 
same  day. 

On  the  morning  of  the  17th  the  patient 
had  an  evacuation,  hard  and  dry,  with  no 
rain,  the  last  fecal  lump  being  spotted  with 
blood.  She  was  given  a sterile  bichloride 
washing  and  dressed.  On  the  18th  she  was 
feeling  perfectlv  web.  On  the  19th  she  had 
two  more  evacuations  and  on  that  same  day 
she  was  discharged.  But,  for  some  reason 
or  other,  the  patient  decided  to  stay  in  the 
hospital  one  more  day. 

On  August  20th,  about  2 a.  m„  I was  call- 
ed by  phone  from  the  hospital,  telling  me 
that  the  patient  had  awakened,  suffering 
with  dyspnea  and  that  she  complained  of 
numbness  of  the  tongue.  I thought  it  was  a 
case  of  too  much  opium  and  ordered  that  she 
be  given  an  injection  of  caffeine  and  spar- 
teine. At  8 a.  m.,  I was  advised  that  the 
patient  continued  the  same,  with  increasing 
symptoms.  I went  to  see  her  and  found  that 
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it  was  now  a case  of  tetanus.  She  was  having 
trismus  and  marked  rigidity  of  the  neck.  I 
questioned  the  patient  and  she  told  me  that 
on  going  to  bed  about  eight  o’clock  the  night 
before,  she  had  noticed  an  indefinite  discom- 
fort in  her  cheeks  and  neck,  which  remain- 
ed until  she  finally  slept.  Because  of  the 
unusual  and  unexpected  turn  of  the  case, 
but  still  holding  doubtful  hope,  I called 
Doctors  Urriolagoitia  and  Smelker  in  consul- 
tation. They  confirmed  my  diagnosis  and 
in  spite  of  rigid  treatment  the  patient  died 
in  one  of  many  paroxysmal  spasms,  about 
43  hours  after  her  first  symptoms. 

I abso’utely  discarded  the  possibility  of 
catgut  infection  or  infection  from  instru- 
ments, as  I had  myself  seen  to  their  sterili- 
zation. Investigation  of  lesions  as  a source 
of  infection  revealed  .nothing.  The  only 
remaining  factor  as  a possible  inlet  to  in- 
fection was  the  surgical  wound  in  the  mar- 
gin of  the  anus,  and  as  carrier  of  the  infec- 
tion, the  fecal  material.  Quoting  Dr.  S.  Pot- 
ter Bartley : “An  enormous  percentage  of 

infection  has  fo'lowed  operations  on  the  in- 
testinal canal.  These  cases  giving  the  im- 
pression that  infection  is  due  to  the  pres- 
ence of  tetanus  bacilli  in  the  intestinal  con- 
tents.” 

From  the  above  one  can  see  that  this  was 
a case  of  acute  tetanus,  with  two  days  of 
incubation  and  one  of  evolution,  having  as 
entrance  the  wound  on  the  margin  of  the 
anus  and  as  agent  of  infection  the  fecal 
evacuations. 

I have  taken  your  time  with  a common, 
ordinary  case  of  tetanus  simply  to  recom- 
ment a prophylactic  injection  of  antitoxin 
before  a hemorrhoidectomy.  It  puts  us  to 
no  effort  whatsoever,  and  enables  us  to  avoid 
bitter  experiences  such  as  mine. 

DISCUSSION 

DR.  V.  A.  SMELKER  (Nogales):  An  excellent 
paper  from  Cook  County  Hospital  last  year,  gives 
us  some  interesting  conclusions.  At  that  hospital 
there  has  been  no  improvement  in  the  mortality 
rate  from  tetanus  in  the  last  15  years,  although 
in  the  last  5 years  a great  deal  more  antitoxin  was 
administered,  and  given  intraspinally  to  more  pa- 
tients. (Calvin  and  Goldberg  90-25-1977).  The 
kind  of  treatment,  whether  serum  or  phenol  or 
magnesium  sulphate,  or  ultra-violet  ray,  and  the 
form  of  administration,  intraspinally  or  otherwise, 
is  of  a great  deal  less  importance  than  other  fac- 
tors, such  as  type  of  injury,  period  of  incubation, 
age  group,  and  durability  of  patient.  Taking  these 
later  factors  into  consideration  there  is  little  dif- 
ference in  the  prognosis  of  established  tetanus  now 
and  in  the  days  of  Hippocrates. 

Our  present  situation  in  this  question  is  improved 
only  by  the  tremendous  value  of  prophylactic  in- 
oculation in  any  case  of  injury  in  which  tetanus 
is  even  remotely  likely  to  deve'op.  Statistics  from 
all  the  armies  in  the  great  war  are  fairly  unani- 
mous on  the  value  of  prophylactic  administration 


of  tetanus  antitoxin.  The  average  mortality  in 
civil  life  is  probably  well  over  (10  per  cent.  Mor- 
tality in  the  civil  war  was  very  materially  higher, 
due  to  the  notoriously  high  rate  from  gunshot  and 
powder  wounds.  In  the  great  war,  where,  after 
the  first  year,  practically  all  wounded  received 
antitoxin,  the  mortality  was  not  more  than  20  per 
cent  among  those  who  developed  tetanus  after  one 
injection  within  four  days  of  the  injury.  Those 
receiving  four  or  more  prophylactic  doses  and  then 
developing  tetanus  had  a mortality  rate  of  only  7 
per  cent. 

The  conclusions  I have  just  quoted  to  you  have 
a very  direct  bearing  on  consideration  of  the  point 
taken  in  Dr.  Priego’s  paper.  Of  course  there  are 
strong  limitations  to  the  ideal  of  preventing  all 
incidence  of  tetanus;  we  know  that  tetanus  has 
followed  extraction  of  teeth,  ear  and  nose  opera- 
tion, injuries  of  the  eye,  slight  scratches,  rooster 
pecks,  frost  bites,  burns,  vaccinations,  and  doz- 
ens of  other  cryptogenetic  paths.  We  know  the 
old  idea  of  catgut  infection  is  not  entirely  a can- 
ard. In  1928.  Edinborough  University  reported 
nine  cases  (91-257).  Catgut  is  made  from  intestinal 
structures  and,  conceivably,  may  be  imperfectly 
sterilized.  We  also  know  that,  so  far,  laboratory 
methods  have  failed  to  demonstrate  the  existence 
of  tetanus  germs  in  human  excrement  in  more  than 
a small  percentage  of  all  samples.  Nevertheless, 
at  this  moment  we  are  concerned  with  post-opera- 
tive infection,  and  it  is  undoubtedly  true  that  the 
commonest  post-operative  development  of  tetanus 
is  due  to  fecal  contamination.  I.  therefore,  con- 
clude that,  wherever  possibility  of  fecal  contamina- 
tion is  to  be  considered,  we  are  justified  in  further 
burdening  our  pre-operative  precautions  with  in- 
sistence upon  prophylactic  antitoxin. 


TRAUMA  TO  KIDNEY 
A.  W.  MULTHAUF,  M.D., 

El  Paso,  Texas. 

(Meeting  El  Paso  County  Medical  Society,  May 
11,  1931.) 

The  ease  I am  going  to  present  tonight 
is  one  of  iniurv  to  the  kidnev  from  a fall. 
Injuries  of  the  kidney  are  best  divided  into 
two  groups. 

I.  Subparietal  or  non-penetrating,  in- 
which  there  is  no  external  evidence  of  in- 
jury, except  possibly  a slight  bruise  on  the 
skin. 

II.  Penetrating  injuries,  where  there  is 
an  external  wound  of  entrance  over  the  kid- 
ney region  or  in  close  proximity  to  it. 

In  describing  the  mechanism  of  the  in- 
jury in  the  subparietal  type  the  force  may 
be  exerted  either  from  the  front,  side  or 
from  behind.  The  kidney  may  also  be  in- 
jured in  a manner  which  is  analogous  to 
that  known  in  cerebral  injuries,  that  is,  by 
contrecoup.  This  mode  of  injury  is,  however, 
very  rare.  Injury  by  muscular  action  is  also 
rare  but  can  occur  as  a result  of  sudden  con- 
traction of  the  diaphragm  or  of  the  abdom- 
inal musc’es;  for  example,  after  lifting  a 
heavy  weight  or  in  abrupt  flexion  of  the 
body. 

Kuster  was  the  first  to  offer  the  hydraulic 
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theory  in  order  to  explain  injuries  of  the  kid- 
ney, although  this  explanation  cannot  be  ap- 
plied to  the  tearing  of  the  vessels  of  the  re- 
nal pedicle  or  of  the  ureter.  However,  it 
serves  at  least  to  clear  up  the  manner  in 
which  the  injuries  to  the  kidney  proper  oc- 
cur. The  kidney,  when  filled  with  blood 
and  subjected  to  compression,  will  tear  as 
does  the  skull  or  brain  in  the  point  where 
its  elasticity  fails  to  resist  the  compressing 
force.  The  type  of  injury  presented  in  this 
case  report  can  be  classed  as  a contusion  of 
the  parenchyma.  In  this  form  of  injury 
there  is  hemorrhage  into  the  cortex  and 
medulla  without  any  visible  tears  of  the 
fibrous  capsule  or  parenchyma. 

We  shall  now  take  up  the  clinical  picture 
of  kidney  injury. 

In  cases  in  which  the  symptoms  of  pri- 
mary shock  are  followed  by  those  of  inter- 
nal hemorrhage,  the  patient  is  apt  to  con- 
tinue to  work  or  walk  around  until  the 
anemia  from  hemorrhage  around  the  kid- 
ney compels  him  to  seek  medical  aid.  It 
must  not  be  forgotten  that  the  pallor,  small 
rapid  pulse,  etc.,  in  the  first  hours,  may  be 
due  to  shock  as  much  as  to  hemorrhage. 

Hematuria  is  present  in  about  ninety  per 
cent  of  the  cases;  it  usually  is  observed  im- 
mediately after  the  injury  but  may  be  de- 
layed if  the  ureter  is  blocked  by  a clot.  Pain 
is  rarely  absent;  in  most  cases  it  is  very 
severe  and  of  a colicky  nature. 

Peritoneal  irritation  may  predominate  in 
the  clinical  picture,  with  nausea  and  vomit- 
ing. 

In  the  diagnosis  of  subparietal  kidney  in- 
jury. the  outstanding  features  in  the  order 
of  their  frequency  are  hematuria,  shock, 
signs  of  internal  hemorrhage,  localized  pain, 
rigiditv  and  gradually  increasing  swelling 
over  the  iniured  kidney  and  signs  of  perito- 
neal irritation.  The  diagnosis  is  definite 
when  carried  out  with  cystoscopy  and  pyelo- 
graphy. 

The  chief  dangers  of  kidney  injury  are 
death  from  hemorrhage  during  the  early 
stages,  and  from  infection  in  a later  period. 
The  treatment  may  be  divided  into: 

I.  Expectant,  i.e.,  conservative. 

II.  Operative. 

Expectant  treatment,  in  the  opinion  of 
those  who  have  had  a large  experience,  is 
the  treatment  of  choice.  Operation  is  indi- 
cated. (a)  if  the  hematuria  is  so  severe  and 
persistent  as  to  threaten  life;  (b)  if  the 
signs  of  internal  hemorrhage  are  increasing 
rapid'y ; (c)  if  chills,  fever,  etc.,  and  other 
ev:dence  of  infection  of  a perinephritic  ac- 
cumulation of  blood  and  urine  are  present. 

In  regard  to  the  operative  treatment,  it 


might  be  said  that  it  presents  a very  difficult 
surgical  procedure  on  account  of  the  inacces- 
sibility of  the  renal  pedicle  and  on  account 
of  the  bleeding  which  immediately  com- 
mences upon  dislodging  the  clots  from  the 
torn  surfaces. 

The  type  of  treatment  we  employed  in 
this  case  was  of  a very  conservative  nature, 
complete  and  absolute  rest  in  bed,  observa- 
tion of  pulse  and  blood  pressure  constantly. 
The  convalescence  was  stormy  for  the  first 
three  days,  during  which  time  the  patient 
was  showing  signs  of  a peritoneal  irritation, 
due,  we  presume,  to  the  reflex  injury  to  the 
kidney,  but  at  the  end  of  ten  days  he  was  in 
a position  to  leave  the  hospital  and  now  is 
back  on  his  job  and  apparently  well  as  ever. 


THE  COUNTY  HEALTH  UNIT 

JAMES  R.  SCOTT,  MD., 

Albuquerque,  N.  M. 

It  has  been  stated  by  numerous  observers 
that  the  county  health  unit  is  the  most  sig- 
nificant advance  in  the  field  of  public  health 
work  within  the  east  few  decades.  That  the 
county  health  unit  is  of  comparatively  recent 
deve’opment  is  due  to  a number  of  circum- 
stances, especially  being  dependent  upon  re- 
cent discoveries  in  the  laboratory  and  in  field 
research  work.  The  discovery  of  smallpox 
vaccination  by  Jenner,  in  1796,  gave  to  the 
world  a remedy  of  sterling  worth  against  the 
dread  scourge  of  smallpox.  The  discovery 
of  diphtheria  antitoxin  gave  the  physician 
a weapon  which  could  be  employed  in  the 
actual  treatment  of  clinical  cases  of  diph- 
theria, and  which  later  was  used  to  confer  a 
temporary  passive  immunity  in  those  who 
were  contacts  of  the  disease  victim.  It  is, 
however,  quite  recently  that  the  preparation 
of  toxin-antitoxin  was  announced  to  the  sci- 
entific world,  to  be  followed  still  more  re- 
cently bv  the  toxoid  preparation,  thereby 
placing  in  the  hands  of  physicians  and  pub- 
lic health  workers  generally,  a potent 
weapon  for  the  prevention  of  diphtheria. 
The  discovery  of  the  New  World  type  of 
hookworm  by  Charles  Warded  Styles — a re- 
search achievement  of  the  first  importance 
— gave  the  original  stimulus  to  the  attack 
on  the  hookworm  problem  in  our  southern 
states  by  concentrated,  thorough,  and  scien- 
tific campaigns  to  free  the  infected  areas 
from  this  scourge.  The  hookworm  cam- 
paign opened  the  eyes  of  the  thoughtful  to 
the  possibilities  of  valuable  health  work 
which  might  be  accomplished  by  health 
workers  devoting  their  entire  energies  to 
the  various  health  problems  existing  in 
rural  sections  of  our  country.  The  estab- 
lishment of  county  health  units  was  the  log- 
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ical  sequence  or  result  of  a long  chain  of 
events,  the  individual  links  of  which  had 
been  forged  by  physicians,  chemists,  bacter- 
iologists, zoologists,  and  keen  observers  in 
many  adied  fields  of  endeavor. 

The  county  health  unit  was  devised  or 
originated  from  the  conviction  that  a train- 
ed staff  of  health  workers,  devoting  its  full 
time  to  the  problems  within  a limited  ter- 
ritory, would  be  capable  of  accomplishing 
the  maximum  of  results  for  the  money  in- 
vested. While  the  personnel  may  vary 
slightly  in  various  counties,  the  usual  coun- 
ty health  unit  is  composed  of  a physician  as 
health  officer,  a nurse,  who  should  have  pub- 
lic health  training,  an  inspector,  and  an  of- 
fice clerk.  In  individual  county  units,  op- 
erating under  scanty  budgets,  the  sanitary 
inspector  or  the  nurse  is  sometimes  omitted. 
Conversely,  the  experiment  is  being  tried  of 
placing  county  nurses  in  the  field  where  no 
provision  has  been  made  for  a county  health 
officer  on  a full-time  status.  This  is  an  in- 
teresting experiment,  whose  development 
and  results  are  being  watched  with  great 
interest,  especially  here  in  New  Mexico.  The 
latest  annua!  report  of  the  Surgeon  General 
of  the  Public  Health  Service  states  that  on 
January  first.  1930.  there  wwere  505  coun- 
ties or  districts  in  the  United  States  which 
were  provided  with  whole-time  local  health 
service  under  the  direction  of  whole-time 
county  or  district  health  officers.  There 
are  in  the  United  States  approximately 
twenty-five  hundred  counties  or  districts. 

The  work  undertaken  by  these  county 
health  units  must  be  genei’al  in  nature,  mak- 
ing the  attempt  to  cover  the  entire  field  of 
public  health  activities.  Of  these  activities, 
that  of  vital  statistics  is  held,  rightly,  to  be 
of  primary  importance.  The  registration  of 
births  and  deaths  is  a necessary  project  if 
the  health  administrator  is  to  have  an  ade- 
quate conception  of  the  magnitude  of  his 
problem,  and  if  he  is  to  be  informed  as  to 
ihe  particular  health  hazards,  whether  of 
communicab’e  disease,  infant  mortality,  oc- 
cupational hazards  or  what-not,  which  are 
deserving  of  the  greatest  effort  and  atten- 
tion on  the  part  of  the  health  unit.  Coinci- 
dentally, the  importance  of  prompt  and  com- 
plete reporting  of  cases  of  communicable 
diseases,  with  the  prompt  institution  of  ap- 
propriate measures  for  the  control  of  their 
spread,  is  closely  related  to  the  importance 
of  reporting  of  births  and  deaths.  In  the 
mind  of  the  writer,  the  reporting  of  these 
communicable  diseases  is  yet  one  of  the 
weakest  links  in  the  chain  of  public  health 
endeavor,  since  only  too  frequently  the  first 
knowledge  of  communicable  diseases  receiv- 


ed by  the  health  unit  occurs  when  a death 
certificate  ishow's  a communicable  disease 
has  been  the  cause  of  death,  or  when  a 
school  child  applies  to  the  office  for  a per- 
m;t  to  re-enter  school,  after  having  been  ab- 
sent from  school  for  days,  or  perhaps  weeks, 
due  to  an  attack  of  whooping  cough,  meas- 
les, or  other  communicable  disease.  Better 
reporting  and,  consequently,  better  public 
health  control  of  these  communicable  dis- 
eases, will  result  when  the  general  public 
has  been  educated  to  the  necessity  of  re- 
porting communicable  diseases,  since,  in  the 
majority  of  such  unreported  cases,  investiga- 
tion shows  that  no  medical  assistance  has 
been  called.  This  education  of  the  family 
must  a^o  be  extended  to  the  teaching  pro- 
fession, and  the  individual  teacher  must  be 
impressed  with  the  necessity  of  reporting  to 
the  health  unit  when  school  children  are  ab- 
sent on  account  of  communicable  disease. 
Cooperation  between  those  engaged  in  ed- 
ucational work  and  those  engaged  in  public 
health  work  must  be  vastlv  imoroved  before 
the  control  of  communicable  disease  ap- 
proaches an  ideal.  In  all  too  many  instances, 
cooperation  between  school  authorities  and 
health  authorities  has  not  yet  reached  a sat- 
isfactory status. 

The  establishment  of  clinic  and  clinical 
facilities  by  a county  health  unit  brings  out 
the  necessity  of  cooperation  between  the 
county  unit  and  various  other  interested 
groups  and  individuals.  It  has  been  the 
practice  in  many  of  the  counties  to  place 
before  the  constituent  county  medical  so- 
cieties the  plans  of  the  county  health  unit 
for  the  establishment  of  these  clinics,  and 
+o  request  the  forma1  support  and  approval 
of  such  county  medical  societies.  In  gen- 
eral it  has  been  found  that,  when  the  phy- 
sicians have  been  taken  into  our  confidence, 
have  had  carefullv  explained  the  type  of 
work  to  be  undertaken  in  such  clinics,  and 
have  been  assured  that  the  privilege  of  re- 
ceiving medical  examinations  and  advice 
shall  not  be  extended  to  those  individuals 
who  ave  well  ab^  financially  to  emnlov  the 
services  of  the  private  practicing  physician, 
the  county  society  has  given  its  stamp  of 
formal  approve]  to  the  establishment  of 
such  clinics  and  the  individual  members  of 
thQ  county  society  have  volunteered  their 
services  as  clinic  physicians  in  manv  in- 
stances. The  physician:  has  often  (found 
that  serivvce  at  these  clinics  has  brought 
him  an  added  prestige  and  has  started  pa- 
tients toward  his  office  door. 

There  exist  in  every  community,  larger 
or  smader  groups  of  interested  citizens, 
usually  chiefly  composed  of  women  but  with 
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here  and  there  an  interested  man,  which 
have  caught  a vision  of  the  great  untilled 
field  of  medical  want  and  lack  of  attention 
suffered  by  many  of  the  less  fortunate  in- 
habitants of  the  community.  Such  groups, 
sooner  or  later,  arrive  at  the  conclusion  that 
certain  situations  are  desperately  in  need  of 
remedy,  and  set  about  devising  schemes 
whereby  conditions  may  be  ameliorated. 
There  arise  study  groups,  which  investi- 
gate not  only  the  actual  conditions  in  their 
own  community,  but  reach  abroad  to  other 
communities  in  the  quest  of  successful  so- 
lutions of  similar  problems.  With  the  pas- 
sage of  time,  a considerable  mass  of  knowl- 
edge is  acquired  by  these  groups,  some  of 
which,  it  is  true,  may  be  fantastic,  weird 
and  impractical,  but,  in  the  main,  a mass  of 
knowledge  which  spurs  the  group  on  toward 
definite  curative  action. 

Right  here  the  county  health  unit  will 
either  make  an  opportunity  to  become  a 
leader  in  the  movement,  with  possibly  an 
opportunity  to  shape  the  movement  into  the 
correct  channels,  or,  on  the  other  hand,  by 
remaining  aloof  from  the  movement  in  its 
inception  and  formative  period,  lose  an  op- 
portunity to  offer  advice  and  guidance,  with 
the  ultimate  result  of  being  a spectator  on 
the  sidewalk  when  the  main  parade  passes 
down  the  street,  possibly  led  by  a Christian 
scientist,  cultist  or  faddist  in  the  proud  role 
of  drum  major.  All  too  many  times,  the 
personnel  of  the  county  health  unit  have  un- 
derrated the  social  prestige  and  leadership 
of  small,  seemingly  insignificant,  beginnings, 
to  awaken  later  to  the  realization  that  the 
impossible  has  occurred,  the  movement  has 
made  an  auspicious  start,  but  that  the  health 
unit  is  not  occupying  its  rightful  place  as  a 
trusted  lieutenant  of  the  commanding  of- 
ficers. 

If  the  health  officer  or  the  public  health 
nurse  will  make  the  effort  to  form  contacts 
with  the  leading  sp  rits  in  these  movements 
— the  so-called  “key  individuals” — it  is  not 
a matter  of  extreme  difficulty,  as  a rule,  to 
a'ign  such  movements  with  the  work  of  the 
county  health  unit.  The  main  difficulty  in 
so  aligning  these  voluntary  health  move- 
ments with  official  health  work  is  based 
upon  the  woefully  inadequate  funds  under 
which  the  average  health  unit  is  forced  to 
operate.  When  the  health  unit  is  capable 
of  offering  to  the  voluntary  health  organi- 
zation its  assistance  in  the  form  of  skilled, 
professional  service,  or  in  the  form  of  fur- 
nishing necessary  supplies  or  office  space, 
or  in  the  form  of  obtaining  the  necessary 
medical  service  for  the  consummation  of  the 
movement,  the  health  unit  usually  can  direct 


the  actviities  and  policies  of  such  organiza- 
tion. This  cannot  be  accomplished  over- 
night, nor  can  it  be  brought  about  by  the 
assumption  of  an  overbearing,  bulldozing, 
know-it-all,  or  holier-than-thou  attitude. 
Aside  from  the  fundamental  training  in  the 
technic  of  pubhc  health  work,  the  health  of- 
ficer or  public  health  nurse  must  be  pos- 
sessed of  the  patience  of  a Job,  the  meek- 
ness of  a saint,  and  the  pertinacity  of  a pet 
sin.  The  public  health  worker  must  be 
able  to  submerge  himself  and  his  interests 
in  the  success  of  the  movement  and  the  ben- 
efit of  the  neonle  of  his  county.  The  public 
health  worker  must  let  undeserving  leaders 
reap  the  praise  and  acclaim  of  the  people 
for  the  successful  project,  rather  than  to 
jeopardize  the  outcome  by  insisting  upon 
his  meed  of  praise.  The  public  health  work- 
er who  enjoys  the  happy  ability  to  endure 
galling,  nauseating  associations,  smiling 
cheerfully  and  apparently  liking  it,  while  in 
the  presence  of  his  colleagues,  but  who  finds 
relief  in  quietly  driving  out  on  the  broad 
mesa  and  giving  his  tortured  soul  respite  by 
artistically,  systematically  and  emphatically 
expressing  his  deep-rooted  convictions  re- 
garding the  general  cussedness  of  humanity 
and  of  the  especially  annoying  attributes  of 
certain  excepDonally  deluded  individuals  in 
particular,  wih  frequently  surprise  his  as- 
sociates with  the  amount  of  cooperation 
which  he  cari  obtain  in  his  county  or  commu- 
nity. But  it  must  be  remembered  that  it 
will  require  considerable  time  for  this  ac- 
complishment, coupled  with  a vast  amount 
of  quiet,  persistent  scheming,  much  charac- 
ter analysis,  some  flattery,  some  cajolery, 
some  calm  reasoning,  and  possibly,  at  times, 
some  rather  skillful  prevarication,  but  if 
the  latter  is  used,  it  must  have  the  emphasis 
on  the  “skillful.” 

The  voluntary  health  organizations  which 
are  working  in  the  fie’d  of  public  health, 
apparently  are  so  well  founded  and  enjoy  so 
great  financial  suonort,  that  such  organiza- 
tions must  be  considered  as  permanent  com- 
ponents in  the  campaign  for  public  health. 
The  recognition  of  this  fact  should  lead  the 
county  health  unit  to  make  an  attempt  at 
coordination  of  these  various  organizations. 
We  believe  that  cooperation  and  cordial  re- 
lations may  be  attained  through  the  institu- 
tion of  coordnating  councils.  Such  a coun- 
cil in  any  locality  should  be  composed  of 
the  county  health  officer,  the  local  represen- 
tative of  the  Tuberculosis  Association,  a rep- 
resentative from  the  public  school  system, 
representatives  of  any  civic  clubs  which  may 
be  in  existence  in  the  community,  as  well 
as  representatives  from  various  woman’s 
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clubs  and  groups.  These  councils  should 
meet  at  monthly  intervals,  and  each  organi- 
zation engaged  in  health  work  should  pre- 
sent its  problems  for  the  group  thought  and 
a l vice.  After  thorough  discussion,  the  group 
should  be  in  a position  to  recommend  the 
apparent  solution  of  the  problem  in  mind. 
Perhaps  the  problem  could  best  be  handled 
by  another  member  organization  rather  than 
the  organization  presenting  the  problem.  If 
so,  the  presenting  member  should  gracefully 
re  inquish  the  problem  to  the  memPv  Patter 
fitted  to  care  for  the  task.  Perhaps  the  prob- 
lem should  be  divided,  so  that  two  or  more 
cf  the  organizations  represented  in  the  co- 
ordinating council  might  solve  certain  parts 
of  the  general  problem.  We  believp  tint 
the  establishment  of  such  a council,  with 
representative  council  members  reporting 
back  to  their  individual  organizations,  will 
result  in  a broadening  of  the  interest  of  the 
community  in  these  various  community 
health  and  welfare  problems.  However,  if 
the  success  of  a community  coordinating 
■council  is  to  be  assured,  it  must  be  remem- 
bered that  the  health  department  represen- 
tative must  exhibit  an  example  and  spirit  of 
doing  his  full  share  of  the  work,  of  refrain- 
ing from  petty  jealousies  and  antagonisms, 
and  of  being  willing  to  occupy  an  inconspic- 
uous and  apparentlv,  at  times,  relaUvelv  un- 
important role.  He  should  be  chiefly  inter- 
ested in  having  the  problem  solved  satisfac- 
torily, with  few  if  anv  thoughts  of  getting 
his  share  of  the  praise  for  the  accomplish- 
ment of  the  task. 


SANITATION  IN  AUTOMOBILE  CAMPS 
PAUL  S.  FOX.  C.E. 

Chief  Division  of  Sanitary  Engineering-  and 
Sanitation 
Santa  Fe,  N.  M. 

The  automobile  “tourist”  camp  is  here  to 
stay,  at  least  as  far  as  any  of  us  are  con- 
cerned. However,  in  the  last  few  years,  es- 
pecially in  the  Southwest,  it  has  become 
more  than  a camp.  It  is,  as  some  owners  ad- 
vertise, an  open-air  hotel.  In  fact,  in  the 
better  class  camps,  the  accommodations  are 
equal  to  those  found  in  a medium-priced  ho- 
tel. Piooms  and  suites,  accommodating  from 
one  to  six  persons,  with  or  without  private 
bath  and  with  or  without  kitchen  facilities, 
are  available  at  a very  reasonable  price  per 
person. 

A few  important  items  in  regard  to  the 
sanitation  of  such  camps  might  be  enumer- 
ated. They  are  as  follows:  (1)  Water  sup- 
ply; (2)  sewage  disposal;  (3)  milk  and 
food  supply;  (4)  garbage  and  refuse  dispos- 
al; (5)  cleanliness  of  quarters  and  linen. 


Under  the  heading  of  water  supply,  it  is 
to  be  recommended  that,  wherever  possible, 
a connection  be  made  to  the  city  water  sup- 
ply that  is  under  constant  supervision.  In 
many  cases,  these  camps  are  located  along 
highways  many  miles  from  a city.  In  these 
cases  it  is  necessary  for  the  owner  to  develop 
his  own  supply  from  a well  or  spring.  Here 
the  old  story  about  protecting  the  well  or 
spring  from  surface  drainage  is  applicable. 
Where  a pump  is  in  use,  provision  should  be 
made  for  carrying  the  waste  water  away 
from  the  well  and  there  should  be  a tight 
concrete  curb  and  a slab  over  the  top.  Ordi- 
narily our  well  waters  in  New  Mexico  are 
satisfactory  from  a bacteriological  point  of 
view,  and  it  is  only  necessary  to  protect  the 
well  water  from  pollution  by  surface  drain- 
age. 

In  irrigated  sections,  shallow  wells  may 
contain  nothing  but  seepage  water,  which  is 
usually  highly  alkaline  and  sometimes  pollu- 
ted. 

Where  springs  are  used  as  a source  of  wa- 
ter, provision  should  be  made  to  eliminate 
the  possibility  of  patrons  dipping  containers 
into  the  spring  box.  This  can  usually  be  done 
by  making  an  outlet  of  a piece  of  pipe  so  that 
containers  can  be  filled  by  holding  them  un- 
der the  spout,  and  by  covering  the  spring. 
Earth  should  be  banked  up  around  the  side 
of  the  spring  so  as  to  carry  surface  drain- 
age away  from  the  site. 

The  water  carriage  sewage  system  is 
acknowledged  the  most  sanitary  and,  again, 
if  it  is  possible  to  make  a connection 
to  a municipal  system,  that  should  be  done. 
Perhaps  the  next  best  is  the  construction  of 
a septic  tank  with  a sub-surface  irrigation 
system.  When  a system  of  this  type  is 
properly  built,  it  operates  very  successfully. 
Plans  for  such  systems  are  available  for  dis- 
tribution by  the  New  Mexico  Bureau  of  Pub- 
lic Health.  The  faults  usually  found  with 
such  systems  are  as  follows : The  septic  tank 
is  too  small ; it  has  not  been  cleaned  in 
years;  the  tile  drain  is  not  sufficient  in 
length ; or  it  has  been  laid  in  a tight  adobe 
soil  with  no  opportunity  for  the  excess  wa- 
ter to  leach  into  the  surrounding  soil. 

The  pit  toilet  makes  a very  satisfactory 
method  of  excreta  disposal  when  it  is  prop- 
erly constructed.  The  main  objective  is  to 
secure  a fly-tight  pit.  This  can  be  done  by 
making  the  floor  and  seat  of  tongue  and 
groove  material,  supplying  self  closing  lids 
to  the  seats ; and  by  banking  earth  around 
the  side  of  the  building  to  make  a tight  con- 
nection between  the  building  and  the  ground. 
A number  of  firms  now  manufacture  a metal 
floor  slab  with  a metal  riser  and  tight-fitting 


370 


SOUTHWESTERN  MEDICINE 


seat  and  cover.  This  layout  is  made  of  a non- 
corrosive  steel  and  sometimes  covered  with 
a special  asphalt  coating  to  further  protect 
the  metal.  The  floor  and  seat  can  be  pur- 
chased and  the  house  built  to  suit  the  needs. 

In  a semi-public  place,  like  a camp  ground, 
it  is  good  practice  for  the  owner  to  apply  a 
small  amount  of  chlorinated  lime,  usually  a 
tablespoonful,  to  each  seat,  daily,  during 
the  fly  season.  The  sterilizing  property  of 
this  amount  of  lime  is  negligible,  but  it 
makes  an  excellent  fly  repellant  and  deodor- 
ant. Many  people  consider  that  a pit  toilet 
is  unsanitary  and,  because  of  their  unwil- 
lingness to  use  the  seat  as  a seat,  constant 
measures  are  necessary  to  keep  the  building 
clean. 

In  some  installations  the  chemical  toilet 
may  be  suitable.  This  type  of  toilet  requires 
frequent  removal  of  the  accumulated  mater- 
ial and  recharging  with  a fresh  chemical  so- 
lution. When  given  the  proper  care,  they 
are  satisfactory,  but  they  should  not  be  al- 
lowed as  a substitute  for  the  box  and  can 
privy  without  proper  disposal  of  the  contents 
by  burying. 

Many  camp-ground  owners  maintain  a 
small  supply  of  foods  and  soft  drinks  for  the 
convenience  of  their  patrons.  Perhaps  the 
most  important,  from  the  public  health 
viewpoint,  is  the  milk  supply.  It  is  always  a 
good  plan  to  check  on  the  source  of  milk 
that  is  offered  for  sale.  Milk  and  other  per- 
ishable foods  should  be  kept  under  refriger- 
ation. 

It  is  desirable  to  have  garbage  cans,  with 
lids,  located  in  convenient  proximity  to  the 
cabins  so  that  guests  will  deposit  all  refuse 
in  them  instead  of  throwing  it  into  a more 
accessible  corner.  Removal  service  should 
be  frequent,  daily  if  possible,  so  as  to  eli- 
minate objectionable  odors  and  the  attrac- 
tion of  flies.  Containers  will  give  longer 
service  if  they  are  cleaned  at  intervals.  In 
the  absence  of  garbage  collection  service, 
combustible  refuse  can  be  burned  and  the 
other  material  buried  or  used  for  filling  in 
low  areas  and  then  covered  with  a few  inches 
of  earth. 

It  is  necessary  to  clean  and  service  all 
apartments  after  the  guests  have  departed. 
It  is  necessary  to  keep  a sharp  lookout  for 
vermin,  as  they  are  frequently  left  behind 
by  departing  guests.  Nothing  will  destroy  a 
camp’s  reputation  more  quickly  than  the 
statement  that  the  cabins  are  infested  with 
bed  bugs. 

Perhaps  the  most  effective  weapon  in  the 
control  of  camp  grounds  is  the  gossiping 
ability  of  the  patrons  of  such  facilities.  For 


a distance  of  several  hundred  miles  on  each 
side  of  a camp,  tourists,  as  they  put  up  for 
the  night,  tell  each  other  that  such  and  such 
a camp  is  a nice  place  and  that  so  and  so’s 
cabins  are  dirty  and  full  of  bugs.  Such 
statements  go  a long  way  towards  keeping 
the  automobile  camp  in  good  sanitary  con- 
dition. As  soon  as  the  owner  realizes  that 
his  trade  is  falling  off  because  of  such  gosip 
he  will  usually  get  busy  and  remedy  con- 
ditions. 


SUMMARY  OF  MALARIA  CONTROL 

WORK  IN  DONA  ANA  COUNTY, 
NEW  MEXICO. 

C.  W.  GERBER,  M.D.,  F.A.P.H.A. 

County  Health  Officer  Las  Cruces,  N.  M. 

In  order  to  avoid  elaborate  and,  perhaps, 
tiresome  detail,  this  is  as  brief  a summary 
as  possible  of  the  malaria  control  work  in 
Dona  Ana  County,  New  Mexico  for  the  past 
three  years. 

Malaria,  in  the  irrigated  sections  of  the 
Southwest,  particularly  those  sections  under 
large  irrigation  projects  and  with  accom- 
panying necessary  drainage  systems  of  the 
open  type,  is  liable  to  become  a public  health 
problem.  Dona  Ana  County  has  these  condi- 
tions and  has  had  malaria  as  a problem 
since  1925,  necessitating  the  inauguration 
of  intensive  control  work.  It  is  now  in  its 
fourth  year  of  this  work,  and  it  is  the  pur- 
pose of  this  report  to  set  forth  the  condi- 
tions, details,  and  results  attained  up  to  the 
close  of  1930.  Statistical  tables  will  be  eli- 
minated as  much  as  possible  and  used  only 
to  show  comparisons,  when  it  is  more  feasi- 
ble so  to  do. 

The  only  previous  history  obtainable  of 
the  existence  of  malaria  in  this  valley,  dates 
from  1862  to  1885.  In  1862,  when  a portion 
of  the  Confederate  army  invaded  the  valley, 
inquiry  shows  that  many  members  were 
malaria  carriers.  At  this  time,  the  Rio 
Grande  carried  much  flood  water,  and,  owing 
to  the  indefinite  river  channel,  it  frequently 
changed  its  course  or  overflowed,  causing 
large  areas  of  land  to  be  submerged  for 
varying  periods  of  time.  From  this  time  and 
up  to  1880,  there  existed  quite  a number  of 
army  posts  which  were  constantly  occupied 
and  malaria  was  quite  prevalent  amongst 
the  occupants  of  these  posts.  After  1885,  in- 
quiry points  to  the  abatement  of  malaria, 
which  might  be  ascribed  to  the  rapid  disap- 
pearance of  breeding  places  for  the  Anophe- 
les mosquito,  in  conjunction  with  the  pre- 
vious abandonment  of  the  military  posts, 
thereby  removing  in  mass  a large  number  of 
carriers. 
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As  far  as  can  be  determined,  the  Anophe- 
les mosquito  has  always  been  present  in  the 
valley  in  varying  numbers,  depending  much 
upon  the  numbers  and  kinds  of  breeding 
places. 

DISCUSSION 

The  irrigation  method  of  farming  has 
been  in  vogue  for  years,  and  in  order  to  in- 
sure a steady  and  even  water  supply,  the 
Elephant  Butte  dam  was  installed  and  com- 
pleted in  1915.  With  this  came  an  extension 
of  its  distributing  system  of  canals  and, 
later,  the  drainage  system  became  a neces- 
sity owing  to  the  water-logged  condition  of 
the  land,  producing  ponds  and  seepages. 
The  irrigation  canals,  owing  to  the  necessity 
of  their  being  kept  free  of  obstruction  to 
the  water  flow,  and  because  of  the  water 
running  swiftly  through  them,  do  not  afford 
breeding  places  nor  harborage  for  the  Ano- 
pheles larvae;  consequently,  they  are  not  in- 
volved in  any  way  in  the  malaria  problem. 
The  drainage  canals,  on  the  contrary,  are 
the  greatest  offenders,  demanding  nine- 
tenths  of  the  time  of  the  control  efforts. 

The  drainage  canals  are  from^l6  feet  to 
24  feet  wide  at  the  water  line,  with  an  aver- 
age depth  of  6 feet  to  the  waterlevel,  car- 
rying water  from  1 foot  to  5 feet  in  depth. 
The  water  carriage  varies,  being  heaviest 
during  the  height  of  the  crop  growing  sea- 
's on. 

The  first  series  of  these  canals  were  dug 
in  1918,  and  others  have  continually  been 
added. 

The  average  width  of  the  valley  area,  in- 
volved in  the  control  work  is  about  4 miles, 
and  canals  parallel  one  another  at  an  inter- 
val of  about  three-fourths  of  a mile.  The 
canals  were  never  cleaned  until  1928,  thus 
aquatic  vegetation  had  all  opportunity  nec- 
essary to  attain  its  maximum  growth  and 
distribution.  This  factor  has  provided 
most  excellent  breeding  places  and  harbor- 
age for  Anopheles  larvae,  and  as  a conse- 
quence, the  Anopheles  mosquitoes  greatly 
increased  in  numbers.  The  malaria  problem 
arose  as  soon  as  infected  material  came  into 
the  valley.  This  began  in  1923,.  when  the 
first  malaria  carriers  came  in,  since  which 
time  they  have  continued  to  arrive  in  in- 
creasing numbers.  The  aquatic  vegetation 
involved  includes  tules,  myriophyllum, 
sedges,  duckweed,  water  cress,  and  blue  and 
green  algae.  This  vegetation  also  acted  as 
an  impediment  to  the  water  flow,  which  re- 
sulted in  the  raising  of  the  water  table  and 
consequent  production  of  ponds.  The  canals 
are,  at  intervals,  crossed  by  flumes  and 
bridges,  underneath  which  ideal  resting 
places  for  adult  mosquitoes  are  provided. 


These  resting  places,  in  conjunction  with 
certain  buildings  located  near  the  drains,  are 
being  used  -(as  observation  posts  to  note 
the  effect  of  the  control  measures. 

I.  Species  of  Anopheles  Involved.  The 
pseudopunctipennis  and  the  maculipennis  are 
the  only  species  of  Anopheles  so  far  encoun- 
tered in  the  Valley.  The  habits  of  the  two 
species  differ  in  this  section  and  under  our 
conditions  in  the  following  manner: 

The  pseudopunctipennis  seeks  the  current 
in  the  center  of  the  stream,  in  clear  water 
and  in  the  sunlight,  for  its  breeding  place. 
Its  preference  is  for  animal  blood  and  there- 
fore, its  natural  infectivity  is  low.  Its  rest- 
ing places  are  most  likely  to  be  away  from 
human  habitation.  By  force  of  circumstan- 
ces, i.  e.,  the  scarcity  or  absence  of  animal 
blood,  its  infectivity  becomes  higher  in  pro- 
portion. Its  breeding  water  must  have  an 
alkalinity  of  pH  7.2,  or  more. 

The  maculipennis,  in  contrast  to  the  pseu- 
dopunctipennis, usually  breeds  near  the  bor- 
ders, where  there  is  an  impeded  flow  of  wa- 
ter, somewhat  stagnating  and  shaded.  Its 
preferential  feeding  is  human  blood,  and 
consequently,  its  infectivity  is  high.  Its 
preferred  resting  place  is  the  human  habita- 
tion. It  requires  for  its  breeding  water  an 
alkalinity  of  pH  7.2  or  more.  The  alkalinity 
of  the  water  of  the  drain  canals  is  pH  8.00. 

II.  Reappearance  of  Malaria.  For  a 
period  of  30,  or  more,  years,  malaria 
was  unknown  in  the  Valley.  The  first 
cases  became  konwn  to  this  department  in 
1925,  although  later  inquiry  showed  a few 
cases  came  in  in  both  1923  and  1924.  From 
1926  on,  the  cases  increased  enormously  up 
to  and  including  1928,  when  a reduction  took 
place.  The  type  was,  in  the  main,  benign 
tertian,  although  in  1927  the  upper  section 
of  the  county  showed  an  almost  exclusive 
malignant  tertian.  This  lasted  only  during 
that  year.  The  following  year  benign  ter- 
tian invaded  the  section  and  since  then  no 
malignant  tertian  has  been  jseen. 

The  following  corrected  table  gives  the 
cases  reported  for  each  year  and  their  clas- 
sification : 


TABLE  I. 

Case  Incidence  Each  Year 


Year 

Report- 

ed 

Recur- 

rent 

New  Recur- 
Local  rent  of 
Infect.  Foreign 
Inf. 

Recur- 
rent of 
Local 
Inf. 

1923  .... 

2 

2 

2 

1924  .... 

3 

3 

3 

1925  .... 

7 

4 

3 

1 

3 

1926  .... 

27 

20 

7 

20 

1927  .... 

320 

1 

319 

1 

1928  .... 

935 

216 

719 

122 

94 

1929  .... 

478 

176 

302 

96 

80 

1930  .... 

378 

166 

212 

89 

77 
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TABLE  II. 

Infection  Contracted  Previous  to  Coming-  to 
Dona  Ana  County- 
Year  Infected 

1925  1926  1927  1928  1929  Percentage  of 

all  infections 

9 37  245  214  8 43.01 

TABLE  III. 

Infection  Contracted  in  Dona  Ana  County 
Year  Infected 

1925  1926  1927  1928  1929  Percentage  of 

all  infections 

12  233  400  32  56.84 

A house  to  house  survey  begun  in  October 
1928,  and  completed  in  August  1929,  gives 
the  potential  carrier  state  for  the  period ; 
classified  as  to  year  infected  and  the  source 
of  infection,  a total  of  1190  persons  were 
found.  This  survey  revealed  other  facts 
which  are  not  made  a part  of  this  report. 

These  results,  shown  in  Tables  Nos.  1,  2 
and  3,  demand  explanation  to  a certain  ex- 
tent. Although  the  method  for  obtaining 
the  information  is  without  fault,  yet  the 
information  is  quite  unreliable  in  some  re- 
spects. In  explanation,  it  can  be  safely 
stated  that,  owing  to  the  attitude  of  the 
persons  of  migratory  tendencies  in  general 
and  as  a result  of  the  campaign  of  eradica- 
tion— in  which  it  was  stressed  that  the  in- 
vasion of  the  disease  was  the  result  of  the 
migration  to  this  section  of  infected  persons, 
whose  personal  hygenic  practices  were 
quite  faulty  and  whose  indifference  toward 
preventable  diseases  is  noteworthy — there 
was  exhibited  a tendency  to  claim  that  in- 
fection was  encountered  locally,  when,  as  a 
matter  of  fact,  a fair  percentage  of  this  class 
brought  the  infection  with  them.  This  is 
markedly  shown  for  the  year  1927,  in  Table 
I,  where  only  one  case  of  foreign  origin  is 
shown,  when,  a a a matter  of  fact,  the  influx 
of  carriers  was  quite  heavy,  as  is  to  a consid- 
erable extent  reflected  in  the  year  1928, 
and  to  a lesser  extent  in  both  1929  and  1930. 
There  also  was  a notable  lapse  in  the  report- 
ing of  current  cases;  therefore,  the  table  is 
far  from  being  a true  record  of  the  total 
number  of  cases  present  at  any  particular 
time,  and  is  of  value  only  in  showing  the 
trend  in  the  case  incipience.  We  also  assume 
that,  owing  to  the  campaign  efforts,  an  in- 
creasingly larger  proportion  of  cases  were 
brought  to  our  attention.  If  this  be  true, 
the  true  downward  trend  is  actually  more 
acute  than  it  appears  to  be  in  Table  I. 

Both  the  influx  and  the  exodus  of  people 
have,  during  certain  seasons  of  the  year, 
been  enormous,  depending  upon  the  fluctu- 
ating demand  for  cotton-field  workers,  so 
the  figures  cannot  be  absolutely  correct; 
yet,  in  spite  of  the  migratory  habits  of  this 
class,  our. fixed  population  has  been  consid- 


erably augmented  since  1923,  to  the  extent 
of  69+  per  cent. 

The  survey  further  elicited  the  following 
facts:  Sixty  per  cent  were  self-treated;  56 
per  cent  males  and  44  per  cent  females:  60 
per  cent  white,  40  per  cent  Spanish-Ameri- 
can  and  1 per  cent  Negro. 

These  cases  were  housed  in  613  domi- 
ciles, which  are  classified  as  449  of  adobe 
construction,  92  frame  construction,  48 
jacals  and  24  tents.  Of  these  there  were 
completely  screened,  310;  partly  screened, 
83;  inadequately  screened,  141,  and  un- 
screened. 

In  a series  of  inquiries  amongst  drug 
sellers,  it  was  found  that  the  sale  of  “chill 
tonics”  increased  very  materially  up  to  and 
including  1928;  that  in  1929,  quinine  sales 
took  a decided  boost  and  “chill  tonic”  sales 
fell  off ; that  in  1930  there  was  a marked  re- 
duction in  the  sales  of  both  quinine  and 
“chill  tonics.”  If  this  factor  can  be  used  as 
an  indication  of  the  trend  of  the  disease,  it 
decidedly  corresponds  with  the  downward 
case  incidence  trend  in  Table  No.  1. 

A school  survey  was  also  made  during  the 
fall  of  1928  and  extended  into  the  spring  of 
1929.  This  survey  involved  only  (1)  those 
children  having  a history  of  having  had  an 
attack  of  malaria,  (2)  those  having  one  or 
more  cases  in  the  family,  (3)  those  coming 
from  a state  or  district  where  malaria  is 
prevalent.  Blood  specimens  were  taken  from 
those  coming  into  any  of  the  above  cate- 
gories. In  all,  277  specimens  were  taken 
and  of  these  48  per  cent  were  positive  for 
malaria. 

III.  Larval  and  Adult  Mosquito  Incidence. 
As  a check  on  the  effectiveness  of  the  anti- 
mosquito campaign,  numerous  observation 
posts  were  established.  They  were  invariably 
located  at  the  bridges  crossing  the  drainage 
canals,  where  periodical  searches  are  made 
of  larvae  and  for  adult  mosquitoes.  Addi- 
tional posts  for  adult  mosquito  observations 
are  in  dwellings  and  barns  in  close  proxim- 
ity to  drains.  Observations  for  larvae  are 
made  at  fourteen-day  intervals,  and  those 
for  adult  mosquitoes  at  three  to  four-week 
intervals.  Prior  to  1928,  only  sporadic  ob- 
servations were  made  in  selected  places.  In 
1928  and  since  then,  more  systematic  and  ex- 
tended observations  became  the  rule;  there- 
fore, comparisons  can  be  made  only  with 
that  year,  even  though  control  measures 
were  in  operation  and  a constant  reduction 
was  noticeable  toward  the  end  of  the  sum- 
mer months.  There  was  a decided  reduction 
from  July  on,  for  1928,  in  adult  mosquitoes 
at  these  selected  resting  places,  and  this 
has  continued  up  to  the  present  time.  In 
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1930  these  same  places  rai’ely  harbored  a 
mosqtiito.  This  also  holds  good  in  all  the 
observation  posts.  Likewise,  this  same  con- 
dit'on  holds  for  the  larval  observations.  We 
have,  therefore,  had  an  enormous  reduction 
in  the  Anopheles  mosquito  population.  A 
very  close  estimate  of  the  extent  of  reduc- 
tion for  both  larvae  and  mosquitoes  would 
be  90  per  cent.  Tables  of  comparison  in- 
volve many  observation  posts  and  are  not 
included  here  for  fear  of  elaborate  detail. 

Anopheles  breeding  begins  rather  early  in 
the  year,  depending  to  some  extent  upon  the 
severity  or  mildness  of  the  weather.  We 
have  collected  larvae  as  early  as  the  15th  of 
February ; and  adult  Anopheles  have  been 
encountered  during  the  month  of  January  in 
sheltered  places. 

The  heaviest  breeding  months  are  June, 
July,  August  and  September,  which  gives 
us  an  unusually  long  season  of  work.  The  ex- 
tent of  breeding  has  occasionally  been  aug- 
mented during  our  rainy  season  by  torrential 
rains,  producing  large  collections  of  water 
in  low-lying  lands,  remaining  for  a sufficient 
length  of  time  to  afford  excellent  breeding 
places  and  harborage  for  larvae. 

CONTROL  MEASURES 

Our  first  definite  intimation  that  a ma- 
laria problem  was  imminent  in  this  county, 
came  in  1925.  Upon  request  to  the  United 
States  Public  Health  Service,  experts  were 
detailed  to  make  a survey  of  the  situation. 
During  1926,  Dr.  M.  A.  Barber,  special  ex- 
pert, and  Dr.  T.  B.  Hayne,  technical  assist- 
ant, conducted  a survey  covering  a period  of 
two  weeks.  Again,  in  1927,  Dr.  Barber  re- 
turned, with  Mr.  King,  technical  assistant, 
for  a like  period.  In  1928,  Dr.  Barber  again 
returned  with  Mr.  W.  H.  W.  Komp,  entomol- 
ogist, and  Mr.  King,  technical  assistant,  for 
a period  of  two  and  one-half  months,  in  or- 
der to  check  the  effectiveness  of  the  control 
measures.  Dr.  Barber  is  the  originator  of 
the  Paris  green  method  of  mosquito  control 
and  his  recommendations  have  been  strictly 
adhered  to  in  our  work. 

In  the  fall  of  1927,  the  first  appropriation 
was  made  for  the  control  work.  An  amount 
to  cover  labor,  field  equipment  and  supplies, 
of  $2500,  was  appropriated.  This  same 
amount  has  been  repeated  each  year  since.  It 
does  not  cover  the  total  cost,  since  the  per- 
sonnel of  the  health  department  devotes 
considerable  of  its  time  to  the  work.  It 
covers  only  the  labor  of  the  field  crew,  the 
cost  of  material  and  supplies  used  in  the 
field. 

1.  Scope  Operations.  The  operations  ex- 
tend from  about  2 miles  within  the  county 
of  Sierra,  south  in  this  county  to  below 


Chamberino.  The  last  ten  miles  were  added 
to  the  territory  in  1930,  owing  to  the  advent 
of  a new  breeding  place  for  the  maculipen- 
nis  mosquito.  This  territory  involves  about 
350  square  miles,  124  miles  of  canal,  con- 
sisting of  250  acres  of  water  surface,  besides 
numerous  borrow  pits  and  ponds.  These  lat- 
ter increase  in  numbers  and  size  as  the  irri- 
gation season  advances. 

There  were  some  notable  high  spots  of 
infection,  situated  in  those  areas  where  the 
immigration  is  heaviest  and  where  the  mi- 
gration is  more  or  less  constant.  These 
spots  are  now  quite  level  with  the  low  trend, 
in  both  the  number  of  cases  and  the  breed- 
ing of  mosquitoes. 

2.  Methods  of  Control  of  Breeding.  The 
methods  necessarilv  confine  tthemselves  to 
the  use  of  larvacides  and  the  top-minnow. 
The  larvacides  are  Pai’is  green  in  dry  dust, 
used  crankcase  oil  and  kerosene  mixture,  to 
which  Paris  green  is  sometimes  added,  and 
Paris  green  in  wet  sand,  depending  upon  the 
condition. 

Gambusia  Affinis  and  Gambusia  Pet- 
ruelis  (top-minnows)  ar.e  used  to  stock  the 
drainage  canals. 

The  working  crew  consists  of  a foreman 
and  two  laborers.  The  enuipment  consists 
of  one  Ford  “pick-up”  truck,  with  oil  barrels 
and  oil  cans,  metal  knansacks  for  mixing  and 
carrying  the  Paris  green  mixture  and  heavy 
metal  hand  scoops  for  its  distribution,  and 
other  small  equipment. 

The  Paris  green  mixture  is  distributed  by 
hand,  using  the  wind  direction  as  a help  in 
its  distribution.  Blowers  were  tried  but 
were  found  cumbersome  and  impracticable 
in  the  brush  encountered  on  the  canal  banks. 

An  entire  tour  of  the  area  is  made  every 
two  weeks  and  all  canals  and  water  collec- 
tions are  treated.  During  the  first  year  of 
operations,  the  work  was  begun  on  April 
first  and  extended  to  October  first.  At  this 
time  it  was  found  that  there  were  many 
adult  mosquitoes  in  the  air  and  the  breeding 
of  larvae  had  progressed  considerably.  Nat- 
urally. this  gave  the  breeding  a notable 
start  and  it  was  necessary  to  combat  the 
breeding  operations  of  a large  number  of 
early  mosquitoes.  In  the  following  year,  and 
since,  operations  are  begun  on  March  first  in 
order  to  forestall  the  boost  in  breeding  pre- 
viously experienced.  This  has  had  a notable 
effect,  since  we  immediatelv  overcome  the 
breeding  activity  effects  of  the  mosquitoes 
which  have  been  hibernating  through  the 
winter  months. 

To  enable  one  to  know  at  all  times  the  ex- 
tent of  progress  and  the  failures,  if  any,  one 
must  test  for  presence  of  larvae  at  stated 
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intervals  and  at  numerous  observation  posts. 
This  is  done  routinely  by  the  foreman  of  the 
field  crew,  who  has  been  instructed  in  the 
manner  of  doing  it  and  in  the  recognition  of 
the  Anopheles  larvae.  These  collections  are 
brought  to  headquarters  where  they  are 
classified,  counted,  and  recorded  against  the 
post  producing  them.  In  this  way  an  ac- 
curate check  is  kept  of  the  progress  being 
made  and  indicates  quite  correctly  points 
missed  in  treatment  or  inadequately  treated. 
The  larval  collections  are  bred  out  for  specie 
determinations  and  for  experimental  re- 
search purposes.  Re-checking  is  done  by  the 
health  officer,  and  searches  for  and  collec- 
tion of  adult  mosquitoes  are  also  made  by 
him.  Accurate  records  are  also  kept  of 
these. 

The  effectiveness  of  top-minnows  depends 
upon  the  extent  of  the  horizontal  vegetation 
in  the  body  of  the  water.  Where  there  is 
much  of  this,  minnows  have  considerable 
limitation  in  their  effectiveness,  many 
larvae  breeding  out  although  the  water  may 
have  an  abundance  of  minnows.  Where  the 
vegetation  is  perpendicular  they  do  very  ef- 
fective work.  S'inct  the  canals  contain  both 
kinds  of  vegetation,  we  do  get  a fair  per- 
centage of  effectiveness  from  having  them. 

Top-minnows  increase  in  numbers  very 
rapidly  where  planted,  if  sufficient  protec- 
tion is  afforded  the  young.  They  are  vivi- 
parous, and  breed  about  every  six  weeks,  be- 
ginning in  the  month  of  April,  one  female 
delivering  from  ten  to  eighty  young  each 
time.  They  are  cannibalistic. 

3.  Cleaning  of  Drain  Canals.  Owing  to 
the  high  cost  of  dredging  these  canals, 
which  must  be  done  with  a drag-line  dredge, 
doing  so  for  the  elimination  of  breeding 
places  cf  Anopheles  is  impracticable.  It  is 
only  done  for  the  purpose  of  overcoming  an 
impeded  flow  of  the  waters  and  for  restoring 
full  drainage  effectiveness.  It  is  planned  to 
do  th's  dredging  at  four-year  periods.  Even 
were  it  attempted  for  the  elimination  of 
Anopheles  harborage,  observation  has  shown 
that  it  is  effective  only  for  a sixty-day  pe- 
riod at  most,  and  the  necessary  method  fol- 
lowed still  leaves  a fringe  of  vegetation  on 
one  border  of  the  water,  which  provides  ex- 
cellent harborage  for  the  maculipennis  mo- 
squito, and  still  calls  for  continuance  of 
treatment.  It  does,  though,  affect  the 
breeding  of  the  pseudopunctipennis  for  a 
longer  preiod  of  time,  until  center-stream 
vegetation  again  appears. 

Various  chemicals  have  been  tried  in  an 
attempt  to  destroy  the  vegetation ; but  their 
practical  applicability  over  a large  area  is 
still  in  the  experimental  stage. 


4.  Screening.  Screening  is  the  *vogue. 
One  is  concerned  mostly  in  urging  the  repair 
of  damaged  screens  and  the  extension  of  the 
screening  to  those  inadequately  done.  Bar- 
ber and  King  give  the  following  table  in  an 
arUcle  published  in  Public  Health  Reports  of 
March,  1929,  entitled  “Some  Notes  on  the 
Limitations  of  Screens  in.  the  Prevention  of 
Malaria,”  which  is  the  result  of  a survey 
made  of  a certain  section  of  this  county.  He 
concludes  that  we  enjoy  a high  percentage 
of  completely  screened  houses. 

TABLE  IV. 


Amount  and  Character  of  the  Screens  in  a Sample 
Group  of  Houses  in  Dona  Ana  County,  N.  M. 


Type  of  Screening 

Number 

Per  cent 

of 

of  total 

Houses 

Number 

I.  Veranda,  doors  and  windows 

screened  

97 

13.0 

II.  Veranda  not  screened: 

1.  Completely  screened  doors 

and  windows  to  the  top 

2.  Completely  screened  ex- 

430 

57.6 

cept  upper  half  windows 
not  screened  

121 

16.2 

3.  Lacking  screened  doors, 

windows  wholly  or  par- 
tially screened  

49 

6.5 

4.  Only  one  room  screened. 

presumably  sleeping  room 

5 

.7 

III.  Wholly  unscreened  

45 

6.0 

747 

100.0 

Since  the  maculipennis  mosquito  is  the 
greatest  offender  in  this  area  and  since  it 
usually  seeks  for  resting  those  places  inhab- 
ited by  man,  house  transmissions  of  the  dis- 
ease are  common;  therefore,  all  persons  are 
personally  instructed  to  search  for  and  de- 
stroy all  mosquitoes  found  in  their  homes. 

Our  difficulty  has  been  in  inducing  people 
to  properly  utilize  the  screens  that  they  are 
equipped  with.  Owing  to  the  high  atmos- 
pheric temperature  prevalent  here  during 
the  summer,  the  poorer  class  of  persons  are 
inclined  to  sit  or  sleep  out  of  doors  beginning 
at  sunset,  or  to  prop  open  their  screen  doors. 
It  is  difficult  to  nersuade  them  to  change 
theis  habits  and  to  impress  them  with  the 
necessity  for  doing  so. 

5.  Treatment  with  Quinine  and  Plasmo- 
chin.  We  are  advocating  the  “standard 
treatment”  adopted  by  the  United  States 
Public  Health  Service.  Various  other  sys- 
tems of  quinine  administration  are  in  vogue 
and  have  their  strong  advocates ; but  the 
difficulty  with  all  of  them  is  that  the  patient 
does  not  keep  it  up  long  enough  to  insure  a 
sterilization  of  the  blood. 

P'asmochin  and  plasmochin  compound 
(with  quinine)  has  proved  a valuable  substi- 
tute for  those  who  are  “quinine-intolerant,” 
“quinine-resistant”  or  pregnant.  This  De- 
partment has  used  this  synthetic  prepara- 
tion for  the  past  three  years  for  the  purpose 
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of  making  observations  on  its  effectiveness. 
The  drug  can  now  be  purchased  on  the  open 
market.  Its  efect  on  the  patient  is,  occa- 
sionally, rather  tricky,  and  therefore  its  ad- 
ministration must  be  carefully  observed 
throughout  its  use.  Its  further  use  during 
the  administration  of  quinine  is  for  the  pur- 
pose of  rendering  the  malaria  blood  non-in- 
fective  to  mosquitoes,  since  a malaria  infect- 
ed blood  can  be  infective  to  mosquitoes  even 
though  it  be  loaded  with  quinine.  Barber, 
Komp  and  Newman,  in  a series  of  experi- 
ments, (“The  Effect  of  Small  Doses  of  Plas- 
mochin  on  the  Viability  of  Gametocytes  of 
Malaria  as  Measured  by  Mosquito  Infection 
Experiments,”  Public  Health  Reports,  June 
14,  1929),  conducted  two  years  ago  in  Cen- 
tra1 America,  found  that,  if  a small  dose  of 
plasmochin  is  administered  to  the  quinine- 
treated  person  every  third  day,  his  blood 
becomes  non-infective.  The  importance  of 
this  Ending  in  both  treatment  and  control 
work  is  p'ainly  evident. 

An  important  feature  in  our  control  work 
has  been  the  discouragement  of  the  use  of 
the  so-called  “chill  tonics”.  They  contain 
only  a small  dose  of  quinine,  not  sufficient 
to  produce  sterih'zation  excepting  in  the  very 
young,  but  sufficient  to  hold  in  check  the 
most  disagreeable  symptoms.  The  majority 
of  the  peot^e  infected  are  of  the  class  who 
rather  incline  toward  self-treatment,  and 
who  have  been  in  the  habit  of  using  the  so- 
called  “chill  tonics”  for  every  conceivable 
ailment.  It  has  been  difficult  to  induce 
them  to  purchase  quinine  instead  of  the 
“tonics.” 

6.  Education.  The  necessity  for  educat- 
ing the  people  is  paramount;  should  they  re- 
main indifferent,  as  most  of  them  are  inclin- 
ed to  be,  the  conditions  would  resemble  those 
of  the  southern  states,  where  malaria  has 
been  and  is  endemic.  This  apathy  toward 
the  disease  is  a great  factor  in  its  perpetu- 
ation. When  a people  reverts  to  tippling 
“chill  tonic”  to  keep  itself  fairly  comforta- 
ble and  fails  to  concern  itself  with  positive 
cure,  or  takes  no  means  to  prevent  trans- 
mission, one  can  expect  either  an  increase 
or,  at  best,  a high  level  of  incidence  of  ma- 
laria. 

The  greater  portion  of  the  educational 
work  done  now  is  by  personal  contact.  Dur- 
ing the  inception  of  the  campaign  of  eradica- 
tion, use  was  made  of  press  articles,  talks 
before  Farm  Bureau  locals,  school  class- 
room talks,  the  showing  of  films,  the  distri- 
bution of  malaria  literature,  personal  con- 
tacts with  physicians  during  which,  also, 
prompt  reporting  of  cases  was  urged.  At 
home  visits  a mimeographed  sheet  of  in- 


struc'  ion  as  to  treatment  and  an  explanation 
of  the  cause  and  the  method  of  prevention, 
is  left  with  the  householder. 

It  is  also  urged  that  a blood  examination 
be  obtained  and  that  this  be  repeated  after 
finishing  a full  course  of  quinine  treatment. 
In  this  respect  this  department  has  exam- 
ined about  4500  specimens  since  the  begin- 
ning of  the  active  campaign,  either  for  ver- 
ification of  diagnosis  or  for  differential  diag- 
nosis. 

CONCLUSION 

Malaria  is  endemic  in  Dona  Ana  County, 
New  Mexico.  Under  the  physical  rcmdiUoPs 
present,  the  effectiveness  of  control  meas- 
ures depends  noon  the  use  of  a combination 
of  methods,  which  was  determined  urton  by 
exhaustive  surveys,  experiments  and  ob- 
servations. 

The  use  of  a combination  of  methods  such 
as  dust  diluted  Paris  green.  oil  mixtures, 
oil  and  Paris  green  mixtures,  PaHs  green 
and  wet  sand  mixtures,  the  propagation  and 
distribution  of  ton-minnows,  th«  instruction 
of  the  inhabitants  in  the  habits  of  the  of- 
fending snecies  of  mosquitoes  and  the  neces- 
sity for  proper  and  adequate  treatment,  and 
the  advisability  of  blood  examinations,  has 
resulted  to  a eomparativelv  high  decree  in 
reducting  the  Anopheles  mosouito  produc- 
tion, the  number  of  local  transmissions  and 
the  total  number  of  cases  of  malaria. 

The  actual  reduction  in  transmissions  is 
far  greater  than  is  shown  bv  the  figures 
presented,  if  wh  Consider  the  probability 
rate,  including  the  fixed  increase  in  popula- 
tion, had  no  control  measures  been  institut- 
ed. 

It  is  expected  that  the  migration  of  car- 
riers will  continue  and  that  it  is  impossible 
comoletelv  to  eradicate  the  Anopheles  mos- 
ouito or  to  eliminate  the  ideal  breeding  con 
ditions  until  some  feasible  and  economical 
method  of  the  destruction  of  the  aquatic 
vegetation  is  discovered,  and  that,  in  conse- 
quence, the  control  measures  must  needs  be 
continued  indefinitely. 

The  control  costs  are  extremely  low  con- 
sidering the  large  area  under  treatment. 


MASTOIDITIS 

(Case  Report  with  Discussions.) 

W.  A.  Schwartz,  M.I). 

Phoenix,  Arizona. 

(Presented  at  Staff  Meeting  of  Good  Samaritan 
Hospital,  Phoenix,  April  29,  1931.) 

Boy,  age  10,  admitted  to  the  hospital  on  Febru- 
ary 5,  1931.  A week  before  entering  the  hospital 
was  hit  on  the  end  of  the  nose  and  on  the  upper  lip 
by  a hard  piece  of  dirt  thrown  by  another  boy.  Both 
the  nose  and  upper  lip  were  swollen.  The  swelling 
increased  until  both  nostrils  were  completely 
closed  with  an  elevation  of  temperature,  pain  an^l 
headache. 
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SOUTHWESTERN  MEDICINE 


Past  History:  Mumps  at  five  years.  Measles  at 
six  years.  For  years  while  in  the  East  had  fre- 
quent colds  during'  the  winter,  continuous  nasal 
drainage  and  coughs. 

Examination:  Pulse  112.  Temperature  101.2  de- 
grees. Leukocytosis,  16,000;  76  polymorphonuclear. 
Swelling  of  the  upper  lip  and  entire  nose,  especially 
the  tip.  The  septum  was  bulging  on  either  side 
closing  the  nostrils  completely. 

The  septum  was  incised  under  local  anesthesia 
and  about  an  ounce  of  pus  escaped.  The  abscess 
drained  for  about  eight  days.  During  this  time  the 
swelling  had  gradually  subsided,  the  temperature 
ranging  from  99  to  101  degrees.  Dr.  Kennedy  re- 
ported an  infection  in  the  chest  which  might  be  re- 
sponsible for  the  fever. 

Five  days  after  entering  the  hospital,  the  tem- 
perature was  102.6,  and  he  complained  of  pain 
in  the  left  ear.  Examination  showed  both  canals 
iilled  with  large  masses  of  hard  cerumen,  and  at- 
tempt at  removal  of  these  masses  was  not  suc- 
cessful. The  following  day  after  long  manipulation 
and  washing,  the  cerumen  was  finally  gotten  out. 
A small  abount  of  blood  showed  in  the  left  ear 
coming  from  the  canal  wall.  The  drum  was  con- 
gested and  bulging.  A small  incision  was  made  in 
the  drum.  The  following  day  there  was  a large 
amount  of  sero-sanguinous  drainage.  That  day  the 
temperature  was  103.  From  this  time  the  tem- 
perature gradually  subsided,  and  he  left  the  hos- 
pital on  the  18th.  He  still  had  very  profuse  drain- 
age from  the  left  ear.  No  tenderness  or  swelling 
over  the  mastoid.  No  pain. 

Again  admitted  to  the  hospital  February  26,  1931, 
on  the  recommendation  of  Dr.  Kennedy.  Tempera- 
ture 101.2.  Pulse  104.  Respiration  24.  Leukocy- 
tosis 22,800.  Complained  of  continuous  dull  pain  in 
left  ear.  The  pain  was  not  severe.  There  were  no 
chills.  No  vomiting.  Profuse  drainage  from  the 
left  ear.  Sagging  of  the  posterior  canal  wall. 
Swelling  over  the  entire  mastoid  area  extending 
back  of  the  mastoid  and  down  the  neck.  Tenderness 
over  the  entire  area.  More  marked  over  the  antra 
and  tip. 

X-ray  examination  showed  on  the  right  side  ebur- 
nation  around  the  region  of  the  antrum  and  cell  de- 
velopment being  more  nearly  normal  in  the  pos- 
terior portion  of  the  process.  On  the  left  side 
there  is  no  normal  cell  structure  visible  but  the 
density  is  not  so  great  as  it  is  on  the  right  side. 
General  examination  was  essentially  negative.  The 
reflexes  were  slightly  exaggerated.  Otherwise 
there  were  no  neurological  findings. 

A consultation  was  requested,  and  the  patient 
was  seen  by  Dr.  McLoone  and  Dr.  Bailey.  Both 
recommended  that  the  boy  be  operated  immediately. 

ly- 

Operation  showed  much  sclerosis.  Pus  was  found 
under  pressure.  The  trabeculae  had  broken  down, 
and  inflammatory  tissue  present.  He  continued  to 
have  intermitten  temperature  ranging  from  normal 
to  101  until  March  7th. 

Tho  drainage  gradually  subsided.  The  hearing  at 
this  time  is  normal.  No  drainage  from  the  mid- 
dle ear.  No  perforation. 

COMMENT 

Although  this  is  an  acute  infection  of  the 
mastoid,  the  sclerosis  shows  that  there  has 
been  an  inflammation  at  some  previous 
time.  Some  congestion  of  the  mastoid  is 
probably  present  in  every  case  of  otitis 
media.  Middle  ear  infections  are  common 
while  a small  percentage  deve’op  symptoms 
that  can  be  recognized  as  mastoiditis.  The 


symptoms  of  mastoiditis  in  this  case  were 
definite.  Often  they  are  not  so  definite,  and 
an  operation  may  be  delayed  too  long.  The 
abscess  of  the  septum  was  direct  result  of 
the  trauma.  Probably  a hemorrhage  be- 
neath the  membrane  followed  by  an  infec- 
tion. Meningitis  is  a possible  complication 
in  abscess  of  the  septum. 

By  Dr.  John  J.  McLoone,  Phoenix. 

I saw  this  patient  in  consultation  on  the  28th 
day  of  February,  1931.  My  observations  at  that 
time  were  as  follows: 

Left  ear  canal  was  filled  with  pus.  After  re- 
moval of  same,  a small  perforation  was  disclosed 
through  which  came  some  pulsating  discharge.  Mas- 
toid process  was  equisitely  tender,  especially  over 
the  antrum  and  the  tip.  Pain  became  more  intense 
as  pressure  was  made  over  the  posterior  portion 
of  mastoid.  Palpation  revealed  a marked  perios- 
titis over  the  entire  mastoid  area.  Considerable 
edema  of  the  structures  posterior  to  the  process 
was  found.  This  edema  extended  downward  to- 
wards the  neck  area.  There  was  a sagging  of  the 
posterior  wall.  There  was,  at  that  time,  manifestly 
present  quite  an  extensive  involvement  of  the  mas- 
toid bone.  I advised  immediate  surgical  interven- 
tion, as  I felt  grave  sequelae  might  follow  if  opera- 
tion were  too  long  delayed. 

In  reviewing  this  case  and  noting  some  of  the 
earlier  history,  we  note  that  there  was  a mucopu- 
rulent discharge  from  both  nostrils  with  a temper- 
ature of  101.4  and  a white  count  of  22,800,  polys 
76.  Patient  was  coughing  on  admission  to  hospital. 
The  temperature  continued  above  normal.  On  the 
10th,  11th  and  12th  of  February,  which  would  be 
the  6th,  7th  and  8th  days  in  the  hospitp.l,  tempera- 
ture is  noted  as  102  or  above.  On  the  13th,  an 
x-ray  was  taken  of  the  chest  suggesting  a resolving 
pneumonic  process  of  the  lung.  A serosanguineous 
discharge  appeared,  coming  from  the  left  ear  on 
the  12th  and  by  the  15th  had  become  quite  profuse. 
Etiological  factors  in  this  case  were  undoubtedly 
either  a nasal  infection  or  pneumonic  process  or 
possibly  both.  A culture  taken  at  this  time  would 
have,  in  all  probability,  revealed  a streptococcus, 
a pneumococcus  or  perhaps  the  presence  of  both 
of  these  organisms. 

The  bacteriological  findings  of  purulent  inflam- 
mation of  the  nr'ddle  ear  with  mastoid  involvement 
are  most  important  in  deciding  whether  it  will  be 
necessary  to  open  the  mastoid  cells.  The  streptococ- 
cus, especially  when  occurring  in  influenza  cases,  is 
most  insidious.  When  a hemolytic  streptococcus  in- 
fection of  the  masto’d  cells  is  demonstrated,  no 
prolonged  abortive  treatment  should  be  maintained. 
The  finding  of  this  organism  in  the  middle  ear 
discharge,  together  with  a daily  rise  in  tempera- 
ture which  does  not  subside  after  a very  short 
time,  is  sufficient  indication  to  perform  the  sim- 
ple mastoid  operation.  T have  operated  in  cases  of 
this  type  in  which  there  was  practically  no  pain 
and  very  little  tenderness,  and  found  the  destruction 
of  the  mastoid  cells  altogether  out  of  proportion 
to  the  symptoms  present.  The  pneumococcus,  es- 
pecially when  accompanied  by  the  micrococcus  cat- 
arrhalis,  will  m most  cases  result  in  a well  defined 
mastoiditis.  The  staphylococcus  produces  a mild- 
er infection.  However,  it  frequently  hannens,  espe- 
cially after  the  otitis  media  is  well  established,  that 
we  are  unable  to  demonstrate  the  true  offending 
organism.  Staphylococcus  alone  may  show  in  the 
aural  discharge,  while  the  more  virulent  organisms 
as  the  streptococcus  or  pneumococcus,  remain  in 
the  mastoid  antrum  or  cells. 
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A sparsely  cellular  type  of  mastoid  as  revealed  by 
the  x-ray  does,  I believe,  explain  a lack  of  ex- 
pression of  external  symptomatology  earlier  in  the 
disease.  In  studying  the  x-^ray  appearances  of 
mastoids,  we  find  that  various  films  may  show  ev- 
ery possible  gradation,  ranging  from  the  complete- 
ly acellular  mastoid  to  the  most  widespread  pneu- 
matization.  The  mastoid  with  few  or  no  pneumatic 
cells  represents  the  greatest  contrast  to  the  pneu- 
matic type. 

In  this  case,  a very  destructive  process  had  evi- 
dently been  going  on  without  manifesting  itself  ex- 
ternally earlier  in  the  disease  on  account  of  a 
sclerotic  and  dense  mastoid  bone. 

These  types  are  termed  diploetic,  infantile,  and 
acellular  or  sclerosed  mastoids,  or  those  with  a 
total  arrest  of  pneumatization.  Hence  the  import- 
ance of  pre-operativelv  determining  the  mastoid 
structure.  The  otologist  should,  by  x-ray,  be  able 
to  visualize  the  anatomic  relations  fully.  He  will 
know  that  the  structure  of  such  a mastoid  consists 
of  an  antrum  deeply  placed  in  dense  bone;  that 
there  may  be  only  a very  thin  plate  of  bone  between 
antrum  and  either  the  middle  or  posterior  fossa  or 
the  sinus,  or  all  three  combined.  A most  virulent 
infection  in  an  antrum  so  situated  is  capable  of  pro- 
ducing but  few  if  any  of  the  typical  signs  and 
symptoms  of  mastoiditis,  though  all  the  more  like- 
ly to  give  rise  to  intracranial  complications.  An 
operation  in  this  class  of  mastoid  will  be  indicated 
on  far  less  clinical  evidence  than  in  the  pneuma» 
tized  type  of  mastoid. 

This  is  in  contrast  to  a distinctly  cellular  mastoid, 
in  which  external  signs,  such  as  edema  and  post- 
auricular  tenderness,  manifest  themselves  early. 
The  operative  findings  in  this  case  disclosed  that 
neither  dura  nor  sinus  were  exposed,  which  would 
indicate  that  surgery  was  undertaken  at  an  oppor- 
tune time. 


NEPHRECTOMY  FOR  TUBERCULOSIS 
OF  KIDNEY. 

(Case  Report.) 

Charles  N.  I’loussard,  M.D.,  F.A.C.S. 

Phoenix,  Ariz. 

(Discussed  before  Staff  Meeting  of  Good 
Samaritan  Hospital,  May  25,  1931). 

White  female,  age  30,  entered  hospital  to  improve 
physical  condition  for  nephrectomy,  a diagnosis  of 
kidney  tumor  having  been  made  by  me  previous  to 
her  admission. 

Past  history:  ordinary  diseases  of  childhood.  Ty- 
phoid at  age  of  14.  Married  at  age  of  14.  Mar- 
riage later  annulled.  Gonorrheal  and  syphilitic  in- 
fection shortly  after  marriage;  extensive  treatment. 
Became  pregnant  and  had  a cesarean  section  during 
first  year  of  married  life.  Supravaginal  hysterec- 
tomy nine  years  ago.  Tonsillectomy  three  times. 
Flu  in  1928;  several  times  since.  Was  at  the  Mayo 
Clinic  in  1928,  diagnosis  gastroptosis  and  neuras- 
thenia. At  Johns  Hopkins  in  1929,  diagnosis  gas- 
tric stasis,  spastic  colon,  hypotension,  oral  sepsis, 
undernutrition,  pharyngitis,  secondary  anemia, 
spinal  scoliosis  and  an  affective  nervous  disorder 
with  depression,  fears,  nervousness,  irritability, 
headaches  and  abnormal  sensations  in  the  abdo- 
men. At  Touro  Infirmary  in  New  Orleans  for  eight 
months,  diagnosis  of  secondary  aremia,  chronic 
focal  infection.  Was  sent  to  Arizona  for  a change 
of  climate  in  a very  poor  condition. 

Physical  examination:  Patient  is  very  anemic, 

very  thin,  high  strung,  adult  white  female,  complain- 
ing of  shortness  of  breath,  vomiting  large  amounts 
of  food,  temperature  ranges  from  99  to  103  daily. 


Heart  negative,  x-ray  shows  old  healed  tuberculo- 
sis. Abdomen,  tenderness  throughout.  Mass  size 
of  grapefruit  in  lower  left  kidney  region.  Tender- 
ness over  gall  bladder  area.  Old  scar  between  sym- 
phasis  and  umbilicus  from  previous  operation.  Ex- 
tremities negative;  reflexes  normal. 

Laboratory:  Blood  and  spinal  fluid  Wassermanns 
negative.  Test  for  typhoid  and  malta  fever  nega- 
tive. Sinuses  negative.  Red  count  3,000,000;  white 
count  10,750;  polys  85;  monos  15;  coagulation  time 
4 minutes  anu  30  seconds.  Blood  typing  group  4. 
Urine;  bladder  specimen,  albumin  positive,  pus  and 
blood  present.  Right  ureteral  specimen,  no  pus,  no 
bacteria.  Left  ureteral  specimen,  pus,  blood  but  no 
bacteria  found.  Phthalein  test,  right  appeared  in 
three  minutes;  40  per  cent  first  hour.  Left,  appear 
ed  in  eight  minutes,  3 per  cent  first  hour.  Ewald 
test  meal,  free  HC1  26;  total  acidity  56;  trace  of  oc- 
cult blood.  N.P.N.  23  mgm.  per  100  c.c.  of  blood. 
Icteric  index  3. 

X-ray:  G.I.G.B.  Chronic  gall  bladder  disease. 
Barium  enema  at  junction  of  sigmoid  and  descend- 
ing colon  an  area  of  irregular  contour  and  intoler- 
ance to  contents  apparently  djre  more  to  pressure 
from  without  than  to  lesions  of  colon  wall. 
Pyeiogram:  60  c.c.  sodium  iodide  in  left  kidney; 
left  kidney  shadow  large.  Kidney  pelvis  elongated, 
narrow  and  lower  calyces  not  filled.  Diffuse  nar- 
rowing of  upper  one-third  of  ureter,  probable  new 
growth  of  kidney. 

Operation  Aug.  20,  under  sodium  amytal-ether 
anesthesia,  patient  receiving  about  ten  grains  of 
sodium  amytal  before  going  to  sleep.  Incision  about 
eight  inches  long  extending  from  posterior  to 
twelfth  rib  obliquely  down  over  kidney  area  to  mid 
clavicular  line  at  about  level  of  umbilicus.  Kidney 
exposed,  delivered  with  difficulty  due  to  adhesions 
around  kidney,  particularly  around  lower  pole.  As 
much  of  the  peri-renal  fat  was  removed  with  kidney 
as  was  possible.  Vessels  doubly  ligated,  all  bleed- 
ing controlled,  kidney  was  removed.  It  was  neces-. 
sary1  to  leave  a small  area  of  induration  behind  due 
to  the  fact  that  lower  pole  of  kidney  was  densely 
adherent  to  posterior  abdominal  wall  and  probably 
to  some  abdominal  viscera,  most  likely  descending 
colon.  This  kidney  tumor  has  appearance  macro- 
scopically  of  hypernephroma.  Cigarette  drain  low- 
er part  of  wound.  Wound  closed  in  layers.  Pa- 
tient given  500  c.c.  citrated  blood  in  operating  room. 
Also  1000  c.c.  normal  saline  into  breast.  Condition 
after  operation  poor.  Convalescence  very  stormy 
and  recovery  was  doubtful  for  three  days  after  op- 
eration when  she  began  to  improve  and  was  re- 
moved to  her  home  in  an  ambulance  20  days  after 
operation.  Wound  healed  in  three  weeks.  Patients 
convalescence  was  very  slow  but  gradual. 

Pathological  Report:  Kidney,  gross  section  shows 
a fairly  well  defined  rounded  mass  IV2  by  2 inches 
in  diameter  in  the  lower  pole  of  the  kidney  replacing 
the  lower  calyces  and  encroaching  upon  the  cortex. 
The  cut  surface  is  slightly  granular  with  grayish 
yellowish  nodules.  Sections  show  inflammatory  pro- 
cess with  infiltration  into  the  cortex  and  extending 
to  and  involving  the  capsule.  Numerous  rounded 
areas  show  central  caseation  necrosis  and  slight  fib- 
rous deposit  at  the  margin  and  with  occasional 
giant  cell  form.  We  would  consider  the  changes  as 
representing  tuberculous  involvement. 

At  time  of  admittance  to  Hospital  she  weighed 
64  pounds.  Stated  she  weighed  less  than  that  a few 
weeks  previous.  When  in  my  office  a few  weeks 
ago  she  weighed  116  pounds.  Her  maximum  weight 
was  126  pounds.  She  returned  to  her  home  in 
Georgia  and  writes  that  she  was  feeling  fairly  well 
and  continues  to  improve  slowly. 
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CORNEAL  ULCER 
(Case  Report  with  Discussions.) 

MAYO  ROBB,  M.D., 

Phoenix,  Arizona 

(Presented  to  Staff  Meeting  of  Good  Samaritan 
Hospital,  April  29,  1931.) 

This  patient,  a male,  age  23,  from  Williams,  Ari- 
zona, referred  by  Dr.  McIntyre,  having  a foreign 
body  strike  his  right  eye  while  riding  in  an  auto- 
mobile. Two  days  later  he  had  the  sensation  of  a 
foreign  body  in  the  eye  and  several  of  his  friends 
attempted  to  remove  the  foreign  body  from  the 
eye  but  with  no  success.  Then  he  consulted  his  lo- 
cal physician  who  was  unable  to  find  a foreign  body. 

When  I examined  the  right  eye  a foul  ulcer  about 
the  size  of  a match  head  was  on  the  cornea  just  be- 
low the  summit,  marked  ciliary  injection,  cloudy 
cornea  and  swelling  of  the  upper  lid.  I advised 
hospitalization  but  he  refused.  He  was  prescribed 
butyn  for  the  pain  locally,  two  per  cent  atropine 
sulphate,  cauterization  of  the  ulcer  with  iodine  pet- 
rogen,  an  eye  wash,  hot  compresses,  ten  per  cent 
neosilvol,  a bandage,  and  aspirin  internally.  The 
ulcer  became  much  worse  and  he  was  sent  to  Good 
Samaritan  Hospital,  March  29,  1930.  Here  he  was 
put  to  bed  and  Dr.  Bailey  saw  the  patient  in  con- 
sultation. Locally  he  was  given  butyn,  one  per  cent, 
mercurochome  two  per  cent,  atrophine  sulphate, 
boric  acid  wash,  the  infra  red  light,  and  morphine 
hypodermically  for  the  pain.  The  ulcer  spread  to 
the  temporal  side  in  spite  of  the  treatment  and 
three  days  later  he  was  given  six  c.c.  of  milk  in 
the  gluteal  muscle.  The  eye  seemed  silghtly  better 
the  next  day.  He  was  given  the  second  dose  of  nine 
c.c.  two  days  later,  but  there  was  no  change  in  the 
eye. 

The  present  antiseptics  that  were  used  in  the  eye 
were  discontinued,  and  cauterization  of  the  spread- 
ing ulcer  with  two  and  one-half  per  cent  iodine,  and 
coniunctival  sac  filled  with  calomel  powder.  This 
was  done  daily  for  a few  days  with  no  improvement. 
Ten  days  after  entering,  the  ulcer  had  spread  over 
about  one-third  of  the  surface  of  the  cornea.  The 
ulcer  wras  now  cauterized  with  the  actual  cautery 
under  cocaine  hydrochloride  anesthesia  which  gave 
the  patient  slight  relief  and  stopped  the  spreading 
of  the  ulcer  on  the  nasal  side.  Dr.  Gram  saw  the 
patient  and  advised  five  per  cent  dmnin  to  be  used 
locally  which  was  done  and  another  cauterization 
with  the  electric  cautery  over  the  upper  and  lateral 
side  of  the  ulcer.  After  the  second  cauterization 
the  ulcer  ceased  spreading  and  the  eye  began  to 
improve.  No  hypopyon  was  present  at  anv  time. 

He  left  the  hospital  on  April  14,  1930  and  the 
dionin  was  prescribed  t.i.d.  Three  weeks  later  he 
came  to  the  office  and  at  that  time  the  scar  was 
much  thinner  and  the  vision  in  the  eye  was  20/40-3. 

COMMENT 

The  cornea,  like  the  rest  of  the  surface  of 
the  body,  is  exposed  to  external  injuries.  It 
has  a most  delicate  epithelium  which  is 
uuite  soft  and,  being  seated  on  the  smooth 
Bowman’s  membrane,  is  easily  stripped 
off.  Fo  epithelial  lesions  of  the  cornea  are 
auite  frequent.  Trauma  mav  be  responsible 
for  many  different  kinds  of  corneal  ulcers 
but  I am  dicussing  only  the  so-called  simple 
traumatic  ulcer.  Ulcers  of  the  cornea  are 
among  the  most  frequent  affections  of  the 
eyes  and  special  significance  is  attached  to 
them  because  the  opacities  that  they  leave 
often  impair  the  vision.  They  are  found 


much  oftener  in  adults  and  especially  in  el- 
derly people.  In  the  later  years  of  life  the 
cornea  is  not  so  well  nourished  and  is  more 
liable  to  disintegrate  than  in  youth.  Trau- 
matic ulcers  may  originate  in  a superficial 
defect  caused  by  a wound,  abrasion,  burn  or 
chemical  corrosion,  or  the  extrusion  of  a for- 
eign body.  They  may  also  be  caused  by  the 
cumulative  effect  of  repeated  slight  irrita- 
tions, for  example,  those  due  to  ingrowing 
lashes.  As  a rule  the  body  that  causes  cor- 
nea is  caused  by  the  bacteria  present  in  the 
conjuntival  sac,  the  most  common  organisms 
being  the  pneumococcus  which  is  the  cause 
of  ulcus  serpens, streptococci,  staphylococci, 
Kech-Weeks  bacillus  and  Morax-Exenfeld. 

As  a rule  most  traumatic  ulcers  run  a be- 
nign course  but  a few  are  verv  serious.  If  the 
stage  of  infiltration  fails  to  terminate  in  ab- 
sorption and  there  is  destruction  of  the  over- 
lying  corneal  tissue  an  ulcer  results.  Sur- 
rounding the  area  of  necrotic  tissue  is  a clear 
space  and  beyond  this  is  a ring  of  infiltrat- 
ing leukocytes  which  come  from  the  vessels 
at  the  edge  of  the  cornea.  In  favorable 
cases  this  necrotic  tissue  is  thrown  off,  the 
surrounding  cornea  clears,  the  ulcer  is  cov- 
ered by  proliferation  of  the  epithelium  and 
the  loss  of  substance  is  replaced  by  connec- 
tive tissue  derived  from  the  fixed  cells  of 
the  cornea.  When  the  process  is  progres- 
sive it  may  spread  over  a large  surface  of 
the  cornea  or  penetrate  the  deep  layers  of 
fhe  cornea  or  both.  If  the  ulceration  is  not 
checked  the  cornea  is  perforated  and  inclu- 
sion of  the  iris  may  result  in  staphyloma.  If 
the  iris  does  not  prolapse  the  perforation 
may  be  closed  with  a tissue  produced  by  pro- 
liferation of  the  posterior  lining  endothe- 
lium. Bowman’s  and  Descemet’s  membranes 
are  never  reproduced.  Panophthalmitis  is 
often  the  end  result  of  a very  foul  ulcer. 

In  view  of  the  very  varying  course  run 
bv  traumatic  ulcers  of  the  cornea,  the  phy- 
sician who  is  called  to  a patient  with  this 
disease  should  be  able  to  predict  to  the  pa- 
tient or  his  family  to  what  extent  the  sight 
will  suffer  permanent  impairment,  in  order 
that  such  impairment  may  not  be  afterwards 
charged  against  the  treatment  prescribed. 
The  prognosis  for  vision  depends  upon  the 
extent  and  location  of  the  opacity  which  is 
the  result  of  the  ulcer. 

Traumatic  ulcers  of  the  cornea,  like  most 
other  diseases  of  the  human  race,  do  not 
yield  to  a set  rule  of  treatment  but  certain 
principles  are  common  to  all.  In  a majority 
of  ulcers  the  removal  of  any  foreign  body, 
atropin,  boric  acid  wash,  mercurochrome 
and  dark  glasses  usually  are  sufficient  to  ac- 
complish a cure.  If  the  ulcer  is  foul  or  pro- 
gressive, more  energetic  measures  must  be 
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employed.  The  remedies  that  are  found  to 
be  very  useful  include  holocane  (one  per 
cent)  for  the  pain,  iodine  of  petrogen  (5  per 
cent)  applied  directly  to  the  ulcer,  boric 
acid  wash,  moist  hot  compresses,  and  a pro- 
tective dressing  to  the  eye.  When  a con- 
junctivitis is  associated  with  the  corneal  ul- 
ceration the  lids  are  brushed  daily  with  a 
one  per  cent  silver  nitrate  solution  followed 
by  a saline  solution.  Some  patients  obtain 
more  relief  from  the  infrared  light  than 
moist  heat.  In  many  ulcers  dionin  (2  to  10 
per  cent)  gives  excellent,  results;  also  iodo- 
form is  a useful  drug  in  this  disease.  If  the 
pneumococcus  is  the  cause  of  the  ulcer 
ethylhydrocuprein  has  been  reported  by 
some  ophthalmologists  to  give  brilliant  re- 
sults. I have  always  found  it  a disappoint- 
ment. It  must  be  a freshly  prepared  solution 
and  this  may  account  for  its  many  failures. 
Text  books  on  ophthalmology  all  mention 
the  use  of  eserine  instead  of  atropin  for  per- 
ipheral ulcers,  but  I have  yet  to  see  any  phy- 
sician use  this  drug  for  corneal  ulceration. 
Foreign  protein  given  intravenously  or  sub- 
cutaneously seems  to  have  a favorable  ef- 
fect on  many  ulcers.  The  remedies  utilized 
are  boiled  milk  1 to  5 c.c.  subcutaneously 
given  daily  for  three  days.  Anti-diphther- 
itic serum  and  typhoid  vaccine  are  also  used, 
as  well  as  many  other  proteins.  No  one 
seems  to  have  any  advantage  over  the  oth- 
ers. If  all  this  medicinal  treatment  fails  and 
the  ulcer  still  spreads,  cauterization  with 
the  thermophore,  phenol  and  alcohol  or  the 
actual  cautery  is  usually  resorted  to.  Of  all 
the  agents  used  in  foul  corneal  ulcers  steri- 
lization of  the  floor  and  edges  of  the  ulcer 
with  the  actual  cautery  gives  the  most  satis- 
factory results.  This  usually  stops  the 
spread  of  the  ulcer  and  this  relieves  the  pain. 
If  a hypopyon  is  present  a paracentesis  of 
the  cornea  may  be  performed.  It  will  also 
cause  the  ulcer  to  cease  spreading.  Any  focal 
infection  should  be  taken  care  of,  for  exam- 
ple, infected  teeth,  tonsils,  nasal  sinuses 
and  gall  bladder,  as  they  often  retard  the 
healing  of  the  ulcer. 

The  diet  should  be  nutritious  and  plenty 
of  fresh  air  supplied.  Codein  or  morphine 
may  be  given  for  the  severe  pain.  The  bow- 
els should  be  watched  carefully.  Calomel 
and  salines  are  given  whenever  necessary. 
The  circulation  must  be  taken  care  of,  es- 
pecially in  elderly  people. 

Discussion  by  Dr.  Harley  Yandell,  Phoenix. 

This  fellow  from  Williams  must  have  had  a pretty 
tough  time  of  it,  as  well  as  Dr. Robb  and  his  asso- 
ciates, but  this  is  a thing  that  so  often  happens. 
Somebody  gets  something  in  his  eye,  and  waits  two 
or  three  days  and  then  has  the  neighbors  try  to 
get  it  out;  if  they  fail,  as  they  usually  do,  the  fam- 
ily doctor  is  called  upon.  He  usually  finds  that,  if 


the  neighbors  did  not  get  the  foreign  body  out,  they 
at  least  did  a good  job  of  infecting  the  eye,  and  so 
he  “passes  the  buck”  to  the  eye  specialist;  this  is, 
of  course,  to  be  highly  commended,  because,  the 
Lord  knows  we  who  study  the  eye  a life-time,  know 
little  enough  about  it. 

Dr.  Robb  told  us  how  hetook  care  of  this  par- 
ticular sort  of  an  ulcer,  and  the  end  results  in  the 
case  were,  in  all  probability,  all  that  could  be  ex- 
pected in  such  a desperate  condition. 

I feel  that  I would  almost  be  considered  guilty 
of  sacrilege,  should  I try  to  rehash  in  this  discus- 
sion what  Dr.  Robb  had  to  say  about  the  histology 
of  the  cornea,  the  pathological  conditions  and  the 
detailed  technic  in  handling  a traumatic  corneal 
ulcer,  but  I hasten  to  offer  just  a few  remarks 
which  must  be  considered  friendly,  or  as  construc- 
tive criticism,  or  possibly  a still  better  term  would 
be  just  some  suggestions.  It  seems  that,  in  this 
case,  you  were  dealing  with  a pneumococcus  infec- 
tion, and  if  this  were  true,  you  should  have  lost 
no  time  by  instilling  butyn,  neo-silvol  and  mercu- 
rochrome  which  are  highly  incompatible  chemical- 
ly, but  should  in  my  opinion,  have  resorted  imme- 
diately to  the  actual  cautery,  using  some  anesthetic 
other  than  cocain,  which  often  does  actual  harm  to 
cornea  with  ulcer. 

I was  asked  to  discuss  traumatic  corneal  ulcers, 
and  was  also  instructed  to  make  an  attempt  to 
help  the  general  physician  who  treats  ulcers  of 
the  cornea,  or  as  has  been  termed — “sores  on  the 
eye  ball.”  As  regards  the  latter,  I fear  I have 
been  given  a difficult  task;  however,  I would  like 
to  be  able  to  enlighten  any  one  who  undertakes  to 
cure  a,  corneal  ulcer,  a condition  which  may  readily 
cause  blindness,  a condition  which  therefore  must 
truly  be  placed  in  the  category  where  all  things 
are  considered  from  an  economical  standpoint.  The 
world  is  in  darkness  to  thousands  caused  by  cor- 
neal infection. 

Due  to  the  suddenness  of  its  onset,  the  rapidity 
of  its  ravages  destroying  the  vision,  happiness,  and 
hope,  or  seriously  crippling  the  wage-earner  and 
bread-winner  of  the  home,  I say  “hands-  off”  unless 
you  are  familiar  with  the  many  things  that  may 
happen  to  an  eye  which  has  a corneal  ulcer.  I 
would  in  all  kindness,  say  to  the  general  physician: 
“Would  you  assume  the  responsibility  of  treating  a 
corneal  ulcer  in  your  own  child’s  eye,  or  would  you 
quickly  refer  same  to  the  specialist?  Will  you  go 
ahead  and  treat  a corneal  ulcer  in  any  one,  and 
consequently  be  in  doubt  as  to  its  progress,  until 
finally  you  see  there  is  no  chance,  and  then  kindly 
refer  the  case  to  the  eye  specialist?” 

Happier  would  I be  tonight  as  I stand  here  be- 
fore you  during  the  few  minutes  allowed  me,  if  I 
could  tell  you  all  how  to  cure  corneal  ulcers,  but  I 
fear  that  should  I talk  to  you  until  3 a.m.  and  as 
fast  as  Will  Rogers  chews  gum,  that  it  would  all 
be  in  vain,  and  you  would  be  about  where  the  sailor 
was  as  he  just  crossed  the  bay,  with  the  mountain- 
ous wxaves  rolling  and  tossing  before  him.  However, 
since  I have  been  selected  as  the  one  to  offer  to  the 
general  physician  this  friendly  advice  tonight,  I am 
going  to  give  you  a technic  which,  if  you  will  al- 
ways follow  as  long  as  you  practice  medicine,  you 
will  have  me  to  thank,  for  you  will  get  more  real 
personal  happiness,  will  cure  more  corneal  ulcers 
and  your  patients  will  always  be  grateful  to  you 
for  your  manly  act. 

Technic:  When  you  find  out,  or  possibly  a little 
while  before  you  find  out,  that  your  patient  has  a 
corneal  ulcer,  kindly  refer  him  to  the  ophthalmolo- 
gist who  has  most  likely  spent  as  much  time  in 
studying  corneal  ulcers  as  you  have  in  studying 
about  everything,  even  golf  and  contract  bridge. 
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A CASE  OF  PROSTATE  OBSTRUCTION 

DAVID  M.  DAVIS,  M.D., 

Phoenix,  Ariz. 

(Presented  at  Staff  Meeting  of  Good  Samaritan 
Hospital,  May  25,  1931.) 

The  case  I wish  to  report  is  that  of  Mr.  J.  W.  G., 
age  68,  who  was  first  seen  on  February  5,  1931. 
His  health  had  been  good  until  the  onset  of  symp- 
toms of  urinary  obstruction  three  or  four  years 
previously.  These  symptoms  of  frequency  and  dif- 
ficulty increased  until  one  year  previous,  at  which 
time  there  was  an  attack  of  complete  retention.  He 
was  catheterized  several  times  and  was  quite  ill  for 
two  or  three  weeks  but  finally  urination  was  re- 
established. He  continued  to  void  frequently  and 
with  difficulty  until  about  a week  previous  to  ad- 
mission, when  there  was  another  attack  with  com- 
plete retention.  He  was  catheterized  several  times 
and  was  then  seen  by  Dr.  Tucker,  who  inserted  a 
retention  catheter  which  functioned  well. 

Examination  on  Febrduary  5 showed  the  pros- 
tate only  moderately  enlarged.  The  lobes  were  sym- 
metrical, smooth  and  elastic  although  firmer  than 
normal.  The  patient  was  comfortable,  but  had  lost 
weight,  looked  drawn  and  anxious,  and  was  restless, 
depressed,  and  querulous.  At  this  time  the  urine 
showed  a moderate  infection  and  a phenolusphon- 
phthalein  test  showed  no  excretion  in  the  first  half- 
hour  and  only  5 per  cent  in  the  second  half-hour. 
At  his  request  the  catheter  was  removed  but  he  was 
unable  to  void  and  it  had  to  be  replaced. 

Cystoscopic  examination  showed  a bladder  capa- 
city of  350  c.  c.  With  marked  trabeculation  and  a 
moderate  hypertrophy  of  the  trigone.  Study  of  the 
vesical  orifice  showed  three  clefts,  and  a picture  in- 
dicating good  sized  lateral  enlargements  projecting 
intravesically,  and  a moderate  sized  median  lobe.  At 
this  time  the  patient  s condition  appeared  reason- 
ably satisfactory  in  all  respects  except  for  the  very 
poor  excretion  of  phenolsulphonphthalein.  This, 
however,  contraindicated  operation  and  the  cathe- 
ter drainage  was  continued.  Slow  improvement  oc- 
curred. On  Feb.  23  a blood  N.P.N.  was  made,  show- 
ing a normal  figure  of  30.  It  is  unfortunate  that 
other  determinations  had  not  been  made  previously 
but  the  number  of  tests  was  held  down  by  economic 
considerations,  and  I considered  the  phenolsul- 
phonphthalein test  more  important.  The  lantern 
slides  show  there  was  a gradual  improvement  in 
the  phenolsulphonphthalein  excretion;  it  was  hoped 
that  40  per  cent  in  the  first  half-hour  could  be 
reached,  but  it  became  evident  on  March  11  that  30 
per  cent  in  the  first  half-hour  was  the  maximum 
obtainable. 

At  this  time  the  condition  of  the  patient  had  un- 
dergone a marked  change  and  it  was  now  easy  to 
see  in  retrospect  how  much  better  he  was  than  at 
the  time  of  admission,  even  though  his  condition 
then  appeared  to  be  reasonably  good.  He  had  actu- 
ally gained  a little  weight,  and  instead  of  being 
depressed  and  irritable,  was  now  calm,  confident, 
and  cooperative.  His  appetite  was  excellent  and  his 
digestion  and  bowel  action  normal. 

Perineal  prostatectomy  was  performed  under 
caudal  anesthesia,  March  16.  The  postoperative 
course  was  rapid  and  uneventful.  He  voided  through 
the  urethra  60  hours  after  the  operation.  On  tbe 
third  day  he  had  complete  control  of  his  urine.  He 
was  out  of  bed  on  the  fourth  day  and  began  to 
walk  on  the  eighth  day.  The  perineal  fistula  closed 
on  the  tenth  day  and  on  the  twelfth  day  he  left  the 
hospital  feeling  very  well. 

He  was  seen  again  six  weeks  after  the  operation 
at  which  time  the  bladder  capacity  was  500  c.c.  and 
the  urinary  function  normal  in  all  particulars.  In 
addition  his  sexual  powers  were  unimpaired. 

COMMENTS 

To  have  operated  upon  this  patient  at  the 


time  of  admission  to  the  hospital  would  have 
led  almost  surely  to  disaster.  The  non-pro- 
tein nitrogen  of  the  blood  is  not  a* safe  in- 
dex as  it  returns  very  rapidly  to  normal 
upon  the  institution  of  artificial  drainage 
and  long  before  the  kidneys  have  fully  re- 
covered from  the  damage  caused  by  obstruc- 
tion and  infection.  The  phenolsulphon- 
phthalein is  a more  valuable  index  and  in  my 
opinion  the  best.  The  excretion  should  be 
studied  in  half-hour  periods  as  the  rate  and 
rapidity  of  excretion  are  of  great  signific- 
ance and  more  important  than  the  total  fig- 
ures for  two  hours.  If  the  figure  for  the 
first  half-hour  can  be  brought  to  normal,  we 
know  that  the  dye  is  not  only  being  put  out 
in  the  proper  concentration  but  that  there  is 
no  delay  in  its  first  appearance  in  the  urine. 
The  time  of  operation  is  determined  not  by 
the  attainment  of  any  specific  figure  but  by 
the  reaching  of  a constant  and  stable  rate  of 
excretion.  Reference  to  the  curve  shows 
that  this  constant  level  was  reached  at  30 
per  cent  in  the  first  half-hour  in  this  case 
and  the  postoperative  history  shows  that 
the  time  was  properly  selected  and  that  the 
weeks  spent  in  preliminary  drainage  were 
well  worth  while. 

Another  point  of  importance  is  that  this 
patient  should  have  received  surgical  treat- 
ment at  the  time  of  his  first  complete  reten- 
tion. He  would  then  have  been  spared  the 
extensive  damage  to  his  kidneys  which  re- 
sulted from  an  additional  year  of  chronic 
obstruction  and  a second  attack  of  complete 
retention. 


CASE  REPORT  (Toxic  Goiter) 

LESLIE  R.  KOBER,  M.D., 

Phoenix,  Arizona 

(Discussed  at  Staff  Meeting  of  Good  Samaritan 
Hospital,  June  22,  1931.) 

A woman  aged  50,  complaining  of  nervousness, 
“heart  trouble,”  gastro-intestinal  disturbances,  and 
muscular  weakness,  said  she  had  noticed  an  en- 
largement of  the  neck  since  puberty  and  believed 
her  nervousness,  palpitation,  tachycardia,  and  flat- 
ulence had  gradually  increased  since  that  time,  but 
more  markedly  in  the  past  year.  The  past  history 
was  negative  except  for  frequent  attacks  of  cys- 
titis. She  had  had  no  operations.  She  had  borne 
three  children,  but  was  now  a widow  for  ten  years, 
and  had  reached  the  menopause  three  years  ago. 
Her  father  died  from  a paralytic  stroke,  her  moth- 
er died  in  an  accident,  one  brother  and  three  sisters 
are  living  and  well  but  one  sister  likewise  has  an 
enlargement  of  the  thyroid  gland.  There  was  no 
history  of  tuberculosis  or  cancer  in  the  family. 

Physical  examination  revealed  an  elderly  white 
female  appearing  to  be  more  nearly  60  than  50 
years  old,  very  nervous  and  apparently  somewhat 
edematous,  with  a pulse  rate  of  140.  The  eyes 
showed  no  exophthalmus,  the  pupils  were  moderate- 
lv  dilated  but  reacted  to  light  and  accommodation. 
There  was  possibly  a slight  lid  lag.  The  tongue  was 
tremulous.  The  neck  showed  an  enlargement  of 
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the  thyroid  gland.  more  marked  in  the  right  lobe, 
vdth  no  bruit  audible.  The  chest  was  symmetrical. 
The  breasts  were  atrophic.  Eighteen  centimeters 
of  the  26.5  cm.  chest  breadth  were  occupied  by  the 
cardiac  dullness  which  showed  likewise  enlarge- 
ment to  the  left.  The  blood  pressure  was  170  sys- 
tolic and  80  diastolic,  with  a rather  irregular,  rapid- 
heart  rate,  and.  a systolic  murmur.  The  lungs  show- 
ed fibrotic  changes  under  the  fluoroscope,  but 
were  negative  to  percussion  and  auscultation.  The 
liver  was  enlarged  two  finger  breadths  below  the 
costal  margin.  Pelvic  examination  was  not  done. 
There  was  a marked  tremor  of  the  outstretched 
hands  and  the  knee  jerks  were  accentuated. 

A diagnosis  of  toxic  goiter,  cardiac  decompensa- 
tion with  moderate  anasarca,  was  made  and  the  pa- 
tient sent  home  to  be  on  Lugol’s  solution  and  bro- 
mides and  digitalis  for  two  weeks  with  the  under- 
standing that  shb  was  to  enter  the  hospital  for  op- 
eration after  that  t;me.  On  her  entrance  to  the 
hospital  on  May  11  her  B.M.R.  showed  plus  37.  On 
the  12th  a subtotal  thyroidectomy  was  performed 
with  very  little  difficulty  and  the  patient  was  in 
rair  condition  post-operatively.  The  following  day 
the  temperature  rose  to  106  degrees  with  a pulse 
of  160  and  the  patient  died  at  5:30  p.  m.  with  ter- 
minal pulmonary  edema  and  cardiac  dilation. 

DISCUSSION 

This  case  brought  to  mind  that  during  my 
schooling  at  Northwestern  and  during  my 
interneship  at  the  Wesley  Memorial  Hospital 
in  Chicago,  where  a great  many  thyroids 
are  seen  and  handled  surgically,  I could  re- 
call only  one  case  which  met  with  fatality 
following  thyroidectomy,  and  was  rather 
surprised  to  hear  that  very  few  severely 
toxic  cases  had  been  handled  successfully 
here  in  Phoenix. 

An  examination  of  the  records  of  this  hos- 
pital for  the  past  two  years  revealed  that 
out  of  twenty-one  cases  listed  as  being  toxic 
thyroids  and  having  thyroidectomies  per- 
formed only  fourteen  gave  definite  proof  on 
the  charts  that  they  were  really  toxic.  Six 
of  these  fourteen  I considered  from  an  ex- 
amination of  the  charts  as  early  or  mild 
cases  leaving  only  eight  cases  of  truly  se- 
vere thyrotoxicosis.  Five  of  these  eight  died 
fol’owing  thyroidectomy  and  only  three  were 
sent  home  as  improved.  One  of  these  three 
had  had  a previous  polar  ligation,  and  the 
two  lobes  removed  at  separate  operations, 
thus  requiring  a three  stage  operation  to  ef- 
fect relief. 

On  studying  these  charts  it  seemed  to  me 
that  the  chief  reason  for  such  a high  mor- 
tality, other  than  the  fact  that  the  cases 
were  far  advanced  with  cardiac  damage,  was 
the  lack  of  proper  pre-  and  post-operative 
preparation  and  care.  The  actual  surgical 
removal  which  I have  seen  done  could  not 
be  b’amed. 

At  the  Westey  Hospital  these  patients 
were  put  to  bed  on  admission,  given  a high 
caloric  diet,  denied  all  but  a very  limited 
vi-it  with  relatives  and  following  a prelimi- 


nary B.M.R.  and  possibly  a few  days  of  pre- 
liminary rest  they  were  put  on  ten  or  fifteen 
minims  of  Lugol’s  solution  three  times  daily, 
with  (in  severe  cases)  frequent  B.M.R.  de- 
terminations especially  after  four  or  five 
days  had  elapsed.  It  had  been  previously 
determined  by  experiment  that  usually  after 
ten  to  fourteen  days  on  Lugol’s  solution  the 
B.M.R.  was  at  its  lowest  and  the  patient  was 
in  the  best  condition  for  operation.  If  the 
patient  seemed  to  be  in  fairly  good  condi- 
tion, or  showed  considerable  improvement 
after  ten  days  on  Lugol’s  solution,  with  a 
reduction  in  B.M.R.  he  was  operated  at  this 
time.  If  after  12  to  14  days  the  B.M.R.  com- 
menced an  upward  trend  usually  the  most 
favorable  time  had  been  passed  and  the 
sooner  he  was  operated  the  better.  No  par- 
ticular precautions  were  taken,  as  does  Crile, 
to  put  the  patient  to  sleep  on  several  suc- 
cessive days  or  in  the  room  preliminary  to 
operation,  but  they  were  sent  to  surgery 
with  a preliminary  narcotic  and  operated 
under  local  and  nitrous  oxide  anesthesia. 
During  the  operation  the  surgeon  would 
frequently  ask  the  anesthetist  to  allow  the 
patient  to  arouse  enough  to  make  certain 
that  the  nerves  had  not  been  touched,  but 
only  in  the  one  fatal  case  that  I saw  was 
it  necessary  to  remove  the  patient  from  the 
operating  room  before  the  operation  was 
completed.  Post-operatively  large  doses  of 
Lugol’s  solution  (120  minims  or  more  in  the 
first  twenty-four  hours)  were  given  in  the 
proctoclysis,  hypodermoclysis,  and  by 
mouth,  maintaining  the  dosage  as  long  as 
the  patient  showed  any  toxic  reaction  and 
gradually  reducing  to  ten  or  fifteen  minims 
or  removing  it  entirely,  as  the  patient  im- 
proved. Digitalis  was  rarely  used  if  at  all. 

Discussion  by  Dr.  Guy  French 
(Coughlin  Management) 

Cases  of  thyrotoxicosis  come  to  Dr.  Coughlin  re- 
ferred by  internists.  They  have,  as  a rule,  been 
through  a regime  of  treatment  in  an  endeavor  to 
better  prepare  them  for  operation.  This  treatment 
has  been  more  or  less  standardized.  A number  of 
these  cases  respond  beautifully  to  treatment  and  do 
not  offer  the  operative  hazard  that  the  group  does 
in  which  malnourishment,  extreme  nervousness  and 
other  complications,  such  as  cardiac,  persist.  In  this 
latter  group  surgery  cannot  expect  to  relieve  the 
patient  of  damage  which  has  been  done  to  various 
systems,  however  the  process  may  be  curbed  by  re- 
moval of  the  source  of  toxemia. 

When  such  a case  comes  to  surgical  service,  his- 
tory and  physical  examination  and  laboratory  work 
have  usually  been  done.  The  patient  is  placed  in 
bed  in  a quiet  room,  visitors  are  prohibited  except 
for  members  of  immediate  family  and  then  for  only 
a short  period.  Fluids  are  forced,  high  caloric  diet 
given,  sedatives  administered,  and  of  course  iodine, 
if  indicated.  After  observing  the  patient  under  this 
regime  for  a short  time  (usually  a day  or  two)  the 
patient  may  be  given  an  HMC,  the  pulse,  respira- 
tion, and  nervous  reaction  are  observed.  If  it  is 
learned  that  the  patient  becomes  quiet  under  such 
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dose,  operation  is  scheduled  for  next  a.  m.  The  pro- 
cedure may  or  may  not  be  disclosed  to  the  indivi- 
dual. depending  upon  the  type.  One  drachm  of  Lu- 
gol’s  solution  in  three  pints  of  water  is  given  night 
before  operation,  patient  is  made  to  sleep.  HMC 
No.  2 is  given  one  hour  before  operation'  and  if 
deemed  necessary,  repeated  just  before  patient  goes 
to  operating  room.  It  is  quite  necessary  that  the 
removal  to  operating  room  be  done  qquietly,  that 
operating  room  be  ready,  and  that  there  is  abso- 
lute quietude  therein.  A nurse  stands  at  head  of  ta- 
ble to  reassure  the  patient.  One  per  cent  novocaine 
is  used  as  anesthetic.  Operation  is  done  carefully 
in  order  not  to  excite  the  patient.  Should  the  pa- 
tient become  excited  or  dangerously  weak  during 
the  operation,  it  may  cease  with  the  removal  of  only 
one  lobe,  or  both  may  be  removed  and  clamps  left 
intact,  no  ligation. 

In  a great  many  of  the  most  toxic  cases  the 
wound  is  left  open  and  packed  with  acriflavine 
gauze.  This  gauze  is  kept  saturated. 

Patient  is  returned  to  room.  Temperature  is  tak- 
en rectally  every  half  hour,  and  if  it  should  sud- 
denly rise  to  102  or  above,  it  is  reduced  with  ice  ap- 
plied to  the  body.  Glucose  is  given  intravenously 
and  Lugol’s  in  water  forced  by  mouth  unless  mor- 
phine has  caused  nausea.  If  such  is  the  case  the  de- 
sired amount  may  be  given  by  hypodermoclysis  one- 
half  of  one  per  cent  in  normal  saline.  Acriflavine 
pack  is  removed  on  second  or  third  dav.  Novocain 
is  injected  into  skin  and  muscles  and  wound  closed 
inserting  small  rubber  dam  drain  to  prevent  serum 
drainage.  After  two  or  three  days  drain  is  removed 
and  on  fifth  or  sixth  day  skin  sutures  are  removed. 
Patient  is  kept  in  bed  in  a quiet  atmosphere  and  as 
soon  as  advisable  a H.M.R.  taken.  During  the  post- 
operative period  thus  far  an  internist  has  b^en  in 
attendance  as  consultant.  However,  after  the  wound 
is  healed,  the  patient  is  referred  back  to  internist 
for  the  necessary  treatment. 


THE  PURPOSES,  PLANS.  AND  OB.TEC- 

TH  E CW  THE  COMMITTEE  ON  THE 
TREATMENT  OF  FRACTURES  OF 
THE  AMERICAN  COLLEGE  OF 
SURGEONS 

C.  E.  YOUNT,  M.D.,  F.A.C.S. 

Prescott,  Arizona. 

Gentlemen,  you  have  been  good  enough  to 
accept  appointment  on  the  Northern  Arizona 
Sub-committee  on  the  Treatment  of  Frac- 
tures. On  this,  the  occasion  of  our  first  meet- 
ing, it  is  expedient  that  we  should  become  ac- 
quainted with  our  duties  and  oriented  in  re- 
lation to  the  Regional  Committee  of  Arizona, 
Dr.  E.  Payne  Pa'mer,  Chairman,  and  the 
Committee  on  the  Treatment  of  Fractures  of 
the  American  College  of  Surgeons,  Dr. 
Charles  L.  Scudder,  Chairman. 

What  is  our  position  and  function  in  this 
great  wheel  created  by  the  American  Col- 
lege of  Surgeons?  The  parts  of  th°  old 
wagon  wheel,  as  I recall  them  from  my  boy- 
hood days  on  the  farm,  were  the  hub, 
snokes,  fellies  and  iron  tire.  In  hot  weather 
the  snokes  became  loosened  from  the  hub, 
the  fell’es  loose  from  each  other  and  the 
snokes.  The  wheel  rattled  like  a modern 
radio  in  a thunder  storm,  often  throwing  off 
the  tire,  with  dire  disaster  to  the  fellies, 


spokes,  and  hub,  yes,  and  to  those  riding  in 
the  wagon. 

Again  I ask.  what  is  our  position  in  this 
great  wheel  created  by  the  American  College 
of  Surgeons?  Cer  a’nly  we  are  not  the  hub! 
That  is  the  College  itself.  Visualizing  our 
sub-committee  as  being  farthest  from  the 
hub,  we  must  be  the  tire  that  binds.  If  the 
wheel  would  function  properly  at  all  times, 
it  must  have  its  parts  in  perfect  contact  and 
its  tire  frequently  reset  to  keep  the  wheel 
from  rattling.  This  meeting  today  is  for  the 
purpose  of  setting  the  tire  to  the  wheel  as  it 
applies  to  Northern  Arizona.  Before  under- 
taking the  smithy’s  job,  let  us  pause  for  a 
moment  and  see  how  the  wheel  has  been 
budded  and  made  ready  for  the  iron  tire. 

“The  American  College  of  Surgeons  was 
organized  at  a meeting  in  Washington  on 
Monday  evening.  May  5,  1913.  ^our  hundred 
and  fifty  prominent  surgeons  of  the  conti- 
nent of  North  America  came  together  at  the 
invitation  of  an  Organization  Committee 
which  had  been  appointed  bv  tve  Clinical 
Congress  of  Surgeons  of  North  America  at 
its  meeting  in  November,  1912.” 

“The  object  of  the  College  shall  be  to  ele- 
vate the  standard  of  surgery,  to  establish  a 
standard  of  competency  and  of  character  for 
practitioners  of  surgery,  to  provide  a method 
of  granting  fel’owships  in  the  organization, 
and  to  educate  the  public  and  the  profession 
to  unde”s+and  that  the  practice  of  surgery 
calls  for  special  training,  and  that  the  sur- 
geon elected  to  fellowship  in  this  college  has 
hud  such  1 rai"ing  and  is  properly  qualified 
to  practice  surgery.” 

Dr.  J.  M T.  Finney,  the  first  president, 
stated  in  his  presidential  address  in  1913: 
“The  aim  of  this  organization  and  the  reason 
for  its  existence  lie  in  its  disinterested  and 
unselfish  efforts  to  elevate  the  standards  of 
the  profesion,  moral  as  well  as  intellectual, 
to  foster  research,  to  educate  the  public  up 
to  the  idea  that  there  is  a difference  between 
the  honest,  conscientious,  well-trained  sur- 
geon, and  the  purely  commercial  oncra^or, 
the  charlatan  and  the  quack;  furthermore, 
that  the  term  ‘surgeon’  means  somethin'1- 
more  than  a suave  manner,  a glib  tongue,  a 
rrivate  hospital,  a press  agent,  and  the  all 
too  easily  acquired  diploma,  with  its  accom- 
panying title  of  ‘Doctor.’  The  standardiza- 
tion of  surgerv  is  absolutely  essential  to 
guard  the  public  against  such  as  these,  as 
well  as  to  preserve  the  honor  of  the  guild 
itself.  So  far  as  the  pubhc  is  concerned,  it 
is  necessary  to  protect  it  from  the  wolves  in 
sheep’s  clothing,  from  those  who  would  pros- 
titute their  high  office  for  the  purpose  of 
gain,  from  the  ignorant  and  untrained,  from 
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those  who  by  reason  of  the  lack  of  surgical 
judgment  and  skill  are  incompetent.  The 
American  Co'lege  of  Surgeons  has  been  call- 
ed into  being  as  an  active,  vigorous,  virile 
protest  upon  the  part  of  the  profession  itself 
against  this  unhaopy  state  of  affairs.” 

So,  back  in  I0*  13,  the  surgical  branch  of 
the  medical  profession  of  America  ceased  to 
attempt  to  elevate  itself  by  its  bootstraps 
and  chose  rather,  by  organization,  “to  edu- 
cate the  public  and  the  profession  that  the 
practice  of  surgery  cabs  for  special  train- 
ing,” and  so  forth. 

Probably  the  greatest  educational  as  well 
as  humanitarian  accomplishment  of  the  Col- 
lege of  Surgeons  is  hospita'  standardization. 
“The  purpose  of  the  Hospital  Standardiza- 
tion movement  is  to  promote  efficient  medi- 
cal service  in  hospitals  and  in  so  doing  must 
take  into  consideration  the  providing  of  suit- 
able accommodation,  adequate  diagnostic 
and  therapeutic  facilities,  competent  per- 
sonnel and  efficient  organization  and  pro- 
cedures. The  minimum  reoiurements  as  laid 
down  by  the  American  Cohere  of  Surgeons 
are  based  on  the  following  eight  fundament- 
al principles  pertaining  'o  hospital  oi’ganiza- 
tion  and  apply  in  common  to  all  institutions 
caring  for  the  sick  and  injured: 

“1.  A modern  physical  plant  free  from 
hazards  inimical  to  the  patient’s  welfare 
and  safety,  properly  furnished  and  equip- 
ped for  the  comfort  and  scientific  care  of 
the  patient. 

“2.  A carefully  selected  governing  body 
representative  of  the  best  community  inter- 
ests, in  whom  is  vested  comnlete  and  su- 
preme authority  for  the  management  of  the 
institution. 

“3.  A competent  chief  executive  officer 
or  superintendent,  with  authority  and  re- 
sponsibility to  carry  out  the  policies  of  the 
institution  as  approved  and  authorized  by 
the  governing  body. 

“4.  An  adequate  and  efficient  personnel, 
competent  in  their  respective  fiellds,  to  carry 
out  the  details  of  management  and  adminis- 
tration under  proper  supervision,  respon- 
sible to  the  chief  executive  officer  of  the  in- 
stitution. 

“5.  An  organized  medical  staff  of  ethical, 
competent  doctors,  to  determine,  develop, 
control,  and  carry  out  the  professional  poli- 
cies of  the  hospital,  subject  to  the  approval 
of  the  governing  body. 

“6.  Adequate  diagnostic  and  therapeutic 
facilities  with  efficient  technical  service,  un- 
der competent  medical  supervision. 

“7.  Accurate  and  comnlete  case  records 
for  all  patients  treate  \ c ’oss  indexed  and 
filed  in  an  accessible  manner,  so  as  to  be 


available  for  future  study,  reference  and 
clinical  research. 

“8.  Group  conferences  of  the  administra- 
tive officers  and  medical  staff  to  review 
regularly  and  thoroughly  the  activities  of 
their  respective  divisions  for  the  purpose  of 
keeping  the  service  and  scientific  work  on 
the  highest  plane  of  efficiency.” 

The  American  College  of  Surgeons  has 
other  departments  at  work ; that  of  clinical 
research  among  other  things  has  delegated 
to  it  the  work  of  the  Committee  on  the 
Treatment  of  Fractures.  This  committee 
ccmrosed  of  twenty-seven  of  the  outstand- 
ing fracture  men  in  the  United  States,  Can- 
ada and  Porto  Rico,  under  the  chairmanship 
of  Dr.  Charles  L.  Scudder,  constitutes  in  our 
simi’e  the  spokes  of  the  great  wheel. 

“In  1922.  under  the  guidance  of  Dr. 
Charles  L.  Scudder  of  Boston,  the  study  of  a 
standard  for  the  treatment  of  long-bone 
fractures  was  initiated.  It  was  recognized 
that  the  minimum  standard  for  hospitals 
would  have  to  he  amplified  from  time  to 
time  by  the  addition  of  suggestions  for  a 
standard  of  efficiency  in  the  specialties  of 
surgery.  Much  valuable  material  in  the 
treatment  of  fractures  had  been  accumulat- 
ed during  the  war.  Standardized  apparatus 
has  been  evolved,  and  material  accumulated 
for  a still  further  stabilization  of  this  chaotic 
subject.  Dr.  Scudder  has  organized  a com- 
mittee that  is  already  bringing  about  order, 
and  the  findings,  which  represent  the  con- 
sensus of  opinion  of  men  of  experience, 
have  been  Dassed  a'ong  to  clinicians  and 
hospitals  for  their  consideration  and  adop- 
tion. This  committee  will  continue  its  work 
and  make  its  yearly  renort  and  recommenda- 
tions through  the  Co'lege  and  its  publica- 
tions.” (A.C.  of  S„  1925.) 

“In  1926,  letters  were  sent  out  to  all  of  the 
1947  hospitals  of  fifty  or  more  beds,  asking 
for  the  names  of  the  physicians  or  surgeons 
caring  for  fractures  and  interested  in  frac- 
tures, in  each  of  these  hospitals.  Replies 
have  been  received  f"om  upwards  of  1050 
hospitals.  These  replies  have  been  indexed 
and  card-catalogued. 

“Your  committee,  therefore,  has  in  its 
possession  the  addresses  of  individuals  in 
each  of  the  1050  hospitals  who  are  especially 
interested  and  willing  to  cooperate  with  the 
committee  in  further  investigations  and 
study.  The  committee  thus  knows  the  re- 
sponsible men  in  each  institution. 

“A  very  important  fact  has  been  deter- 
mined by  this  letter,  namelv : During  tthe 
year  1924,  in  the  1050  hospitals  questioned, 
150,989  fractures  were  ca”ed  for.  This  is  an 
enormous  number  and  serves  as  the  first 
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satisfactory  summary  of  this  information. 
Obviously,  if  the  forms  of  treatment  and  the 
results  of  treatment 'were  known  in  these 
(approximately)  151,000  cases,  how  tremen- 
dously valuable  this  information  would  be 
from  an  industrial  standpoint.  Such  facts 
the  committtee  hopes  to  be  able  to  assemble 
later.”  (A.C.  of  S.,  1926.) 

Early  in  1929,  Dr.  Scudder  visited  our 
State  (at  Phoenix)  as  one  of  the  principal 
speakers  sent  out  by  the  College  of  Surgeons 
to  conduct  the  sectional  meteings  of  the 
year.  Visualize  for  yourselves  the  conditions 
he  found  as  related  by  these  excerpts  from 
his  report.  They  are  based  on  personal  ob- 
servation and  contacts  made  on  this  exten- 
sive trip. 

“I  have  been  impressed  by  the  great  ef- 
ficiency of  the  machinery  of  the  College  to 
function  in  an  educational  way,  and  I be- 
lieve that  the  results  as  regards  the  general 
uplift  of  the  profession  will  endure. 

‘‘At  each  place,  in  presenting  the  subject 
of  the  treatment  of  fractures,  I attempted 
to  become  familiar  with  local  conditions 
through  answers  given  to  the  following 
questionnaire : 

Who  is  taking  care  of  fractures  ? 

Who  is  doing  the  industrial  accident 
work  ? 

Who  is  interested  in  fractures,  in  the  va- 
rious hospitals  of  the  city? 

Is  the  workmen’s  compensation  act  well 
administered  ? 

Are  there  malpractice  suits  because  of 
poorly  treated  fractures? 

What  is  the  special  type  of  fracture  seen 
in  this  community? 

Is  any  one  doing  research  on  fractures? 

Is  the  orthopedic  surgeon  interested  in 
fractures  ? 

What  kind  of  work  is  he  doing? 

Are  there  established  fracture  services  in 
hospitals  ? 

Is  there  a well-equipped  splint  room  in  the 
hosoital  ? 

Does  the  teaching  center  have  any  effect 
on  service  rendered  the  fracture  patient? 

What  is  the  effect  of  the  open  hospital  on 
fracture  treatment  ? 

Do  standards  of  results  vary? 

What  is  the  status  of  the  operative  treat- 
ment ? 

Are  general  practitioners  interested  in 
fracture  treatment? 

Are  general  surgeons  interested? 

The  answers  to  these  questions  put  me  in 
touch  with  the  fracture  situation  in  each  lo- 
cality. The  questions  were  not  always  an- 
swered completely,  but  their  presentation  led 


to  discussion  and  to  the  gleaning  of  informa- 
tion. 

“Interest  in  the  treatment  of  fractures  is 
growing  through  this  western  country.  The 
general  surgeon  is  interested  only  exception- 
ally. Very  few  surgeons  are  competent  to 
handle  all  fractures  and  all  their  complica- 
tions. The  man  practicing  orthopedics  is 
interested  outstandingly  in  fracture  treat- 
ment. A great  deal  of  experimental  work  is 
being  done.  Technic  is  being  used  which  is 
not  methodical  and  is  without  sound  founda- 
tion— methods  which  have  been  found  in- 
adequate and  unsatisfactory  in  other  local- 
ities. Insufficient  traction  methods  are  be- 
ing employed.  Operative  replacements  are 
too  generally  resorted  to.  The  indications 
for  the  use  of  the  operative  treatment  are 
not  clearly  defined. 

“The  surgeons  are  well  informed  concern- 
ing pathological  processes  and  are  well 
versed  in  the  indications  for  the  surgical 
treatment  of  such  lesions.  There  is  no  gen- 
eral body  of  knowledge  of  the  fundamentals 
of  fracture  treatment.  The  anatomical  re- 
sult of  the  attempted  reposition  of  a frac- 
ture serves  often  as  the  only  basis  for  treat- 
ment. In  certain  sections  the  desire  to  se- 
cure an  exact  anatomical  result,  as  indicat- 
ed by  the  x-ray,  is  the  basis  for  an  early  op- 
erative replacement.  This  attitude  is  urged 
because,  should  there  be  a trial  in  court,  the 
decision  of  the  court  is  based  largely  on  the 
exactness  of  the  reduction,  rather  than  on 
the  amount  of  function. 

“The  centers  which  have  teaching  hospi- 
tals and  a moderately  closed  or  controlled 
hospital  staff  are,  as  a rule,  doing  the  best 
work.  A wide  open  hospital  is  not  conducive 
to  sound  work  in  surgery,  particularly  in 
fracture  surgery. 

“As  to  the  present  methods  of  treating 
fractures,  it  may  be  said  that  information 
regarding  fracture  treatment  is  noticeably 
lacking  in  uniformity.  The  generally  accept- 
ed bases  for  treatment  are  not  always  recog- 
nized. As  a result,  experimental  forms  of 
treatment  are  duplicated,  to  the  detriment  of 
both  patient  and  physician. 

“In  certain  fractures  of  the  long  bones,  it 
is  pretty  commonly  understood  that  skin 
traction,  with  a small  weight  gradually  in- 
creased, will  not  be  effective.  Despite  this 
fact,  I found  this  inadequate  and  obsolete 
form  of  treatment  many  times  in  use.  Obvi- 
ously dissemination  of  information  on  this 
point  through  the  local  regional  committees 
recently  formed,  will  do  away  with  this 
inefficient  procedure  and  be  the  means  of 
substituting  therefor  a better  method.  One 
of  the  important  contributions  of  the  frac- 
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ture  committee  to  progress  is  the  dissemina- 
tion of  knowledge  of  achievements  along  all 
lines  of  treatment.  A very  important  rea- 
son for  establishing  regional  committees  is 
to  have  available  men  in  the  different  sec- 
tions of  the  country  to  whom  we  may  send 
our  findings. 

“During  this  trip  some  twenty  regional 
committees  were  appointed.  (There  are  now, 
January,  1931,  twenty-four  regional  groups.) 
These  small  groups  of  men  selected  from 
those  interested  in  fracture  work  will  be  the 
means  of  (1)  maintaining  local  fracture  in- 
terest; (2)  conducting  fracture  clinics  and 
meetings;  (3)  organizing  teaching  demon- 
strations; (4)  keeping  in  touch  with  the  gen- 
eral  fracture  committee;  (5)  receiving  and 
locally  broadcasting  bulletins  issued  from 
time  to  time  by  the  general  committee ; and 

(6)  cooperating  wtih  future  visiting  delega- 
tions from  the  general  fracture  committee. 

“In  conclusion,  it  may  be  stated  that  my 
visit  through  the  western  states  served  def- 
initely to  secure  a knowledge  of  fracture 
treatment  by  bringing  into  view  present 
practice ; by  informing  the  profession  of  the 
work  of  the  College  through  its  fracture 
committee  to  improve  treatment;  by  assem- 
bling interested  individuals  who  may  develop 
a mutual  understanding  of  needs ; by  estab- 
lishing groups  to  concern  themselves  with 
progress  and  the  output  of  the  Committee 
contacts;  by  stimulating  interest  in  frac- 
tures directly  by  personal  appeal;  by  sym- 
pathetic personal  approval  or  criticism  of 
work  in  progress ; by  assistance  in  establish- 
ing fracture  services  in  the  larger  hospitals 
according  to  local  conditions. 

“Such  contacts  as  are  made  by  attendance 
on  these  clinical  meetings,  if  repeated  with 
regularity,  will  serve  in  a large  measure 
gradually  to  improve  fracture  treatment.” 
(A.C.S.  Bull.  Sept.,  1929.) 

It  is  obvious  that  the  United  States  is  less 
than  half  organized,  but  we  may  take  just 
pride  in  the  fact  that  Arizona,  the  baby 
state,  has  the  honor  to  be  included  as  one 
of  the  regional  organizations,  due  very  large- 
ly to  the  recognized  ability  of  our  chairman, 
Dr.  E.  Payne  Palmer.  His  committee  repre- 
sents a “felly”  in  this  great  wheel,  or  “the 
Regional  Fracture  Committees  of  the  Col- 
lege are  the  organized  living  contacts  of  the 
College  with  the  great  body  of  the  medical 
profession.” 

May  I digress  for  just  one  moment  to  note 
that  Arizona  is  still  further  honored  by  the 
American  College  of  Surgeons  by  having  on 
its  Committee  on  Traumatic  Surgery  our  es- 
teemed and  able  colleague,  Dr.  John  E.  Ba- 
con, of  Miami. 


Finally,  following  our  simile  to  our  sub- 
committee, we  reach  the  tire.  You  have  al- 
ready visualized  it  as  a very  small  segment 
of  the  iron  tire  that  binds.  Without  the  oth- 
er parts  of  the  wheel  we  are  but  a hoop  with 
which  children  may  play,  or  a bit  of  scrap 
iron.  When  set  to  the  fellies,  what  strength! 
What  perfect  functioning  of  a mighty  wheel! 

Small  and  seemingly  insignificant  is  our 
section  of  the  rim,  very  remote  from  the 
“hub,”  row  deep  in  the  mire,  now  plough- 
ing through  the  desert  dust,  now  shedding 
out  iron  molecules  in  scintillating  energy 
as  we  strike  the  rocks  of  the  roadway,  yet, 
withal,  happy  that  we  may  have  even  a 
small  part  in  this  mighty  wheel  of  surgical 
progress. 

If  I have  drawn  my  simile  with  due  regard 
to  historic  facts  and  proper  evaluations  of 
existing  data,  it  would  seem  that  our  duties 
as  sub-committeemen  on  the  “tire,”  and  so 
very  remote  from  the  “hub,”  may  be  briefly 
outlined  as  follows: 

(1)  To  serve  as  surgical  outposts  in 
fracture  treatment; 

(2)  To  evince  at  all  times  a progressive 
attitude  in  fracture  treatment; 

(3)  To  maintain  at  all  times  within  our 
sphere  of  activity  an  adequate  and  service- 
able minimum  equipment  for  the  emergen- 
cy and  definitive  treatment  of  fractures; 

(4)  To  consider  fractures  as  emergen- 
cies and  the  initial  treatment  as  the  most 
important,  admitting  always  that  “diffU”u 
fractures  require  the  care  of  experienced 
surgeons ;” 

(5)  To  discard  obsolete  technic  and  em- 
ploy the  generally  accep+ed  methods,  such 
as  are  outlined  in  the  Bulletin  of  the  Amer- 
ican Cohege  of  Surgeons,  “The  Principles 
and  Outline  of  Fracture  Treatment,”  and 
to  encourage  our  confreres  to  do  likewise; 

(6)  To  recognize  the  importance  of  x-ray 
diagnoses  of  fractures  but  not  their  infalli- 
bility ; 

(7)  To  use  the  standard  fracture  record 
sheet  authorized  by  the  College  and  to  se- 
cure a better  follow-up; 

(8)  Realizing  that  a large  proportion  of 
the  medical  profession  is  ignorant  of  the 
poor  results  of  present  fracture  treatment 
and  uninterested  in  making  them  better,  it 
is  our  duty  to  stimulate  the  interest  tW 
is  lacking  and  improve  the  hospital  and  pri- 
vate standards  of  treatment. 

Finally,  to  epitomize,  I quote  from  the 
minutes  of  the  General  Fracture  Committee 
of  the  American  College  of  Surgeons  held 
in  New  York,  January  23  and  24,  1931 : “At 
present  the  General  Fracture  Committee  of 
the  College  has  numerous  sub-committees 
in  the  various  states  and  provinces,  whose 


AUGUST,  1931 


387 


function  is  to  furnish  the  central  com- 
mittee with  information  concerning  the 
status  of  the  treatment  of  fractures  in  their 
respective  communities,  to  stimulate  interest 
in  the  subject,  and  to  put  into  effect  the 
general  and  specific  recommendations  of  the 
General  Committee  as  regards  the  stand- 
ards for  fracture  equipment  in  hospitals,  su- 
pervision of  treatment,  and  other  standards 
set  up  by  the  General  Fracture  Committee.” 
(The  other  papers  read  at  this  conference  will  be 
published  this  month,  as  a symposium.) 


REFORT  OF  MEETING  OF  NORTHERN 
ARIZONA  SUB  COMMITTEE  OF  THE 
COMMITTEE  ON  FRACTURES  OF 
THE  NORTHERN  AMERICAN 
COLLEGE  OF  SURGEONS 

Prescott,  July  11,  1931. 

Our  committee  held  its  first  meeting  at  4 p.  m., 
July  11,  1931,  at  the  Mercy  Hospital,  Prescott,  Ari- 
zona. 

There  were  present,  Dr.  E.  Payne  Palmer,  of 
Phoenix,  Chairman  of  the  Arizona  Regional  Com- 
mittee; Dr.  H.  T.  Southworth,  representing  the 
Mercy  Hospital,  Prescott;  Dr.  R.  N.  Looney,  the 
Yavapai  County  Hospittl,  Prescott;  Dr.  Jacob 
Shearer,  U.S.  Veterans’  Hospital,  Whipple;  Dr.  A. 
C.  Carlson,  The  United  Verde  Hospital,  Jerome;  Dr. 
Rembert  H.  Thigpen,  The  United  Verde  Extension 
Mining  Co.,  Jerome;  Dr.  Charles  W.  Sechrist,  Mer- 
cy Hospital,  Flagstaff,  and  the  chairman.  Dr. 
B.  G.  Carson,  Grand  Canyon  Hospital,  was  unable 
to  attend,  Dr.  Paul  A.  Melick,  of  the  Williams  Hos- 
pital, telephoned  that  he  was  detained  at  the  last 
minute  by  an  emergency  case;  Dr.  Toler  R.  White, 
of  the  Kingman  Hospital,  wrote  that  he  would  be 
unable  to  attend  because  of  obstetric  engagements; 
Dr.  Oscar  S.  Brown,  Santa  Fe  Surgeon  at  Wins- 
low, could  not  be  present. 

The  program  was  as  follows: 

At  Mercy  Hospital: 

1.  The  Purpose,  Plans  and  Objectives  of  the  Com- 

mittee on  the  Treatment  of  Fractures  of  the 
American  College  of  Surgeons, — C.  E.  Yount, 
Prescott. 

2.  The  Minimum  Equipment  of  General  Hospitals 

for  the  Transportation  and  Emergency  Treat- 
ment of  Fractures, — Exhibition  and  Demon- 
strations,— H.  T.  Southworth  and  R.  N.  Looney, 
Prescott. 

At  Quarters  6,  Whipple  Barracks: 

3.  Open  Operations  in  the  Treatment  of  Frac- 

tures, Selection  of  Cases,  Types  and  Methods, 
Illustrated,  X-ray  and  Material, — A.  C.  Carl- 
son, Chief  Surgeon,  United  Verde  Copper  Co., 
Jerome. 

4.  Faulty  Union  and  Non-union  of  Fractures, — 

Jacob  Shearer,  Surgeon,  U.S.  Veterans’  Hospi- 
tal, Whipple. 

6:30  p.  m.  Dinner  at  Hassayampa  Hotel  as  Guests 
of  the  Sub-Committee  Chairman. 

Round  Table  Discussion  Led  by  E.  Payne  Palmer, 
Chairman  of  the  Arizona  Regional  Committee, 
Phoenix. 

Dr.  Yount’s  paper,  being  introductory,  was  of 
necessity  largely  historic,  leading  up  to  the  plans 
and  objectives  as  far  as  they  could  be  visualized 
from  the  reports  in  the  Bulletins. 

Dr.  R.  N.  Looney  opened  the  discussion  on  “The 
Minimum  Equipment  of  General  Hospitals  for  the 


Transportation  and  Emergency  Treatment  of  Frac- 
tures— Exhibitions  and  Demonstrations,”  wi/th  a 
description  of  an  emergency  bag  which  they  have 
found  very  helpful  in  answering  fracture  and  other 
emergency  calls.  It  is  the  duty  of  the  office  nurse 
to  see  that  this  bag  is  always  equipped  for  service. 

Dr.  Southworth  discussed  “The  Emergency  Treat- 
ment of  Fractures,”  with  special  reference  to  teach- 
ing all  first-aiders  to  “splint  them  where  they  lie.” 
They  had  two  modern  motor-driven  ambulances  at 
the  hospital  for  our  inspection.  The  advantages  of- 
fered, when  compared  with  extemporized  transpor- 
tation, were  apparent  to  all.  We  were  then  taken 
to  one  of  the  hospital  rooms  where  all  the  articles 
in  the  Minimum  Equipment,  including  portable 
x-ray  and  Balkan  frame,  were  displayed  for  our  in- 
formation. This  completed  the  program  at  Mercy 
Hospital. 

At  Quarters  No.  6,  Whipple  Barracks,  Dr.  A.  C. 
Carlson  gave  us  a very  excellent  paper  on  “Open 
Operations  in  the  Treatment  of  Fractures, — Selec- 
tion of  Cases,  Types,  and  Methods.”  This  paper  was 
profusely  illustrated  by  x-ray  pictures  showing 
many  of  the  long-bone  fractures  before  and  after  op- 
eration and  followup;  also  one  compression  fracture 
of  dorsal  vertebra.  Dr.  Carlson  was  very  frank  in 
his  discussion  of  the  patholog’y  in  each  case,  demon- 
strated by  x-ray  the  failure  of  the  closed  methods 
which  led  to  the  open  operation  in  each  case.  Hav- 
ing had  the  advantage  of  the  Massachusetts  Gen- 
eral Hospital  intensive  fracture  course  in  1929,  and 
a wide  industrial  experience,  Dr.  Carlson’s  discus- 
sion proved  most  instructive.  ( Four  of  the  doctors 
present  had  taken  this  course.) 

Dr.  Jacob  Shearer  closed  the  afternoon  meeting 
with  his  paper  on  “Faulty  Union  and  Non-Union  of 
Fractures.”  This  was  illustrated  by  x-ray  films 
and  represented  the  doctor’s  views  based  on  many 
years  of  fracture  work.  He  was  willing  to  accept 
Whitman’s  views  on  the  operative  treatment  of 
fresh  fractures. 

At  6:30  p.  m.  we  adjourned  to  the  Hassayampa 
Hotel  for  dinner,  with  the  Sub-Committee  Chairman 
as  host.  Dr.  E.  Payne  Palmer,  Regional  Commit- 
tee Cha  rman,  conducted  the  round  table  discus- 
sions. After  outlining  the  work  of  the  General 
Fracture  Committee,  he  called  upon  each  one  in 
turn  to  give  some  expression  of  opinion  on  the  frac- 
ture situation  as  he  contacted  it. 

Dr.  Gail  D.  Allee,  Medical  Officer  in  Charge  at 
Whipple,  reported  that  there  was  only  a relatively 
small  percentage  of  his  personnel  who  had  suffered 
from  fractures  incident  to  their  occupations,  that 
most  of  the  cases  among  the  employees  were  the 
result  of  automobile  accident.  The  ex-service  men, 
by  reason  of  recent  law,  are  coming  to  the  hospital 
in  increasing  numbers  for  the  treatment  of  frac- 
tures, emergency  and  corrective.  Mr.  Harry  South- 
worth,  son  of  Dr.  H.  T.  Southworth,  and  a senior 
medical  student  at  Rush,  gave  us  first-hand  infor- 
mation from  Dr.  Kellogg  Speed’s  clinic,  discussing 
nerve  injuries  in  fracture  of  foream.  Dr.  William 

G.  Carhart,  pathologist  at  Whipple,  discussed  for  us 
the  Ewing  type  of  bone  sarcoma.  Dr.  R.  N.  Looney 
gave  us  an  interesting  account  of  the  treatment  of 
fractures  as  industrial  casualties  before  the  days 
of  the  x-ray,  and  cited  the  good  functional  results 
usually  obtained  and  the  relative  infrequency  of 
damage  suits  in  those  pioneer  days  in  Arizona.  Dr. 

H.  T.  Southworth  discussed  the  value  of  early  ex- 
tension in  fractures,  and  the  more  prevalent  use  of 
the  Thomas  splint  and  its  various  modifications. 

Dr.  Jacob  Shearer  presented  cases  with  x-ray: 

1.  Old  fracture  into  knee-joint,  “broncho  bust- 
ing” accident;  patient  unable  to  give  any  accurate 
(Continued  on  page  393) 
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CORRECTION 

In  the  article  by  Dr.  Louis  H.  Fales,  last 
month,  on  page  318,  paragraph  one,  the 
word  “unusual”  should  be  “usual,”  making 
the  sentence  read  as  follows:  “Bruns,  after 

several  years  of  research,  has  come  to  the 
conclusion  that  the  most  usual  type  of  rale 
heard  in  pulmonary  tuberculosis,”  and  so 
forth. 


BOOK  REVIEWS 

NEW  AND  NONOFFICIAL  REMEDIES,  1931, 
containing  descriptions  of  the  articles  standing  ac- 
cepted by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association  on  Jan.  1, 
1931.  Cloth.  Price,  postpaid,  $1.50.  Pp.  481+LVI. 
Chicago.  American  Medical  Association,  1931. 

This  volume  is  the  annual  publication  of  the 
Council  on  Pharmacy  and  Chemistry  of  the  Ameri- 
can Medical  Association  giving  the  latest  authentic 
information  concerning  those  of  the  newer  medicinal 
preparations  found  worthy  of  the  consideration  and 
use  of  the  medical  profession.  Each  year  the  Coun- 
cil scans  the  general  articles  under  which  the  various 
preparations  are  classified  and  revises  these  to  con- 
form to  the  latest  and  best  medical  thought. 

A glance  at  the  preface  shows  that  a number  of 
preparations  have  been  omitted  because  they  con- 
flict with  the  rules  that  govern  acceptance,  because 
their  distributors  did  not  present  evidence  to  demon- 
strate their  continued  acceptability,  or  simply  be- 
cause the  manufacturers  have  taken  them  off  the 
market.  Important  revisions  have  been  made  in  a 
number  of  the  general  articles  and  in  the  descrip- 
tions of  various  preparations.  Among  the  new 
preparations  that  have  been  found  by  the  Council 
during  the  past  year  to  be  eligible  for  admission  to 
the  book  are  Amytal  and  Pulvules  Sodium  Amytal, 
3 grains,  barbituric  acid  derivatives  for  use  prelim- 
inary to  surgical  anesthesia;  Thio-Bismol,  quinine 
bismuth  iodide,  sodium  potassium  bismuthyl  tar- 
trate, and  Tartro-Quiniobine,  bismuth  compounds 
for  use  in  the  treatment  of  syphilis;  Scillaren  and 
Scillaren-B,  preparations  containing  the  squill  glu- 
cosides;  two  new  cod  liver  oil  concentrates:  Syne- 
phrine,  a new  vasoconstrictor,  and  synthetic  thy- 
roxine. 

NEW  AND  NONOFFICIAL  REMEDIES  should 
be  in  the  hands  of  all  who  prescribe  drugs.  The  book 
contains  information  about  the  newer  materia  med- 
ica  which  cannot  be  found  in  any  other  publication. 


ANNUAL  REPRINT  OF  THE  REPORTS  OF 
THE  COUNCIL  ON  PHARMACY  AND  CHEM- 
ISTRY OF  THE  AMERICAN  MEDICAL  ASSO- 
CIATION FOR  1930.  Cloth.  Price,  $1.00.  Pp.  91. 
Chicago:  American  Medical  Association,  1931. 

This  book  is  essentially  a record  of  the  negative 
actions  of  that  distinguished  body,  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical 
Association;  that  is,  it  sets  forth  the  findings  con- 
cerning medicinal  preparations  which  the  Council 
has  voted  to  be  unacceptable  for  recognition  and 
use  by  the  medical  profession.  Many  of  the  reports 
record  outright  rejection  or  the  rescinding  of  pre- 
vious acceptances;  others  report  in  a preliminary 
way  on  products  which  appear  to  have  promise  but 
are  not  yet  sufficiently  tested  or  controlled  to  be 
ready  for  general  use  by  the  profession. 

Among  the  reports  recording  outright  rejection 
are  those  on:  Avesan  (H),  formerly  Nuforal,  a mix- 
ture stated  to  be  composed  of  formic  acid,  sodium 
nucleinate,  camphor,  allyl  sulphide  and  chlorophyll, 
with  traces  of  salicin  and  sulphuric  ether,  marketed 
with  unwarranted  claims  of  usefulness  in  the  treat- 
ment of  tuberculosis,  asthma,  and  other  respiratory 
diseases;  Ceanothyn,  once  before  rejected  and  still 
found  to  be  marketed  with  unsupported  therapeutic 
claims;  Collosol  calcium  and  Collosol  Kaolin,  so- 
called  colloidal  preparations,  the  former  an  unsci- 
entific mixture  of  unproved  value,  the  latter  a pos- 
sibly dangerous  preparation,  and  both  marketed 
with  unwarranted  claims;  Ephedrol  with  Ethylmor- 
phine  Hydrochloride,  an  unscientific  epehedrine 
preparation  marketed  under  an  unacceptable  pro- 
prietary name  with  unwarranted  therapeutic  claims; 
Farastan,  an  unscientific  iodine-cinchophen  prep- 
aration proposed  for  routine  use  in  “arthritis  . . . 
and  Rheumatoid  conditions”;  Haley’s  M-0  Mag- 
nesia-Oil, a magnesia  magma  and  liquid  petrolatum 
mixture  in  fixed  proportions  marketed  with  empha- 
sis on  the“M-0”;  Lydin,  a testicular  extract,  mar- 
keted with  claims  of  value  in  the  treatment  of  im- 
potence; and  Metatone,  a shot-gun  “tonic”  mixture 
marketed  under  a proprietary  name  with  unwar- 
ranted therapeutic  claims. 

FOOD  ALLERGY,  ITS  MANIFESTATIONS, 
DIAGNOSIS  AND  TREATMENT,  WITH  A GEN- 
ERAL DISCUSSION  OF  BRONCHIAL  ASTH- 
MA. By  Albert  H.  Rowe,  M.S.,  M.D.,  Lecturer  in 
Medicine  in  the  University  of  California  Medical 
School,  San  Francisco,  Calif.;  Chief  of  the  Clinic  of 
Allergic  Diseases  of  the  Alameda  County  Health 
Center,  Oakland,  Calif.;  Consultant  in  Allergic  and 
Metabolic  Diseases.,  Highland  Hospital;  President 
of  the  Association  for  the  Study  of  Allergy,  1927- 
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1928.  Pp  442.  Lea  & Febiger,  Philadelphia,  1931. 

This  volume  deals  primarily  with  the  problems  of 
food  allergy,  but  emphasizes  also  the  importance  of 
inhalant  and  other  forms.  There  is  also  a very  com- 
plete discussion  of  bronchial  asthma,  dealing  espe- 
cially with  etiology  and  treatment.  The  author 
shows  the  necessity  of  devoting  time  and  thought 
to  the  mastery  of  the  detail  required  for  diagnosis 
and  treatment.  The  value  of  skin  tests  is  empha- 
sized, as  well  as  the  fallacy  of  depending  entirely 
on  skin  reactions  in  the  face  of  suggestive  history. 
Great  stress  is  placed  upon  the  use  of  the  author’s 
“elimination  diets”  in  diagnosis  and  treatment  and 
he  considers  diet  trial  of  greater  value  than  testing 
in  arriving  at  a diagnosis.  Methods  of  other  writ- 
ers are  discussed,  such  as  “the  food  addition  meth- 
od” of  Orville  H.  Brown  (Phoenix),  the  method  of 
“diet  trial”  of  Eyerman  and  others.  Many  pages 
are  devoted  to  suggested  diets  and  such  problems  as 
milk-free  diet  for  infants,  and  wheat,  milk  and  egg 
free  diets  are  discussed.  A prominent  place  is  giv- 
en to  bronchial  asthma  dealing  with  etiology  and 
diagnosis  by  means  of  skin  tests  and  elimination 
diets  and  treatment  by  environmental  control,  diet 
and  drugs. 

This  volume  will  prove  a valuable  additioin  to  the 
equipment  not  only  of  those  specializing  in  allergic 
diseases,  but  also  of  the  internist  who  daily  meets 
with  the  problems  here  discussed. 

H.  P.  MILLS. 

THE  BEGINNINGS— EGYPT  AND  ASSYRIA, 
by  Warren  R.  Dawson,  F.R.S.EV  Fellow  of  the  Royal 
Society  of  Medicine,  of  the  Society  of  Antiquaries 
of  Scotland,  and  of  the  Royal  Anthropological  In- 
stitute of  Great  Britain  and  Ireland.  Paul  B.  Hoe- 
ber,  Inc.,  New  York. 

Physicians  generally  are  interested  in  the  history 
of  the  art  and  science  of  medicine.  They  are  busy 
men,  however,  and  find  it  impossible  to  take  the 
average  book  on  Medical  History  and  get  a great 
deal  out  of  it.  The  Clio  Medica  series  is  designed 
to  supply  a desire  of  busy  medical  men  to  get  a 
sound  foundation  in  medical  history.  Clio  was  the 
goddess  of  the  muse  of  history  and  Clio  Medica 
would  be  a goddess  of  a muse  of  medical  history. 
The  plan  is  that  there  shall  be  a series  of  the  small 
volumes  pocket  size  with  the  number  of  pages  that 
can  easily  be  read  at  one  sitting. 

The  volume — Egypt  and  Assyria  depicts  the 
cradle  and  earliest  stage  of  medicine.  The  fact  that 
superstition  and  mysticism  governed  all  thought 
concerning  disease  and  its  cure  made  such  ministra- 
tions to  the  sick  no  less  a part  of  medicine.  The  de- 
sire to  live  forever  led  to  mummifying  of  the 
dead  (a  religious  and  not  a medical  procedure)  and 
this  procedure  has  profoundly  influenced  the  devel- 
opment of  scientific  medicine.  It  was  the  embalm- 
ers  who  first  acquired  knowledge  of  the  intimate 
structure  of  the  human  body.  This  volume  aeals 
with  such  topics  as:  Primitive  ideas  of  disease  and 
death:  averting  death  and  prolonging  life;  the  ma- 
gician; the  medical  books:  ancient  Egyptian  and 
Assyrian  medicine,  di’ugs.  doses,  and  so  forth,  and 
the  legacy  of  the  past.  The  text  is  most  readable. 
Any  physician  will  be  greatly  edified  by  its  perusal. 

ANATOMY,  by  George  W.  Corner,  M.  D„  Pro 
fessor  of  Anatomy  in  the  University  of  Rochester. 
Paul  B.  Hoeber,  Inc.,  New  York. 

This  volume  is  another  of  the  Clio  Medica  series. 
It  deals  with  the  development  of  anatomical  knowl- 
edge. The  oldest  records  of  medical  lore  are  the 
Edwin  Smith  and  Ebers  papyri.  These  are  com- 
pilations from  older  works  long  lost.  The  first  dis- 
sections of  record  were  on  animals  in  the  sixth  cen- 
tury, B\  C.  bv  Alcmaeon  of  Craton.  Herophilus, 
Erasistratus,  Galen  and  a few  others  advanced  the 
knowledge  of  human  anatomy,  and  preserved  it 


through  the  dark  ages,  during  which  time  science 
was  at  a standstill.  In  the  middle  ages  Constantine 
and  Avicenna  translated  the  works  of  Galen,  Aris- 
totle and  others  and  laid  the  foundation  for  mod- 
ern anatomy  development. 

Raimondo  de’Luzzi  early  in  the  fourth  century 
taught  from  the  cadaver.  Berengario  early  in  the 
16th  century  was  the  first  modern  anatomical  in- 
vestigator. His  two  books  were  the  first  to  contain 
systematically  arranged  illustrations  of  the  skele- 
ton, muscles,  blood  vessels  and  the  female  repro- 
ductive organs.  The  invention  of  printing  and  wood 
cuts  advanced  the  study  of  anatomy  more,' however, 
by  dissemination  of  the  ancient  knowledge  than  by 
new  investigation.  Vesalius  and  Ambroise  Pare  are 
directly  responsible  for  the  rapid  advancement  of 
modern  anatomical  researches.  The  Italian  artists 
found  it  necessary  to  do  dissections  the  better  to 
panit  the  human  form  and  by  their  illustrations  con- 
tributed to  an  understanding  of  anatomy.  Through- 
out the  modern  age  there  are  numerous  names  just- 
ly famous  as  anatomical  investigators.  This  small 
volume  of  80  pages  gives  a splendid  resume  of  the 
history  of  the  development  of  anatomical  knowledge. 

O.  H.  BROWN. 

SPONDYLOLISTHESIS.  WITH  SPECIAL  REF- 
ERENCE TO  THE  INDUSTRIAL  CASE.  J.  Edgar 
Stewart,  M.D.,  St.  Louis,  Mo.  Sou.  Med.  Jour., 
24:317,  (April,  1931.) 

The  author  describes  the  pathological  anatomy, 
incidence  and  clinical  picture  of  this  condition.  The 
conclusive  evidence  is  in  the  radiological  examina- 
t'on.  and  without  radiograms  the  existence  of  the 
displacement  can  only  be  guessed  at.  Any  patient 
complaining  of  a low  back  disability  or  who  has  sus- 
tained an  injury  to  the  back  should  have  roentgen- 
ograms in  two  planes,  this  being  just  as  important 
in  this  region  as  they  are  about  the  extremity  joints. 
The  importance  of  x-ray  examination  at  a later 
date,  when  the  examination  following  the  injury  was 
negative,  is  verv  strikingly  shown  by  cases  cited. 
The  fifth  lumbar  vertebra  will  frequently  be  shown 
to  have  slinped  forward  some  days  or  weeks  follow- 
ing an  iniurv.  when  nothing  was  visible  on  films 
made  at  the  time. 


ARIZONA  STATE  BOARD  OF  MEDICAL 
EXAMINERS 

At  the  April.  1931  meeting  of  this  Board, 
the  following  applicants  were  registered  hy 
examination : 

DR.  MENNO  SIMON  GAEDE,  a graduate  of  the 
University  of  Kansas  Medical  School,  1928.  Dr. 
Gaede  has  joined  the  staff  of  the  United  Verde 
Hospital  at  Jerome. 

OR.  CHARLES  S.  BOONE,  a graduate  of  the 
TTmverc-ity  of  Arkansas  School  of  Medicine.  May, 
1”29.  Dr.  Boone  is  to-be  located  at  Miami.  Ariz. 

The  fo’lowing  applicants  were  h'censed  to 
r-a^tire  in  Arizona,  by  reciprocity. 

OR.  IRVING  E.  KAUFMAN  of  Phoenix,  graduate 
of  Push  Medical  College  (1922).  formerly  located 
in  Chicago.  By  reciprocity  with  Illinois. 

DR.  HAMER  C.  IRWIN,  graduate  of  Johns  Hop- 
kins (1905),  now  located  at  Pocatello,  Idaho.  By 
reciprocity  with  Idaho. 

OR. ELMER  F.  GARLINGTON,  graduate  of  Uni- 
versity of  Louisville  (1913),  now  located  at  Royal 
Oak.  Mich.  By  reciprocity  with  Kentucky. 

B.  M.  BERGER,  Secretary. 
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The  modern  tempo  of  living  imposes  a 
strain  that  is  reflected  in  the  patients  of 
every  physician.  The  need  for  relaxa- 
tion, the  importance  of  sleep  and  tran- 
quillity requisite  for  the  renewal  of 
exhausted  strength,  is  emphasized  daily. 

Inability  to  sleep  may  be  due  to  many 
causes:  nervousness,  mental  strain, 
various  psychoses,  hypertension,  hyper- 
thyroidism, menopausal  symptoms,  drug 
addiction,  alcoholism,  or  other  factors. 

Those  coveted  hours  of  repose,  from 
10  until  6,  that  desired  serenity, 
which  the  sleepless  so  envy  in  the 
more  fortunate, are  available  to  your 
patients  through  the  use  of  Tablets 
Amytal,  in  IK  to  3-grain  doses. 

For  sedation  in  ambulatory  cases 
prescribe  Tablets  Amytal,  Half 
Strength,  % grain. 


DEMONSTRATE 
THE  VALUE  OF 
TABLETS  AMYTAL 
FOR  YOURSELF 
BY  SENDING 
FOR  A SAMPLE. 


Address  Department  "S 


AND  COM  PAN  Y — 

O L I S,  U.  S.  A. 
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American  Congress  of  Physical  Therapy 
October  5,  6,  7,  8,  1931. 

Hotel  Fontenelle,  Omaha,  Nebraska. 

The  tenth  anniversary  session  of  the  American 
Congress  of  Physical  Therapy  will  be  held  October 
5,  6,  7,  8,  1931,  at  the  Hotel  Fontenellle,  Omaha, 
Nebraska.  The  Congress  has  always  endeavored  to 
present  a program  of  high  quality,  and  while  each 
year  has  seen  a steady  improvement,  this  year’s  pro- 
gram is  of  such  a standard  that  it  will  be  difficult 
to  surpass  in  the  future.  Appreciating  the  desira- 
bility of  clinics  and  clinical  demonstrations,  the  pro- 
gram committee  has  set  aside  the  mornings  for 
these  purposes.  It  will  be  the  first  time  that  the 
society  will  have  available  ample  clinical  material 
for  medical  and  surgical  services.  The  cooperation 
of  the  University  of  Nebraska,  College  of  Medicine, 
and  the  Creighton  University  School  of  Medicine 
has  made  this  possible.  In  the  section  on  Eye,  Ear, 
Nose  and  Throat,  tonsil  clinics  will  be  conducted 
daily  during  the  first  three  days  of  the  meeting. 
Electrosurgery  for  tonsils  has  found  a definite 
place  in  the  armamentarium  of  many  surgeons. 
Prominent  specialists  will  demonstrate  the  various 
methods  and  technics  now  being  employed. 

SITUATIONS  WANTED 
WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections  en- 
able us  to  give  superior  service.  Aznoes  National 
Physicians’  Exchange,  30  North  Michigan,  Chicago. 
Established  1896.  Member  The  Chicago  Association 
of  Commerce. 

WANTED — Lccum  Tenens  work;  or  Arizona  af- 
filiation by  M.D.  qualified  to  do  medicine,  surgery, 
a,nd  Physical  Therapy.  Address  E.  C.  Wills,  M.D., 
Wickenburg,  Arizona. 


The  Tulane  University  of 
Louisiana 

GRADUATE  SCHOOL  OF 
MEDICINE 


Approved  by  the  Council  on  Medical  Educa- 
tion of  the  A.M.A. 

Post-graduate  instruction  offered  in  all 
branches  of  medicine.  Courses  leading  to  a 
higher  degree  have  also  been  instituted. 

A bulletin  furnishing  detailed  information 
may  be  obtained  upon  application  to  the 

DEAN 

GRADUATE  SCHOOL  OF 
MEDICINE 

1430  Tulane  Avenue 
New  Orleans,  La. 


THE  ROBINSON  CLINIC 


The  Robinson  Neuro-psychiatric  Clinic  offers  a complete  service 
to  the  physicians  of  the  Southwest,  for  the  diagnosis  and  treatment 
of  all  afflictions  affecting  the  nervous  system.  Among  those  may  be 
listed  the  following: 

A study  of  the  psychotic  patient,  to  determine  the  cause,  and  a 
rational  method  of  therapy  to  alleviate  the  symptoms. 

A training  school  for  different  children,  which  provides  medical 
treatment,  without  interrupting  the  school  work,  and  also  provides 
schooling  for  those  cases  that  can  not  attend  the  regular  schools. 

A complete  neuro-syphilitic  service,  including  the  latest  form  of 
heat  therapy  generalized  diathermy — which  gives  all  of  the  advantag- 
es of  malaria  without  the  dangers. 

A sane  treatment  of  drug  addiction,  which  takes  into  account 
the  underlying  psychic  causes,  and  attempts  a permanent  cure,  by  re- 
moval of  these  factors. 

A diagnostic  service  for  organic  neurological  conditions,  includ- 
ing complete  laboratory  studies,  where  indicated. 

As  mentioned  before,  we  have  felt  that  rate  reductions  were  ad- 
visable, and  this  has  been  done  within  the  last  few  months. 


CURTIS- WRIGHT  FLYING  SERVICE 


Nervous  and  Mental 
Diseases 

G.  Wilse  Robinson,  Jr.,  M.D. 
Associate  Medical  Director 


G.  WILSE  ROBINSON,  M.D. 

Medical  Director 
143  2 Professional  Building 
8100  INDEPENDENCE  ROAD 

KANSAS  CITY,  MO. 


Drug  and  Alcohol 
Addiction 

Paul  A.  Johnson,  M.D. 
Internist 


392 


SOUTHWESTERN  MEDICINE 


These  are  the  matched  clubs  with  which  Bobby  Jones  retained  the  amateur  golf  championship. 


IN  GOLF,  THE  CLUB  IS  ADAPTED  TO  THE  SHOT.  IN  INFANT 
FEEDING,  THE  DIET  MATERIAL  IS  ADAPTED  TO  THE 
INDIVIDUAL  REQUIREMENT  OF  THE  INDIVIDUAL  BABY. 


IT  IS  possible  to  play  over  the  entire 
course  with  a single  club  and  bring  in  a 
fair  score.  But  playing  with  only  one  club 
is  a handicap.  The  best  scores  are  made 
when  the  player  carefully  studies  each  shot, 
determining  in  advance  how  he  is  going  to 
make  it,  then  selects  from  his  bag  the  par- 
ticular club  best  adapted  to  execute  that  shot. 

For  many  years,  Mead  Johnson  & Company 
have  offered  “matched  clubs”,  so  to  speak, 
best  adapted  to  meet  the  individual  re- 
quirements of  the  individual  baby. 

We  believe  this  a more  intelligent  and 
helpful  service  than  to  attempt  to  make 
one  “baby  food”  to  which  the  baby  must 
be  adapted. 


Dextri-Maltose  No.  1 
(with  2%  sodium  chlo- 
ride), for  normal  babies. 
Dextri-Maltose  No.  2 
(plain,  salt  free),  for  salt 
modifications  by  the  phy- 
sician. Dextri-Maltose 
No.3(with3%  potassium 
bicarbonate),  for  consti- 
pated babies.  “Dextri- 
Maltose  With  Vitamin 
B”  is  now  available  for 
its  appetite-and-growth- 
stimulating  properties. 
Mead’s  Powdered  Non- 
Curdling  Lactic  Acid 
Milks,  Nos.  1 and  2. 
Mead’s  Alacta.  Mead’s 
Powdered  Whole  Milk. 
Mead’s  Powdered  Pro- 
tein Milk  (Non-Curd- 
ling). Mead’s  Recolac. 
Mead’s  Sobee.  Mead’s 
Powdered  Brewer’s 
Yeast.  Mead’s  Cereal. 
Mead’s  Viosterol  in  Oil 
250  D.  Mead’s  10  D Cod 
Liver  Oil  With  Viosterol. 
Mead’s  Standardized 
Cod  Liver  Oil. 


Mead  Johnson  & Company,  Evansville,  Indiana,  U.S.A. 

„ ~'^===  SPECIALISTS  IN  INFANT  DIET  MATERIALS  AND  PIONEERS  IN  VITAMIN  RESEARCH  ^=3 
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(Continued  from  page  387) 

information  as  to  original  diagnosis  or  pathology; 
after  five  years  there  were  multiple  chondromata 
(Wassermann  negative),  some  loose,  others  grow- 
ing from  articular  surfaces  of  injured  femur  and 
tibia,  producing  a deformity  greatly  interfering  with 
normal  function. 

2.  X-ray  of  fracture  at  upper  and  middle  third 
of  femur  with  moderate  amount  of  callus  and  mark- 
ed bowing,  six-screw  Lane  plate  in  situ;  only  four 
screws  had  been  used  and  these  were  the  center 
four.  It  was  debated  whether  the  bowing  was  due 
to  inadequate  support  from  the  Lane  plate,  too  early 
use  of  the  leg,  or  both.  Certain  it  was  that  a 
walking  caliper  splint  would  have  prevented  the 
deformity. 

Dr.  R.  H.  Thigpen  discussed  infection  in  com- 
pound fractures.  The  likelihood  of  particles  of 
clothing  and  other  infective  material  being  carried 
deep  into  the  wound  in  gunshot  and  explosive  mine 
fractures  was  stressed.  Complete  sterilization  is 
inc’ispensible  to  early  union  in  these  fractures. 

Dr.  Charles  W.  Sechrist  discussed  the  probable 
source  of  infection  in  a case  of  multiple  gunshot 
wounds  of  pelvis  and  femur,  comminuted  fracture 
in  upper  third  of  femur,  suppuration,  osteomyelitis, 
and  satisfactory  union  after  eleven  months’  treat- 
ment. A loop  of  the  ileum  had  been  perforated  in 
this  case. 

Dr.  C.  E.  Yount  called  attention  to  some  of  the 
work  of  the  General  Fracture  Committee: 

(1)  The  proposed  manufacture  of  standard  bone 
plates  and  screws  of  the  Sherman  type,  having  the 
stamp  of  the  American  College  of  Surgeons; 

(2)  The  broad  field  of  cooperation  in  first  aid 
in  fractures  being  opened  up  through  the  establish- 
ment of  Red  Cross  first-aid  stations.  It  was  sug- 
gested by  Dr.  Yount,  and  agreed  to  by  the  sub-com- 
mitteemen present,  that,  should  the  Central  Frac- 
ture Committee  and  the  Red  Cross  so  desire,  we 
would  offer  the  following  propositions: 

(a)  That  certain  automobile  filling  stations  with- 
in the  jurisdiction  of  each  sub-committeeman  be 
designated  as  first-aid  station  for  the  American 
Red  Cross; 

(b)  That  the  sub-committeeman  be  responsible 
for  the  training  of  his  first-aiders  at  these  sta- 
tions, as  provided  in  Red  Cross  Regulations; 

(c)  That  special  effort  be  made  to  secure  from 
the  Red  Cross  adequate  fracture  equipment  for 
these  designated  first-aid  stations. 


If  this  method  were  put  into  practice  by  all  sub- 
ct  mmittees  it  would  not  be  many  years  before  the 
network  of  first-aid  stations  operating  under  the 
General  Fracture  Committee  of  the  American  Col- 
lege of  Surgeons  and  the  Red  Cross  would  cover 
the  whole  United  States.  I can  conceive  of  nothing 
v hich  would  react  for  greater  good  in  automobile 
fracture  cases  and  insure  better  emergency  and  af- 
ter treatment  in  those  fractures. 

Dr.  Yount  then  thanked  Dr.  Palmer,  his  other 
guests  and  his  committee  for  the  hearty  coopera - 
t on  in  making  this  organization  meeting  a very 
successful  one.  Adjournment  was  then  taken. 

(Signed)  C.  E.  YOUNT, 

Chairman  Northern  Arizona  Sub-Committee 
on  Treatment  of  Fractures. 


T'HE  armpits — the  feet— the  hands— become  dis- 
comfort spots  when  plagued  by  excessive  per- 
spiration. The  physical  result  may  be  chafing, "heat 
rash,”  excoriation.  The  social  consequences  may 
be  equally  distressing,  for  perspiration  often  leaves 
in  its  wake  an  odor  quite  unpleasant. 

For  those  suffering  from  excessive  perspiration 

NONSPI 

(an  antiseptic  liquid) 

may  be  safely  prescribed  or  recommended.  It 
checks  excessive  perspiration  and  prevents  the 
odor,  too.  It  needs  to  be  applied  only  once  or 
twice  a week  to  those  parts  of  the  body  not  ex- 
posed to  adequate  ventilation. 

Trial  supply  gladly  sent  to  physicians  on  request. 


YES,  I’d  like  to  try  NONSPI.  Please  send  me  a free  trial  supply. 

JVame 

Address 

City State 

THE  NONSPI  COMPANY,  1 1 7 West  18th  Street,  N.Y.  City 


Modernly  equipped  for  the  care 
and  treatment  of  tuberculosis  in 
all  stages.  Rates  $20.00  per  week 
and  up.  Nurses  care  and  medical 
attention  included.  Write  for  de- 
scriptive booklet. 


A.  I).  LONG,  M.  D., 


The  Long  Sanatorium 

EL  PASO,  TEXAS. 


Medical  Director 
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THE 

RAGWEED 

SEASON 

IS  FROM 


AUGUST  TO  FROST 


And  it  is  important  to 
emphasize  that 


If  unavailable  locally  these  extracts  tcill  be 
delivered  direct  postpaid , special  delivery 

LITERATURE  ANI)  REFERENCES  ON  REQUEST 

THE  ARLINGTON  CHEMICAL  COMPANY^ 

YONKERS,  NEW  YORK 


ARLCO-POLLEN  EXTRACTS 

provide  the  several  ragweeds  as  regionally  dispersed 
and  are  selected  for  delivery  according  to  the  locality. 


COSGASOML 

TREATMENT 

i.e.,  treatment  started 
after  the  onset  of 
symptoms,  is  usually 
successful  — and 
qniflelif  aborts  thv 
attfifb  as  has  been 
amply  attested  in 
the  literature. 


A BULLETIN— 2mi  printing  now  available 


<\\GU  Sr 
/o  FROST 
HAY*  FEVER 
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SOUTHWESTERN  SURGICAL  SUPPLY  CO. 

EL  PASO,  TEXAS  PHOENIX,  ARIZ. 

Gentlemen: — Kindly  send  a "Kompak"  Model  Lifetime  Baumanometer  on  approval. 

Doctor 

Street  and  No 

City State 


THE  NEW  KOMPAK  MODEl 

SMALLEST— LIGHTEST— HANDIEST 


Let  us  send  you  this  master  instrument  now. 

Small  in  size — light  in  weight — beautiful  in  appearance 
— it  looks  and  folds  like  a fine  pocket  camera. 

The  Kompak  Model  is  the  latest  addition  to  a distin- 
guished line  of  Lifetime  Baumanometers.  Like  all  other 
Lifetime  Baumanometers,  the  Kompak  Model  is  individ- 
ually calibrated,  scientifically  accurate — guaranteed 
to  remain  so,  and  carries  the  Lifetime  Baumanometer 
exclusive  guarantee  against  glass  breakage. 

It  is  just  the  instrument  you  have  been  waiting  for. 
Note  its  distinguishing  specifications — or  better  still,  let 
us  send  one  for  your  inspection. 

Use  the  coupon — and  you  will  be  agreeably  surprised 
at  the  remarkable  advances  in  sphygmomanometer 
construction 


$37.50 


SPECIFICATIONS 
Calibration:  260  mm. 

Size:  15/s"  x 3%"  x 115/8". 

Weight:  30  oz. 

Inflation  System  Self-contained. 

Duralumin  case  with  baked  enamel  edges. 
Cenuine  Morocco  grain  leather. 

Entire  manometer  unit  chromium  plated. 
Individual  nameplate  cast  in  cover. 

Table  of  clinical  averages  embossed  in  case. 
Lifetime  Cuarantee  against  glass  breakage. 
Perpetual  Cuarantee  for  accuracy. 


STANDARD  FOR  BLOODPRESSURE 


Doctor!  Send  for  this  416-Page  Catalog 

of 

Surgical  Instruments, 
Equ  ipment  and  Supplies 

Contains  listings  of  your  every  want  at  money- 
saving prices.  Thousands  of  items:  “White  Steel’ 
Furniture,  Reception  Room  Furniture,  Physical 
Therapy  Apparatus,  Chrome  Plated  Instruments, 
Diagnostic  Instruments  and  Apparatus,  Laboratory 
Apparatus,  Supplies,  Orthopedic  Supplies,  Etc. 
Everything  for  a distinctive  armamentarium.  Just  mail 
us  your  name  and  address.  It's  FREE.  No  obligations. 

Just  Mail  Your  Name  and  Address  — It’s  FREE! 

A.  S.  ALOE  COMPANY 

932  South  Hill  Street, 

LOS  ANGELES,  CALIFORNIA 
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THIO-BISMOL 


PARKE,  DAVIS 
& COMPANY 

The  World's  Largest  Makers  of  Pharmaceutical 
and  Biological  Products 
DETROIT  NEW  YORK 

CHICAGO  KANSAS  CITY 

ST.  LOUIS  BALTIMORE 

NEW  ORLEANS  MINNEAPOLIS 
SEATTLE 
In  Canada: 

WALKERVILLE 

WINNIPEG 


ACCEPTED  FOR  N.  N.  R.  BY 
COUNCIL  ON  PHARMACY  AND 
CHEMISTRY  OF  THE  A.  M.  A. 

«,  ..  ? 


Modern 

Antisyphilitic 

Bismuth 

Therapy 


PULVULES  SODIUM  AMYTAL 


Pulvules  Sodium  Amytal  are  useful  in 
surgery,  obstetrics,  and  internal  medi- 
cine. They  may  be  administered  orally 
or  rectally.  Order  through  the  drug 
trade.  Write  for  sample  and  pamphlet. 

Each  Pulvule  of  Sodium  Amytal  con- 
tains 3 grains  of  sodium  iso-amyl  ethyl 
barbiturate. 


Preoperative  anxiety  and  excitement 
are  replaced  by  tranquillity  through 
the  administration  of  Pulvules  Sodium 
Amytal. 

Following  their  use  the  anesthetic 
is  more  easily  administered;  less  of  it 
is  required.  Postoperative  nausea  is 
absent  or  diminished. 


ELI  LILLY  AND  COMPANY 

INDIANAPOLIS,  U.  S.  A. 


Tor  more  than  eight  years  leading  specialists  in 
diabetes  in  the  United  States  have  used  lletin 
(Insulin,  Lilly)  with  excellent  results  in  thousands 
of  cases. 

The  purity,  stability,  and  uniformity  of  lletin 
(Insulin,  Lilly)  are  characteristic,  and  it  is  in  con- 
stantly increasing  use  by  the  medical  profession. 

Write  for  pamphlet  on 
Insulin  and  Diet  Charts 


LILLY  AND  COMPANY 

INDIANAPOLIS,  U.  S.  A. 
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fOMPArvi, 


The  Penally  of  Leadership 


MN  EVERY  FIELD  of  human  endeavor,  he  that  is  first  must  perpetually 
live  in  the  white  light  of  publicity.  Whether  the  leadership  be 
vested  in  a man  or  in  a manufactured  product,  emulation  and  envy 
are  ever  at  work.  In  art,  in  literature,  in  music,  in  industry,  the  re- 
ward and  the  punishment  are  always  the  same.  The  reward  is  wide- 
spread recognition;  the  punishment,  fierce  denial  and  detraction. 


When  a man’s  work  becomes  a standard  for  the 
whole  world,  it  also  becomes  a target  for  the  shafts 
of  the  envious  few.  If  his  work  be  merely  mediocre, 
he  will  be  left  severely  alone  ...  if  he  achieve  a 
masterpiece,  it  will  set  a million  tongues  a- wagging. 
Jealousy  does  not  protrude  its  forked  tongue  at 
the  artist  who  produces  a commonplace  painting. 

Whatsoever  you  write,  or  paint,  or  play,  or  sing,  or 
build,  no  one  will  strive  to  surpass  or  to  slander 
you,  unless  your  work  be  stamped  with  the  seal  of 
genius.  Long,  long  after  a great  work  or  a good  work 
has  been  done,  those  who  are  disappointed  or  en- 
vious continue  to  cry  out  that  it  cannot  be  done. 

Spiteful  little  voices  in  the  domain  of  art  were 
raised  against  our  own  Whistler  as  a mounte- 
bank, long  after  the  big  world  had  acclaimed  him 
its  greatest  artistic  genius. 

Multitudes  flocked  to  Bayreuth  to  worship  at  the 
musical  shrine  of  Wagner,  while  the  little  group 


of  those  whom  he  had  dethroned  and  displaced 
argued  angrily  that  he  was  no  musician  at  all. 

The  little  world  continued  to  protest  that  Fulton 
could  never  build  a steamboat,  while  the  big  world 
flocked  to  the  river  banks  to  see  his  boat  steam  by. 

The  leader  is  assailed  because  he  is  a leader,  and 
the  eSort  to  equal  him  is  merely  added  proof  of 
that  leadership.  Failing  to  equal  or  to  excel,  the 
follower  seeks  to  depreciate  and  to  destroy  . . . but 
only  confirms  once  more  the  superiority  of  that 
which  he  strives  to  supplant.  There  is  nothing 
new  in  this.  It  is  as  old  as  the  world  and  as  old  as 
the  human  passions  . . envy,  fear,  greed,  ambition, 
and  the  desire  to  surpass.  And  it  all  avails  nothing. 

If  the  leader  truly  leads,  he  remains  . . . the  leader. 
Master-poet,  master- painter,  master-workman, 
each  in  his  turn  is  assailed,  and  each  holds  his 
laurels  through  the  ages.  That  which  is  good  or 
great  makes  itself  known,  no  matter  how  loud  the 
clamor  of  denial.  That  which  deserves  to  live . . lives. 


[This  text  first  appeared  as  an  advertisement  of  The  Cadillac  Mot 


or  Car  Company  and  is  reprinted  by  their  special  permission  ] 


SMA..an  Adaptation  to  Breast  Milk 
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ENZYMOL 


For  Topical  Application 

Observations  of  the  action  of  gastric  .juice  outside  the  body  show  a 
usefulness  for  a properly  prepared  product  of  this  nature.  An  example 
of  one  of  its  indications  is  solution  of  necrotic  and  carious  bone  tissue. 

ENZYMOL  is  an  extract  of  the  fresh  stomach  tissue  juice,  specially 
designed  for  topical  application. 

ENZYMOL  is  put  up  in  convenient  vials.  It  requires  ordinarily  for  use 
dilution  with  an  equal  volume  of  water;  also  with  hydrochloric  acid  es- 
pecially for  cases  in  which  this  may  be  desirable — refractory  tissue,  large 
cavities,  etc. 

Originated  and  Made  by 

Fairchild  Bros.  & Foster 

NEW  YORK 


IPRAL  SQ.UI BB 


Approximates  the 
ideal  hypnotic 

In  alleviating  restlessness  and 
irritability  following  operations,  and 
in  mental  and  nervous  cases,  Ipral 
Squibb  has  been  found  by  clinical 
experience  to  be  particularly  useful. 

Ipral  Squibb  is  effective  in  small 
doses  and  induces  sleep  which  closely 
resembles  the  normal.  It  is  rapid  in 
action,  of  low  toxicity,  and  when 
administered  in  therapeutic  doses 
no  untoward  effect  on  the  heart, 
lungs,  kidneys  or  gastro-intestinal 
tract  has  been  observed.  It  is  mark- 
eted in  2-gr.  tablets  in  bottles  of  10, 
100  and  1000. 


For  literature,  ivrite  to  Professional  Service 
Department,  745  Fifth  Avenue,  New  York 

E R:  Squibb  &.Sons 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 

New  York 


SOLARGENTUM 

SQUIBB 

For  urethral  administration 

Solargentum  is  an  effective,  mild 
silver  protein.  In  prophylaxis  and 
treatment  of  gonorrhea,  Solargen- 
tum has  been  found  to  be  satisfac- 
tory when  used  in  10  per  cent 
solution.  It  is  quickly  and  freely 
soluble  in  distilled  water. 

Solargentum  acts  as  an  antiseptic 
without  irritation  or  appreciable  as- 
tringent effect. 

It  is  marketed  in  packages  of  1 
oz.,  14  lb.,  and  1 lb.,  and  also  in 
bottles  of  100  and  500  tablets, 
4.6  gr.  each. 


ARIZONA  PHYSICIANS:  TAKE  NOTICE 


A History  of  Arizona  Physicians  and  Arizona  Medicine  is  in  the  course  of  prepara- 
tion by  a member  of  the  Editorial  Staff  of  Southwestern  Medicine.  This  is  for  the  pur- 
pose of  supplying  data  on  Arizona  medicine  for  inclusion  in  a History  of  Medicine  in  the 
United  States  now  being  prepared.  The  task  will  be  greatly  lightened  if  each  Arizona 
physician,  and  former  Arizona  physician,  will  supply  data  with  regard  to  himself,  follow- 
ing the  outline  given  be'ow..  The  data  on  deceased  physicians  will  be  difficult  to  obtain 
unless  those  who  have  such  data  will  be  good  enough  to  furnish  it. 

Outline  for  data:  (Please  fill  out  AT  ONCE). 

Name  in  full  


Place  of  birth  . Date  of  birth  

Father:  Name  ...  Nationality  Occupation 

Mother:-  Maiden  jiame  ...  Nationality  

Places  and  dates  of  your  residence  


Educational  institutions  attended  and  years;  degrees  obtained 


Date  of  marriage  Wife’s  maiden  name 

Names  and  ages  of  children  


Licensed  to  practice  in  what  states;  dates  of  license  3 

Places  and  dates  of  medical  practice:  

Specialty  practiced:  

Medical  publications:-  Titles  of  articles  or  books  a,n  d places  with  dates  of  publication 


Other  Medical  activities  

Avocations: 

Church  and  Club  affiliations 

Present  Address:  Office  Residence 

Enclose  this  with  recent  photograph  to 

Southwestern  Medicine,  Box  1587,  Phoenix,  Ariz. 
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THE  MINIMUM  EQUIPMENT  OF  GENERAL  HOSPITALS  FOR  TRANSPORTATION  AND 

EMERGENCY  TDEATMENT  OF  FRACTURES  425 

H.  T.  Southworth,  M.  D.,  F.A.C.S.,  Prescott,  Arizona. 

STREPTOCOCCIC  PNEUMONIA  (Case  Report,  with  Discussion  and  Autopsy  Report)  426 

Howell  Randolph,  M.  D.,  Phoenix,  Arizona. 

DEATHS  IN  GOOD  SAMARITAN  HOSPITAL  (Phoenix)  March.  April,  May,  1931  428 

J.  D.  Hamer,  M.  D.,  Chairman  of  Records  Committee,  Phoenix,  Arizona. 

NEW  MEXICO  MEDICAL  SOCIETY — Forty-ninth  Annual  Meeting  (Report  of)  ..430 

Albuquerque,  New  Mexico,  May  20-22,  1931. 

BOOK  REVIEWS  435 

' EDITORIAL 

NORTHEASTERN  MEXICO  MEDICAL  ASSOCIATION  436 

DATA  FOR  ARIZONA  MEDICAL  HISTORY  436 

LOREN  CALL  BARLOW  436 

WILLIAM  CLYDE  ELLIS  437 

PUBLIC  HEALTH  NOTES  (New  Mexico  Bureau  of  Public  Health)  437 


SOILAND  CLINIC 

Drs.  Soiland,  Costolow  and  Meland 

1407  South  Hope  Street,  Los  Angeles,  Calif. 

Telephone  Westmore  1418 
Hours  9:00  to  4:00 

A medical  group  organized  and  equipped  for  the  study, 
diagnosis  and  treatment  of  neoplastic  and  allied  disease. 

Albert  Soiland,  M.  D. 

Wm.  E.  Costolow,  M.  D. 

Orville  N.  Meland,  M.  D. 

A.  H.  Warner,  Ph.  D.,  Physicist 
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Specialists  in  the  Southwest 


LESLIE  M.  SMITH,  M.  D. 


EL  PASO,  TEXAS 


J.  A.  RAWLINGS,  M.  D. 

and 

HARRY  LEIGH.  M.  D 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

li'i/t  Roberts- Bonner  Bldg.  El  Paso 


W.  E.  VAN  DEV  ERE.  M.  D 
Eye  Ear  Nose  and  Throat 
Bronchoscopy  and  Esoph agoscopy 

810  Bassett  Bldg.  El  Paso 


FRANKLIN  D.  GARRETT.  M.  D. 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 


G.  WERLEY.  M.  D. 

Diseases  of  the  Heart 

to  1-2  Roberts-Banner  Bldg.  El  Paso 


ROBERT  B.  HOMAN,  M.  D. 

Practice  limited  to 

Chest  Diagnosis  and  Consultations 

Homan  Sanatorium  El  Paso,  Texas 


j w.  cathcart,  m.  d.  c.  h.  mason,  m.  d. 

Drs.  Cathcart  & Mason 

X-Ray  and  Radium  Laboratories 

310  Roberts  Banner  Bldg.  El  Paso 


E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 

Internal  Medicine 

610  Martin  Bldg.  El  Paso 


Practice  Limited  to 
Dermatology  and  Syphilology 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

1029  First  National  Bank  Bldg.  El  Paso 


W.  R.  JAMIESON.  M.  D. 

Genito  Urinary,  Skin  and  Rectal 
Diseases 

921  First  National  Bank  Bldg.  El  Paso 


w l brown,  m d cp  brown,  m d 

BROWN  AND  BROWN 

Suite  ItOlt  Roberts-Banner  Bldg.  El  Paso 


DR.  L.  A.  NEIL 

Practice  limited  to 

Periodontia  (Pyorrhea)  and 
Oral  Diagnosis 

809  First  Nat’I  Bank  Bldg.  El  Paso,  Texas 


JAMES  VANCE.  M.  D. 

Practice  Limited  to 

Surgery 

318-A  Mills  Bldg.  El  Paso 

HOURS:  It  To  12:30 


K.  D.  LYNCH.  M.  D. 

Genitourinary  Surgery 
4 H Mills  Bldg.  El  Paso 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER,  M.  D. 

Special  attention  to 

Diseases  of  Children 

625-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 
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AMARILLO,  TEXAS  AMARILLO,  TEXAS 


DRS.  LEMMON,  HENDRICK  AND  LEMMON 

210-1U  Eakle  Bldg.,  Amarillo,  Texas 


J.  R.  LEMMON.  M.  D. 


J.  W.  HENDRICK,  M.  D.  W.  N.  LEMMON,  M.  D.. 


PRACTICE  LIMITED  TO 
INFANT  FEEDING  & 
DISEASES  OF  CHILDREN 


PRACTICE  LIMITED  TO  PRACTICE  LIMITED  TO 

THYROID  AND  ABDOMINAL  EYE,  EAR.  NOSE  & THROAT 

SURGERY 


PHOENIX,  ARIZONA 


T.  T.  CLOHESSY.  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

2X4-5  Lnhrs  Bldg.  Phoenix 


EDGAR  H.  BROWN,  M.  D 

Practice  Limited  to 
Orthopedic  Surgery 

Orthopedic  Shop  in  C onnectwv 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

515  Goodrich  Building  Phoenix 


HARRY  R CARSON,  M.  D. 
Diseases  of  Children 
II raid  Building  Phoenix 


JOSEPH  MADISON  GREER.  M.  D. 
F.  A.  C.  s 
SURGERY 

Bone  and  Joint  Surgery 
Consultation  by  appointment 
Security  Building  Phoenix 


FRED  G.  HOLMES.  M D 

VICTOR  RANDOLPH.  M.  D 

HOWELL  RANDOLPH.  M.  D 

Practice  Limited  to 
Diseases  of  the  Chest 

4 f‘7  Goodrich  Bldg.  Phoenix  j 

| 

MIHAJLO  MATANOVICH,  B.S..M  D. 

Genito  urinary  Diseases 

402  Heard  Building  Phoenix 


PHOENIX,  ARIZONA 

H.  T.  BAILEY.  M.  D 

MAYO  ROBB.  M.  D. 

Practice  Limited  to 
Dye  Ear  Nose  and  Throat 
■125  Bills  Rida  Phoenix 


H.  M.  PURCELL.  M.  D 

Urology — Gynecology 
Venerology 

205-6-7  Goodrich  Bldg.  Phoenix 


ORVILLE  H.  BROWN,  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

422  Security  Bldg.  Phoenix 

Providence 

Hospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 
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LAS  ENC1NAS 

Pasadena , California 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


Las  Encinas 


Climate  Ideal,  Cuisine  Excellent,  Outdoor  Recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by  a 
20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance.  i i i i 

BOARD  OF  DIRECTORS 

George  Dock,  M.  D.  F.  H.  MacPherson  W.  Jarvis  Barlow,  M.  D. 
F.  C.  E.  Mattison,  M.  D.  Stephen  Smith,  M.  D. 

Write  for  beautiful  illustrated  booklet 

Stephen  Smith,  M.D.,  F.A.C.P.  C.  W.  Thompson,  M.D.,  F.A.C.P. 

Medical  Directors 

LAS  ENCINAS,  PASADENA,  CALIF. 
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“STORM” 


TYPE  “N’ 


The  NEW 
“Type  N” 
STOLM 
Supporter 

With  long  laced  back 
and  low  extension 
upon  hips;  The  re- 
inforcing band  at- 
tached in  front  at 
median  line,  also 
fastened  in  back. 
Hose  supporters  in- 
stead of  thigh  straps. 


Takes  Place  of  Corsets 

Gives  perfect  uplift  and  is  worn  with  comfort 
and  satisfaction.  Many  variations  of  the  “Type 
N”  Belt  provide  support  in  Ptosis,  Hernia, 
Obesity,  Pregnancy,  Sacroiliac  Strain,  etc. 

Cach  Belt  Made  to  Order  Ask  for  Literature 

Katherine  L.  Storm,  M.D. 

Originator,  Owner  and  Maker 
1701  Diamond  St.,  Philadelphia,  Pa.,  U.  S.  A. 


MERCUROCHROME 

220  SOLUBLE 

( Dibrom-oxymercuri-fluorescein) 

p ' 

THE  STAIN  PROVIDES  FOR 
PENETRATION 
and 

FIXES  THE  GERMICIDE  IN  THE 
TISSUES 

Mercurochrome  is  bacteriostatic  in  exceed- 
ingly high  dilutions  and  as  long  as  the  stain 
is  visible  bacteriostasis  is  present.  Reinfecton 
or  contamin  tion  are  prevented  and  natural 
body  defenses  are  permitted  to  hasten  prompt 
and  clean  healing,  as  Mercurochrome  does  not 
interfere  with  immunological  processes.  This 
germicide  is  non-irritating  and  non-injurious 
/ en  af  plied  to  wounds. 

HYNSON,  WESTCOTT  & 
DUNNING,  Inc. 

Baltimore,  Maryland 


When  convalescents 
demur  at  the 
monotony  of  milk 

Coco  malt  not  only  renders  it  more  palatable, 
but  increases  the  food  value  over  70% 

COCOMALT  is  a balanced  combination  of  milk  protein, 
milk  minerals,  converted  cocoa,  sugar,  malt  and  eggs 
— to  be  added  to  milk,  hot  or  cold.  So  mixed,  the  result 
is  a delicious,  chocolate  flavor  food  drink  — high  in  nu- 
tritive value  and  extremely  palatable  to  convalescents, 
children  and  invalids. 

Besides  increasing  the  caloric  value  of  each  glass  of 
milk  72%,  Cocomalt  contains  Vitamin  L)  in  sufficient 
quantity  to  make  a definite  contribution  to  the  anti-rachitic 
potency  of  the  diet. 

Cocomalt  is  made  under  modern,  sanitary  conditions 
— packed  in  air-tight  tin  containers.  Sold  at  grocery  and 
drug  stores.  lA  lb.,  1 lb.,  hospital  5 11).  can. 


FREE 
to  Physicians 

Use  the  coupon  below. 
It  will  bring  you  a trial 
can  of  Cocomalt  with- 
out cost. 


Moru 

NOURISHMENT 
TO  MILK. 


R.  B.  DAVIS  CO.,  Dept.  AX-9,  Hoboken,  N.  J 
Please  send  me,  without  charge,  a trial  can  of  Cocomalt. 


Name 

Address 

( 

City State 
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ANATOMICAL 


STUDIES 


Genito-Urinary  Organs  In  The  Female 

A — Anteroposterior  View,  B — Lateral  View;  C — Uterus  and 
Adnexa  (at  left  with  anterior  one-half  removed) 


for  the 
Practitioner 


A Set  of  Anatomical  Studies  (in  book 
form)  furnished  to  physicians  on  request 
— upon  receipt  of  20c  to  cover  mailing 
costs. 


Physiological  Supports 
Scientifically  Designed 


S.  H.  Camp  & Company 

Manufacturers 

JACKSON,  MICHIGAN 


Chicago  New  York 

1056  Merchandise  Mart  330  Fifth  Ave. 

London 

252  Regent  St.  W. 


THE  HOMAN  SANATORIUM 

For  the  Treatment  of  Tuberculosis 


EL  PASO,  TEXAS 

A privately  owned,  thoroughly  and  modernly  equipped,  ethical  institution  of  110  rooms. 
Heliotherapy,  pneumothorax,  phrenic  nerve  and  chest  surgery,  and  all  other  modern  meth- 
ods of  treatment. 


Write  for  booklet  giving  rates  and  other  information. 


For  Reducing  Nasal  Congestion 


Ephedrine  Products 

Lilly 

INHALANT  No.  20  • EPHEDRINE  COMPOUND 

For  physicians  who  prefer  ephedrine  in  combi- 
nation with  cooling,  aromatic  principles — in 
ounce  and  pint  bottles 


INHALANT  No.  21  • EPHEDRINE  PLAIN 


in  ounce  and  pint  bottles 


EPHEDRINE  JELLY 


Convenient,  bland,  water-soluble,  in  nasal-tip  tubes 
Each  Inhalant  contains  1 percent  ephedrine.  Ephed- 


INDIANAPOLIS,  U S A 


>P  OUNCE  PI 


hedrfn#  1 

lenthol  Camphor  ®r 
' • neutral  parafl'*' 


rine  Jelly  contains  ephedrine  sulphate  1 percent. 

Write  jor  pamphlet  on  the  entire  line 
of  Lilly  Ephedrine  Preparations 
Supplied  through  the  drug  trade 


ELI  LILLY  AND  COMPANY 


Before  Treatment 


LIVER 


EXTRACT  No.  343 


A Specific  in  Pernicious  Anemia  * Potent  * Uniform 

Each  lot  clinically  tested  on  a case  of  pernicious 
anemia  in  relapse  . . . Liver  Extract  No.  343  is 
available  through  the  drug  trade  in  boxes  con- 
taining  twenty-four  hermetically  sealed  vials. 

Send  for  pamphlet 

ELI  LILLY  AND  COMPANY 


Each  vial  represents 
active  material  from 
100  grams 
(3V4  ounces) 
of  fresh,  raw  liver 


INDIANAPOLIS,  U.  S.  A. 


'WWW 


Milk  fats  are  not 
all  alike ... 


S.  M . A.  Fat  Resembles  Breast  Milk  Fat 

The  diagram  above  illustrates  the  composition  of  the  fat  in  S.  M.  A.  and  shows 
the  relationship  of  the  character  numbers  of  this  fat  to  the  fat  of  breast  milk. 


There  are  a few  physi- 
cians who  do  not  realize 
that  there  is  a great 
diffe  rence  in  the  com- 
position of  various 
ordinary  milk  fats. 

Six  different  chemical 
and  physical  tests  prove 
that  the  fat  in  S.  M.  A. 
is  the  same  in  all  im- 
portant characteristics 
as  the  fat  in  breast  milk, 
(see  chart  opposite)  One  of  the 
reasons  that  others  have  failed 
to  find  a true  substitute  for 
breast  milk  is  because  they 
have  been  unsuccessful  in  ob- 
taining a fat  like  the  fat  in 
mother’s  milk.  Never  before 
S.  M.  A.  has  an  adaptation  to 


breast  milk  contained  a fat  so 
similar  to  breast  milk  fat.  Cod 
liver  oil  also  forms  a part  of  the 
fat  of  S.  M.  A.  in  adequate 
amount  not  only  to  satisfy  the 
body’s  requirements  for  fat  sol- 
uble "A”  growth  factor,  but 
also  enough  vitamin  "D”  to  pre- 
vent rickets  and  spasmophilia. 

* Further  details  of  these  tests  upon  request. 


TRY  S.  M.  A.  IN  YOUR  OWN  PRACTICE. 


Results . . . 


more  simply  - more  quickly 


IMAC 


S.  M.  A.  CORPORATION,  CLEVELAND,  OHIO 
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THE  ROBINSON  CLINIC 


Since  the  advent  of  psychanalysis  and  its  application — both  the 
original  and  modified  forms — we  have  come  to  realize  that  nearly 
every  case  of  morphine  and  alcohol  addiction  can  be  cured  perma- 
nently, if  we  can  determine  the  underlying  psychic  cause.  Of  course, 
in  some  cases  it  is  impossible  to  determine  this  cause  and,  when 
found,  the  patient,  for  one  reason  or  another,  may  not  respond 
to  the  methods  suggested. 

We  have  found  that  medical  treatment,  purging,  support,  etc., 
produces  permanent  cures  in  over  fifty  per  cent  of  the  patients 
treated,  indicating  that  the  cause  had  been  altered  before  the  pa- 
tient comes  to  us.  The  balance  of  the  patients  may  respond  to 
psychotherapy  given  during  and  after  the  medical  treatment,  and 
sixty  per  cent  of  this  balance  will  be  permanently  cured  of  the 
drug  addiction.  In  nearly  all  of  these  patients,  temporary  relief  of 
at  least  several  months,  results  from  the  medical  treatment  alone. 

We  can  say  that  the  newer,  rational  method  of  treating  drug 
addiction  produces  at  least  temporary  results  in  almost  all  patients 
properly  treated,  and  permanent  cures  in  over  eighty  per  cent  of 
the  patients  treated. 


CU RTIS* W RIGHT  FLYING  SERVICE 


Nervous  and  Mental 
Diseases 

G.  Wilse  Robinson,  Jr.,  M.D. 
Associate  Medical  Director 


G.  WILSE  ROBINSON,  M.D. 

Medical  Director 
143  2 Professional  Building 
8 100  INDEPENDENCE  ROAD 

KANSAS  CITY,  MO. 


Drug  and  Alcohol 
Addiction 

Paul  A.  Johnson,  M.D. 
Internist 


New  Building 

New  Equipment 

NEURO-PSYCHIATRIC 

CLINIC 

NERVOUS  AND  MENTAL 
DISEASES 

DRUG  ADDITIONS 


H.  A.  LaMoure,  M.  D. 

Superintendent 


— MB—m—i  1,1  h—  ibb— -rnr-~—r— — " — — — — — — — — — — — mm ■ a ti  ■ I'mirm— 

POSTGRADUATE  SCHOOL  OP  SURGICAL  TECHNIQUE,  Inc. 

2512  Prairie  Avenue  (opposite  Mercy  Hospital)  Chicago,  Illinois 


1.  General  Surgery:  100  hours  (2  weeks)  course  of  intensive  instruction  and  practice  in  surgical 
technique  combined  with  clinical  demonstrations  (for  practicing  surgeons) 

2.  General  Surgery  and  Specialties:  Three  months’  course  comprising:  (a)  review  in  anatomy  and 
pathology;  (b)  demonstration  and  practice  in  surgical  technique;  (c)  clinical  instruction  by  fac- 
ulty members  in  various  hospitals,  stressing  diagnosis,  operative  technique  and  surgical  pathology. 

3.  Special  Courses:  Orthopedica  and  Traumatic  surgery;  gynecology  and  radiation  therapy;  eye, 
ear,  nose  and  throat,  thoracic,  genito-urinary  and  goiter  surgery;  bronchoscopy,  etc. 

All  courses  continuous  throughout  the  year. 


Detailed  information  furnished  on  request. 


Should  electro-medical 
equipment  be  made  to  meet 
a purpose  or  a price? 

cu//ll  works  of  quality  must 

bear  a price  in  proportion  to  the  skill,  time,  expense  and  risk 
attending  their  invention  and  manufacture.  Q Those  things  called 
dear  are,  when  justly  estimated,  the  cheapest;  they  are  attended 
with  much  less  profit  to  the  builders  than  those  which  everybody 
calls  cheap.  Q Beautiful  forms  and  compositions  are  not  made  by 
chance,  nor  can  they  ever,  in  any  material,  be  made  at  small 
expense.  QA  composition  for  cheapness  and  not  for  excellence  of 
workmanship  is  the  most  frequent  and  certain  cause  of  rapid 
decay  and  entire  destruction  of  arts  and  manufactures. 

— RUSKIN 


SHOULD  x-ray  and  physical  thera- 
peutic equipment  fall  into  the  class 
of  equipment  that  can  be  shopped  for? 
A serious  question  this,  these  days 
when  bargains  of  all  sorts  are  offered 
at  prices  that  allure. 

But  if  tempted,  remember  this:  to 
accept  a diagnostic  or  therapeutic  de- 
vice which  falls  short  in  any  degree 
of  giving  the  patient  the  full  benefit 
of  what  science  has  made  possible 
through  such  a device,  is  a mistake. 

For  more  than  a third  of  a century 
this  company  has  specialized  in  the  de- 
sign and  manufacture  of  x-ray  and  other 
electro-medical  apparatus.  This  vast 
experience  has  placed  us  in  a position 


to  appreciate  the  importance  to  physi- 
cian and  patient  of  such  equipment. 

Thousands  upon  thousands  of  users 
of  Victor  products  the  world  over  will 
attest  their  complete  confidence  in 
every  apparatus  which  bears  our  mark. 
They  know  that  Victor  equipment  is 
made  to  meet  the  purpose  and  not  to 
meet  a price. 

Your  investment  in  x-ray  or  other 
electro-medical  equipment  is  a long- 
time investment.  In  such  a purchase, 
the  quality  of  the  article — the  reputa- 
tion and  responsibility  of  the  maker 
— are  of  first  importance.  Go  bargain 
hunting  if  you  will.  But  in  fields  where 
les*s  is  at  stake  than  in  this. 


GENEMAL  ® ELECTRIC 


2012  Jackson  Boulevard  Chicago, 111.,  U.S.  A. 

FORMERLY  VICTOR  ~X  - R A Y CORPORATION 


Join  us  in  the  General  Electric  program,  broadcast  every  Saturday  evening  over  a ration-wide  N.  B.  C.  network 

Los  Angeles — Medico-Dental  Bldg. 

Dallas  Branch — 316-18  Medical  Arts  Bldg. 

Regional  Service  Depots  at — Fort  Worth,  Houston,  San  Antonio,  Abilene,  Corpus  Christi,  Austin  and 

Albuquerque. 
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The  New  Menninger  Sanitarium 


THE  NEW  TREATMENT 

of  Syphilis  of  the  Nervous  System 
(tabes  dorsalis,  general  paralysis,  etc.) 
bv 

j 

Artificial  Fever  (electrical  diathermy) 

— the  Safest,  Surest  and  Best 
Controlled  Method 

is  now  available — 

at  THE  MENNINGER  PSYCHIATRIC  HOSPITAL 
and  THE  MENNINGER  SANITARIUM 

Address  Inquiries  to 

Out  Patients  DR.  WM.  C.  MENNINGER 

Accepted  Topeka,  Kansas 


Southwestern  Medicine 

OFFICIAL  ORGAN  OF 

ARIZONA  STATE  MEDICAL  ASSOCIATION 
NEW  MEXICO  MEDICAL  SOCIETY 
EL  PASO  COUNTY  (TEXAS)  MEDICAL  SOCIETY 
THE  MEDICAL  AND  SURGICAL  ASSOCIATION 
OF  THE  SOUTHWEST 


VOLUME  XV.  SEPTEMBER,  1931  No.  9 


ANNUAL  SUBSCRIPTION  $2  SINGLE  COPIES  25  CENTS 

Entered  at  the  Postoffice  at  Phoenix,  Arizona,  as  second  class  matter. 

‘‘Acceptance  for  mailing  at  special  rate  of  postage  provided  for  in  section  1103,  Act  of  October  3,  1917, 

authorized  March  1,  1921.” 


RELATIONS  BETWEEN  PUBLIC 
HEALTH  ADMINISTRATION  AND 
PRIVATE  PRACTICE 

J.  ROSSLYN  EARL.  Dr.  P.  H. 

Director  New  Mexico  Bureau  of  Public  Health. 

(Read  before  the  Bernalillo  County  Medical  So- 
ciety, May  6,  1931.) 

The  relationship  between  the  health  bu- 
reau and  the  practising  physician  may  be 
considered  from  two  different  points  of  view, 
according  to  which  is,  or  might  be,  the  ag- 
gressor. Usual’y  it  is  the  public  health  de- 
partment which  is  aggressive,  interfering, 
even,  sometimes,  a nuisance  to  the  private 
practitioner.  Let  us,  therefore,  consider  this 
aspect  first  and  s?ve  the  other  and  more 
important  matter  of  the  aggressive  prac- 
titioner for  later  discussion. 

The  public  health  department  tends  to  be 
a nuisance  because  it  is  its  business  +o  be  a 
nuisance.  We  are  responsible  to  certain  fed- 
eral authorities,  namely  the  Census  Bureau 
and  the  Public  Health  Service  and  through 
them  to  the  peop'e  of  the  United  States,  for 
the  accurate  and  prompt  notification  of 
births,  deaths,  and  communicable  disease. 
We  are  also  responsible  to  the  people  of 
New  Mexico,  who  employ  us,  for  the  detec- 
tion and  control  of  epidemic  disease  and  for 
the  preservation  of  the  public  health.  When- 
ever we  are  aggressive,  therefore,  ‘t  is  be- 
cause we  have  to  be  rather  than  because  we 
like  it!  , 

Fortunatelv  the  objectives  of  the  health 
board  are  directlv  in  sympathy  with  the 
idea’s  of  the  medical  profession.  Article  2 
of  the  Constitution  of  the  American  Medi- 
cal Association  states  that  “The  objects  of 
the  Association  a ’e  to  promote  the  science 
and  art  of  medicine  and  the  betterment  of 
public  health.” 

The  ethics  of  the  Association  also  spe- 
cifical’y  enjoin  its  members  to  cooperate  in 


the  administration  of  public  health  laws, 
and  members  of  the  New  Mexico  Medical 
Association  Constantly  do  so.  The  few 
doctors  who  fail  us  from  time  to  time  are 
not  members  of  the  Association. 

Nobody,  however,  delights  in  useless  work 

what  the  French  call  travail  de  singe — - 
however  ethical  it  may  be,  and  whenever 
there  is  a lack  of  cooperation  on  the  part  of 
some  physician,  the  first  thing  T suspect 
is  that  he  does  not  understand  the  reason- 
ableness of  our  requests.  Recentlv  our 
vital  statistician  has  been  attempting  to  se- 
cure better  notification  of  cases  of  pneu- 
monia. I wonder  how  many  physicians  have 
assumed  that  this  effort  was  due  to  a mis- 
guided affection  for  red  tape.  There  are  at 
least  two  good  reasons  whv  we  are  interest- 
ed in  the  incidence  of  pneumonia.  The  first 
:s  UtA  it  provides  us  with  an  index  of  the 
prevalence  of  influenza.  True,  influenza  is 
also  a reportable  disease,  but  experience 
shows  that  it  very  difficult  to  secure  reports. 
Perhaps  the  cases  are  too  numerous,  per- 
haps many  of  them  appear  to  be  of  too  mild 
a.  nature  to  iustify  a report.  At  least,  dur- 
ing March  of  this  year,  when  it  seemed  that 
every  person  that  we  met  had  just  had  influ- 
enza and  ah  the  offices  in  the  Capitol  were 
eloauent  with  vacant  chairs,  we  never  had 
more  than  twenty-mne  cases  of  influenza  re- 
ported in  anv  week  from  the  entire  stat.rn 
Pneumonia  is,  then,  an  index  which  warns 
us  indirectly  of  the  nature  of  an  influenza 
epidemic  and  which  supplies  data  to  those 
federal  epidemiologists  who  are  studvino-  the 
behavior  of  influenza  in  the  country  as  a 
whole.  In  the  second  place,  pneumonia  is  an 
important  cause  of  death  in  the  mountain 
states.  We  should  like  to  know  the  fatality 
rats  :n  New  Mexico,  and  to  know  this  we 
must  know  the  number  of  cases  as  well  as 
the  number  of  deaths. 

BccentV  our  vital  statistician,  having  no- 
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ticed  a death  certificate  on  which  the  cause 
of  death  was  inscribed  as  pneumonia,  and 
for  which  there  was  no  corresponding  case 
notification,  wrote  and  asked  the  doctor 
whether  by  chance  he  had  overlooked  report- 
ing this  case  before  death.  The  doctor  re- 
plied that,  if  we  desired,  he  would  in  future 
send  notification  by  telegram — the  case  was 
moribund  when  first  he  saw  it.  Now  this 
doctor  has  never  thought  of  any  other  use 
for  notification  than  to  institute  quarantine 
and  therefore  could  see  no  sense  in  notifying 
to  the  health  officer  a case  that  would  be 
dead  before  the  health  officer  could  do  any- 
thing about  it.  I expect  he  felt  that  we  were 
very  stupid  to  desire  a notification  of  pneu- 
monia under  such  circumstances. 

This  is  but  one  example — many  others 
could  be  cited — of  misunderstanding  which 
arises  through  lack  of  contact  between  our 
bureau  and  practising  physicians.  Since 
many  doctors  in  this  state  are  not  members 
of  the  State  Society  and  since  the  distances 
are  so  great,  it  is  impossible  for  us  to  meet 
personally  a large  proportion  of  the  pro- 
fession. There  arises,  in  consequence,  a cer- 
tain need  for  charitable  judgment  on  both 
sides  and  a belief  that  the  other  fellow  may 
not  be  such  a fool  as  he  seems. 

In  the  past,  resentment  has  been  aroused 
among  the  profession  less  by  the  action--'" 
of  the  public  health  administration  in  secur- 
ing notification  of  births,  deaths,  and  w- 
municable  diseases,  than  by  certain  efforts 
of  these  administrations  to  preserve  the 
public  health  by  methods  that  have  inter- 
fered, or  seemed  to  interfere,  with  the  phy- 
s'cians’  business.  I cannot  find  that  this  has 
been  particularly  true  of  New  Mexico.  How- 
ever, it  may  be  worth  while  to  inquire  even 
here  as  to  the  legitimate  limits  of  the  pub- 
lic heaPh  doctor’s  invasion  of  the  field  of 
treatment. 

In  the  first  place,  I would  postulate  that  a 
heal'h  officer  has  the  right  to  treat  disease 
when  (1)  the  private  practitioner  is  not 
treating  it  and  (2)  its  treatment  is  neces- 
sary for  the  protection  of  the  public.  If  we 
can  agree  on  that  principle,  and  can  work 
together  with  goodwill,  I believe  that  the 
difficult  > orderline  cases  that  will  constant- 
ly arise  in  practice  will  be  fairly  adjusted. 

There  are  two  main  reasons  why  the  prac- 
titioner may  not  be  treating  a contagious 
disease:  the  patient  may  not  believe  in  doc- 
tors, or  he  may  not  be  able  to  pay  them.  In 
either  case,  as  private  practice  is  now  or- 
ganized, the  practitioner  will  suffer  no  ma- 
terial loss  if  the  health  officer  undertakes 
treatment.  On  the  other  hand,  the  bureau 
of  health  is  far  from  anxious  to  undgrU. 


any  treatment  of  indigent  cases.  It  is  my 
belief  that  some  day,  and  soon,  adequate 
treatment  will  be  provided  for  all  indigent 
cases  (not  merely  those  which  constitute  a 
menace  to  the  public  health)  either  through 
the  initiative  of  the  medical  profession  or 
through  the  initiative  of  the  state.  rp1~ 
are  a dozen  reasons  why  the  profession 
should  be  first  in  the  field  with  their  plan, 
but  these  are  outside  the  scope  of  the  pres- 
ent paper. 

I regret  a1  most  as  much  the  present  need 
for  the  health  officer  to  give  prophylactic 
treatment.  This,  in  the  twentieth  century,  is 
just  as  much  the  business  of  the  practitioner 
as  is  any  other  form  of  therapy.  But  chil- 
dren must  be  vaccinated,  they  must  be  pro- 
tected against  diphtheria,  they  must  be  prop- 
erly fed,  clothed,  and  cared  for  in  infancy. 
So  long  as  you  will  not  undertake  to  do  these 
th’ngs  I conceive  it  is  the  responsibility  of 
our  bureau  to  see  that  they  are  done. 
cannot  begin  to  fulfill  the  task  adequately. 
We  will  turn  it  over  to  you  whenever  you 
want  it.  And,  meanwhile,  we  will  do  our 
best  to  see  that  the  officers  in  charge  of  pre- 
natal or  infant  welfare  clinics  live  up  to  the 
ethics  of  our  common  association. 

Now  I come  to  the  other  side  of  the 
sh:eld.  In  what  respects  are  you.  or  might 
you  be,  aggressive  towards  the  Bureau  . of 
Public  Health?  We  have  a few  facilities, 
such  as  the  public  will  enable  us  to  pay  for. 
Are  you  using  them? 

There  is,  in  the  first  place,  our  depart- 
ment of  vital  statistics.  This  department 
depends  upon  you  for  its  material  and  you 
should  have  the  first  claim  upon  its 
ducts.  The  current  number  of  the  Journal 
of  the  American  Medical  Association1  con- 
tains an  example  of  the  interesting  statisti- 
cal discoveries  that  may  be  made  with  the 
a;d  of  the  public  health  statistician. 

A county  or  state  medical  society  has  un- 
limited opportunities  for  cooperative  re- 
search. The  health  administration  can  heln 
hv  supp'ying  the  often  necessary  statistical 
analysis. 

We  have  no  separate  bureau  of  health,  ed- 
ucation. but  we  have  a quantity  of  education- 
al literature  for  distribution.  We°  have  also 
some  fdms  and  can  tell  you  where  other  films 
may  be  obtained  without  cost  beyond  tP 
of  transport.  Every  physician  visiting  San- 
'a  Fe  is  invited  to  call  upon  the  Bureau  ol 
Pubke  Health,  inspect  its  stock  of  literature 
and  its  loan  library  of  technical  works,  and 

M)  Acute  Annendicitis:  A survey  of  Its  Incidence 
Core  m Philadelphia.  John  0.  Bower,  M.D. 
Philadelphia  Journal  of  the  American  Medical  As- 
sociation, Vol.  96,  May  2,  1931. 


SEPTEMBER,  1931 


399 


to  carry  away  with  him  whatever  he  may 
find  of  value. 

The  state  laboratory  is  anxious  at  all 
times  to  aid  you  by  making  tests  whenever 
those  tests  are  demanded  primarily  in  the 
interest  of  the  public  health.  Tests  that  are 
made  primarily  in  the  interest  of  the  patient 
should  naturally  be  made  by  a specialist  who 
charges  the  patient  a fee.  It  is  inm/:tr’u1~ 
that  many  tests  made  primarily  in  the  pub- 
lic interest  will  give  information  that  is  also 
of  value  to  the  patient.  This  creates  a de- 
gree of  unfair  competition  which  can  at 
least  be  minimized  by  the  loyalty  of  the 
profession  to  its  own  members  as  well  as 
to  the  public. 

Phys'cians  who  find  their  work  compli- 
cated by  problems  of  environmental  sanita- 
tion will  often  be  able  to  gather  useful  sug- 
gestions from  the  state  sanitary  engineer. 
No  doubt  he  is  kept  busy.  Even  so.  the  prac- 
tising physician  has  as  much  right,  and 
more,  to  call  upon  his  time  as  any  other 
member  of  the  community. 

The  nursing  division  is  represented  by  the 
county  health  nurses  out  in  the  field.  These 
nurses  cannot,  of  course,  undertake  bedside 
care.  But,  under  the  direction  of  the  coun- 
ty hea'th  officer,  they  can  perform  many 
services  in  which  the  practising  physician 
is  interested.  They  instruct  in  the  technic 
of  isolation;  give  advice  to  pregnant  women; 
discover  defects  in  children  and  urge  the 
parents  to  take  their  children  to  a doctor 
for  advice  and  treatment.  Whenever  you 
see  opportunities  for  miblic  health  nursing 
that  you  feel  are  being  neglected,  please 
craw  the  attention  of  the  county  health  of- 
fice to  such  opportunities.  If,  on  the  oth- 
er ban  i,  a nurse  seems  to  be  overstepping 
the  boundaries  of  her  province  bring  that 
to  ihe  health  officer’s  attention  also.  May- 
hao  he  can  easily  explain  what  has  been 
m ’sinter preted.  Maybe  mistakes  have  been 
ma  ’e.  We  have  a supervising  nurse  at  San- 
ta Fe  ”’ho  can  make  all  rough  places  plain. 

binal’v  I would  call  attention  to  a recom- 
mendation of  the  White  House  Conference 
that  has  received  less  attention  than,  in  my 
uidgment,  it  deserves.  It  was  recommended 
that  Sta^e  Medical  Associations  appoint  a 
ruvic  hea’th  committee  to  confer  with  the 
pubh’c  health  administrators  of  the  state. 
Such  conference  should  lead  to  many  pro- 
gressive public  health  undertakings  as  well 
as  to  a continued  mutual  understanding  and 
resoec  among  us  all. 

(Note:  At  the  meeting  of  the  New  Mexico  Medi- 
al As-o  Dtion  in  Albuquerque,  May  20-22,  and  on 
the  initiative  of  the  delegates  of  the  Bernalillo 
Conrtv  Medical  Society  it  was  agreed  to  appoint  a 
committee  on  putbc  health  of  the  State  Medical  As- 
so'iation.) 


CHRONIC  FRONTAL  SINUSITIS 
R.  A.  DUNCAN,  M.I)..  F.A.C.S. 

Amarillo,  Texas 

(Read  before  the  New  Mexico  Medical  Society, 
at  its  Forty-Ninth  Annual  Meeting,  at  Albuquer- 
que, N.M.,  May  20-22,  1931.) 

There  is  no  disease  so  difficult  to  treat  as 
chronic  frontal  sinusitis.  It  differs  so  much 
in  symptomotology  and  pathology  that  ap- 
parently similar  cases  present  entirely  dif- 
ferent aspects.  Each  case  must  be  studied 
separately  and  treated  according  to  its  sev- 
eral indications.  Often  these  indications  are 
hard  to  interpret,  for  the  frontal  sinuses  are 
irregular  in  size  and  shaoe  and  differ  an- 
atomically in  every  individual. 

Ear,  Nose  and  Throat  men  for  the  most 
part  have  been  trained  as  physicians,  or  as 
surgeons.  A few  have  had  training  in  path- 
o ogy.  A thorough  knowledge  of  pathology, 
however,  is  essential  in  this  disease,  for  it 
is  the  basis  of  understanding  its  symptoma- 
tology and  treatment. 

The  cause  of  sinus  disease  has  created 
much  discussion.  All  are  agreed  on  one 
thing,  and  that  is  that  bacteria  are  present 
in  all  cases.  They  are  the  causative  factor 
in  the  disease.  They  become  more  virulent 
as  the  bodilv  resistance  is  lowered  by  sys- 
temic infection.  One  group  of  rhinoiogists 
claim  that  sinus  disease  is  the  result  of  di- 
rect extension  of  infection  along  the  mu- 
cous membrane  layers  of  the  nose.  Others 
feel  that  sinuses  are  directly  invaded 
through  the  blood  stream.  Inasmuch  as  the 
mucous  membrane  at  the  opening  is  the 
same  structure  histologically  as  that  in  the 
sinus  itself,  the  extension  of  the  inflamma- 
tion from  the  nose  is  likely  what  happens 
in  the  majority  of  cases.  The  greater  num- 
ber of  infections  of  the  sinuses  follow  the 
infectious  diseases. 

“Suppurative  diseases  of  the  sinuses  are 
the  direct  result  of  bacterial  invasion  but 
whether  these  micro-organisms  act  primar- 
ily directly  on  the  mucous  membrane  or 
whether  they  require  that  the  vitality  of  the 
mucous  membrane  be  first  lowered  by  some 
general  systemic  disease,”  seems  to  have 
been  a more  or  less  debated  question.  It  is 
the  consensus  of  ooinion  at  the  present  time 
that  the  mucous  membrane’s  vitality  has 
first  to  be  lowered  by  local  and  general 
causes,  for  the  bacteria  to  be  effective.  Dean, 
of  St.  Louis,  has  stressed  diet,  but  also  says 
it  cannot  take  the  place  of  proper  larvngo- 
’ogica1  procedure. 

Bal'enger  in  his  book,  published  many 
years  ago,  gave  obstruction  to  drainage  as 
the  causative  factor.  Hurd,  of  New  York,  in 
a more  recent  article,  says  that  besides  this, 
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three  other  things  are  to  be  considered: 
(1)  deficiency  in  vitamines;  (2)  allergy; 
(3)  endocrine  disturbances.  These  condi- 
tions cause  the  mucous  membrane  to  lose 
its  tone  and  this  allows  invasion  of  bacteria. 

Acute  sinus  disease  is  prone  to  heal  spon- 
taneously. If  it  does  not  heal,  and  becomes 
chronic,  it  is  because  of  two  factors,  local 
and  general.  The  local  conditions  are  any 
anatomical  or  pathological  causes  that  ob- 
struct drainage.  The  general  conditions 
are  any  that  have  a tendency  to  lower  the 
resistance  of  the  body.  Disease  of  the  sin- 
uses means  there  is  some  general  systemic, 
metabolic,  or  nutritional  wrong,  or  some  lo- 
cal condition  which  reduces  local  resistance 
for  bacteria  to  gain  a foothold.  The  removal 
of  these  causes  tends  towards  a spontaneous 
restoration  of  a normal  condition. 

Chronic  frontal  sinus  disease  does  not  re- 
sult from  one  attack  as  a rule,  but  from  sev- 
eral repeated  attacks  of  acute  inflammation. 
Between  the  acute  attacks  there  are  appar- 
ently normal  intervals,  when  the  patient  is 
free  of  symntoms.  except  an  early  morning 
c’earing  of  the  throat,  hawking,  and  spit- 
ting. After  each  inflammatory  attack,  the 
mucous  membrane  has  less  tendency  to  re- 
turn to  normal.  As  the  outlet  is  engaged  in 
the  inflammation,  it  thickens  and  there  is 
a narrowing  of  the  naso-frontal  duct,  which 
tends  to  hinder  spontaneous  healing.  The 
statement  of  the  patient  that  he  is  free  from 
symptoms  except  when  there  is  an  attack  of 
coryza,  is  no  proof  that  condition  in  the  sinus 
is  norpial  during  the  interval.  The  more  at- 
tacks the  patient  has,  the  more  severe  are 
his  subjective  symptoms;  consequently,  the 
more  development  there  is  of  pathological 
changes  in  the  mucosa  of  the  affected  sinus. 
Once  t^e  condition  of  sinusitis  is  established, 
there  seems  to  be  a vicious  circle  maintained 
by  the  local  and  general  conditions  combin- 
ed. The  general  conditions  lower  the  vital- 
ity. This  makes  local  conditions  worse. 
There  is  a production  of  edematous  mucous 
t’ssue,  whDh  blocks  the  sinus.  The  toxic 
products  attending  on  the  disease  are  ab- 
sorbed by  the  system,  so  we  have  a contin- 
ued lowering  of  the  vitality  with  subsequent 
continuation  of  the  sinus  infection. 

Three  types  of  mucous  membrane  inflam- 
mation are  recognized  clinically:  (1)  thick- 
ening of  mucous  membrane,  with  pus;  (2) 
thickening  of  mucous  membrane,  without 
pus:  (3)  the  tvpe  in  which  the  mucosa  has 
undergone  a diffuse  fibrosis  with  infiltra- 
tion. There  are  all  grades,  conditions,  and 
mixtures  of  these  three  types.  There  are  no 
findings,  however,  that  will  enable  one  to 
correlate  a definite  group  of  symptoms  with 


the  pathological  findings.  It  is  impossible  to 
bring  different  anatomical  findings  into  har- 
mony with  clinical  symptoms. 

The  pathological  anatomy  of  sinus  is  in- 
teresting. The  slides  shown  you  illustrate 
the  condition  of  the  mucous  membrane  in 
chronic  disease.  The  tissue  shows  inflam- 
matory changes,  with  marked  infiltration 
of  round  cells.  There  is  thickening  of  the 
mucous  membrane,  with  increase  in  fibrous 
tissue.  In  some  of  the  specimens  you  will 
note  a decrease  in  the  glands,  and  tissue 
spaces  that  have  been  filled  with  serum.  In 
the  books  several  forms  and  stages  of  the 
chronic  disease  are  given.  (1)  the  edema- 
tous; (2)  the  glandu’ar:  (3)  the  fibrous 
form,  are  beautifully  illustrated,  but  in 
these  specimens  you  will  see  mixed  form 
that  is  hard  to  separate. 

In  making  a diagnosis  of  chronic  frontal 
sinusitis  there  are  two  things  greatly  help- 
ful, the  x-rav  and  the  presence  of  secretion 
that  can  definitely  be  determined  as  coming 
from  the  frontal  sinus. 

The  x-ray,  when  corroborated  by  the  pres- 
ence of  pus,  is  the  positive  proof  of  a diseas- 
ed sinus.  Pain  is  seldom  present  except  dur- 
ing an  acute  exacerbation  or  in  the  presence 
of  impending  complications.  When  pres- 
ent, it  is  usua'ly  very  severe.  These  pa- 
tients always  have  a sense  of  fullness  or 
pressure  in  the  frontal  region.  On  examin- 
ing the  region  of  the  opening  of  the  naso- 
frontal duct,  we  see  in  nearly  all  cases  a 
swelling  of  the  anterior  Up  of  the  middle 
turbinate.  In  most  chronic  cases  the  naso- 
frontal duct  is  fairlv  easilv  probed.  It  is 
sometimes  constricted  or  blocked  by  the 
uncinate  process,  bv  the  bulla  ethmoidab's 
pushing  forward,  on  enlarged  middle  turbin- 
ate, a thickened  or  deflected  septum,  or  by 
nasal  po^pb  When  pus  is  retained  over  too 
long  a period  durbig  one  of  the  acute  exacer- 
bations, we  get  bonv  necrosis.  Pus  breaks 
through  the  bone,  causing  edema  of  the  eye- 
lids or  orbital  abscess,  or  through  the  inner 
walk  causing  a brain  abscess  or  meningitis. 

There  is  much  diversity  of  opinion  regard- 
ing the  treatment  of  sinnses.  The  patients 
are  bewildered  liy  the  different  things  told 
them.  Some  physicians  are  very  conserva- 
tive, meaning  bv  conservatism  that  thev  do 
not  believe  in  doing  anything  at  all,  while 
others  would  rip  out  the  sinus,  teeth  and 
toe-nail,  so  to  speak,  with  utter  disregard 
for  the  consequences.  Su~h  an  attitude  has 
brought  sinus  surgery  into  disrepute.  It  has 
led  to  an  idea  that  “once  a sinus,  always  a 
sinus.”  Some  sav  there  has  been  too  much 
ill-timed  surgery  done  on  the  sinuses,  sur- 
gery that  has  made  the  patient  infinitely 
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worse,  yet  at  the  same  time  they  claim  it 
has  its  place  in  treatment  and  cannot  be  dis- 
pensed with.  The  idda  in  sinus  surgery 
should  be  this : When  a decision  is  reached 
to  operate  on  a sinus,  the  operation  should 
be  done  thoroughly  and  painstakingly,  if  at 
all.  It  is  the  half-operated  sinus  that  does 
not  do  well,  and  has  added  more  than  any- 
thing else  to  the  disrepute  of  surgery  in 
chronic  sinus  disease.  I believe  the  key 
note  of  treating  sinuses  is  this:  Seek  to 
remove  'any  underlying  enuse  that  would 
undermine  the  health  and  keep  the  patient 
below  par.  Build  up  the  resistance  by  hy- 
gienic, or  other  measures.  Then  remove  all 
’ocal  causes,  leaving  the  nose  in  as  nearly  a 
normal  condition  as  possible.  The  least  that 
can  be  done  in  a nose  to  restore  it  to  its 
proper  function,  the  better  for  all  concerned. 
There  are  manv  cases  of  chronic  frontal 
sinus  disease  cured  by  a submucous  resection 
and  proper  hygienic  measures.  Conservatism 
that  borders  on  therapeutic  nihilism  is  not 
to  be  recommended,  but  rather  that  con- 
servatism that  tends  toward  a normal  res- 
toration of  function. 

Patients  suffering  from  chronic  frontal 
sinus  disease  almost  always  consult  a phy- 
sician for  one  of  four  things:  (1)  chronic 
pharyngitis,  with  inflammation  of  the  later- 
al wall  of  pharynx;  (2)  an  acute  exacerba- 
tion of  a chronci  process;  (3)  polvpi  in  the 
nose;  (4)  bony  necrosis,  sub-periosteal  ab- 
scess. orbital  abscess,  brain  abscess,  or  men- 
ingitis. Most  all  interval  cases  are  discov- 
ered during  routine  examination.  The  only 
annoyance  chronic  interval  patients  seem  to 
have  is  blowing  the  nose  and  clearing  the 
tM'oat  on  arising  each  morning. 

Treatment  should  be  directed  to  the  cases 
in  hand ; no  two  are  alike  and  all  require 
careful  study.  As  a rule,  they  will  come  un- 
der the  classification  as  listed  above  and 
can  be  so  treated. 

The  first  type,  chronic  pharyngitis  cases, 
are  treated  in  the  following  manner:  A care- 
ful examination  is  made.  If  there  is  not 
room  in  the  nose,  a sub-mucous  resection  is 
done  and  the  middle  turbinates  fractured 
over  toward  the  septum.  The  nose  is  packed 
every  other  day,  in  the  region  of  the  naso- 
frontal duct,  with  tampons  soaked  in  10  per 
cent  argyrol  in  glycerine.  This  is  allowed 
to  remain  thirty  minutes  and  then  gentle 
suction  is  applied.  Hygienic  and  other  meas- 
ures are  gone  into  thoroughly.  The  most  of 
these  cases  get  good  results.  They  lead  a 
fairly  comfortable  life,  with  a discharge 
after  each  attack  of  rhinitis,  but  no  pain. 

Acute  exacerbation.  These  cases  come  in 
suffering  severe  pain.  When  the  disease  is 


quiescent  there  is  no  pain.  It  is  in  the  acute 
attacks  and  flare-ups  of  chronic  process  that 
there  is  pain.  The  pain  is  severe.  It  often 
appears  at  a regular  time  each  day.  It  is 
over  the  forehead,  at  times  behind  the  eye, 
radiates  to  the  temple,  and  is  felt  behind  the 
ear.  Frecmently  there  is  a painful  spot  two 
inches  behind  and  one  inch  above  the  ex- 
ternal auditory  canal.  Cases  have  been  seen 
with  pain  on  one  side  and  the  lesion  on  the 
other.  These  patients  must  have  relief.  The 
anterior  tip  of  the  middle  turbinate  is  taken 
off,  and  the  sinus  irrigated  with  normal  salt 
solution.  In  95  per  cent  of  the  chronic  cases, 
a sound  can  easily  be  passed,  after  inflation 
of  the  turbinate  or  resection  of  the  an- 
terior tip.  The  patients  are  put  to  bed.  and 
usually  are  free  of  pain  in  a few  hours.  After 
the  acute  symptoms  have  subsided,  a sub- 
mucous resection  is  done,  if  needed.  They 
are  then  treated  as  class  1. 

C'ass  3.  The  polypus  cases.  The  blocking 
of  the  nasal  passages  is  usually  what  at- 
tracts the  attention  of  the  patient  to  his 
trouble.  The  frontal  and  ethmoid  sinuses 
are  diseased,  as  in  most  of  the  others,  but 
the  polypus  is  the  main  complaint.  These 
cases  are  surgical  from  the  beginning.  The 
polvpi  are  removed  and  an  intra-nasal  oper- 
ation is  dore  on  the  frontal  and  anterior  eth- 
moids  after  the  method  of  Halle.  Fifty  mil- 
ligrams of  radium  is  placed  in  the  ethmoid 
area  and  left  two  hours.  The  patients  are 
a bowed  to  rest  a few  days.  They  are  then 
treated  with  argyrol  packs  and  gentle  suc- 
tion. 

The  fourth  c-'ass  are  those  in  which  we 
have  an  orbital  abscess,  bony  necrosis,  or 
other  urgent  complication.  These  require 
an  external  operation.  After  having  tried 
all  types  of  operations,  it  seems  Skillern’s 
modification  of  Lothroo’s  old  operation, 
changed  to  suit  the  case  in  hand,  gives  the 
best  results. 

This  is  done  as  follows:  The  intra-nasal, 
ethmoid  and  frontal  operation  of  Halle  is 
first  done.  Then  externally  an  incision  is 
made  from  the  junction  of  the  frontal  with 
frontal  process  of  maxillary  through  middle 
of  eyebrow,  as  far  outward  as  the  x-ray  pic- 
ture shows  the  sinus  to  extend,  the  cut  ex- 
tendin'1' only  through  the  skin  and  sub-cuta- 
neous tissue.  The  flans  are  then  dissected 
up  and  down  for  a distance  of  one-half  to 
one  inch.  Hemorrhage  is  controlled  by  hem- 
ostats.  Beginning  now  at  about  one-fourth 
inch  higher,  the  incision  is  extended  through 
the  periosteum  to  the  bone,  paralleling  the 
first  incision.  The  upper  flap  is  dissected 
up  as  far  as  the  sinus  extends,  the  lower  one 
to  about  the  level  of  the  floor  of  sinus.  With 
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a chisel,  an  opening-  is  made  into  the  sinus 
above  the  junction  of  the  frontal  and  max- 
il'ary  bones.  A groove  is  made,  with  a Killian 
V-shaped  chisel,  from  this  opening  to  outer 
limit  of  sinus  just  under  the  periosteal  in- 
cision. This  is  to  keep  the  lower  part  from 
chipping  off  during  the  rest  of  the  operation. 
The  remaining  unper  outer  and  inner  wall 
of  the  sinus  is  then  removed  with  chisels  and 
rongeur  bone  forceps.  If  all  the  mucosa  is 
diseased,  it  is  removed;  if  not,  only  the  dis- 
ease:! portion  is  removed.  All  septa  are  re- 
moved so  as  to  have  one  large  smooth  cavity. 
A probe  is  passed  into  the  naso-frontal  duct. 
The  naso-frontal  spine  is  removed  with  a 
rasp  or  chisel  until  the  opening  is  large 
enough  to  permit  free  drainage.  Any  eth- 
moid frontal  cells,  that  have  been  overlooked 
during  the  intro-nasal  operation,  are  then 
removed.  Gauze  is  passed  through  the  naso- 
frontal duct  and  all  loose  pieces  of  bone 
wiped  away.  A rubber  drainage  is  passed 
tbroue-h  the  openinsr,  leaving  the  upper  end 
about  the  middle  of  the  sinus,  the  lower  end 
at  the  opening  of  the  nose.  The  periosteal 
and  muscular  flap  is  then  closed  with  chro- 
mic catgut:  the  outer  skin,  with  fine  silk- 
worm gut.  The  usual  after  care  is  practis- 
ed. The  patients,  as  a rule,  are  able  to  leave 
the  hospital  in  ten  to  twelve  days. 

In  conclusion,  I wish  to  state  that  the  sur- 
geon who  expects  to  cure  his  sinus  cases  by 
surgery  alone  will  be  doomed  to  much  dis- 
appointment. Surgery  is  necessary  in  many 
cases,  but  a knowledge  of  the  endocrine  sys- 
tem, whether  the  case  is  allergic  or  not,  and 
the  administration  of  proper  foods,  particu- 
larly the  vitaimns  A,  B,  and  D,  is  also  highly 
essential,  for  it  has  been  definitely  proved 
by  observers  that  a cure  cannot  be  brought 
about  by  surgery  alone,  nor  bv  hygienic 
measures  alone;  but  the  two,  when  properly 
combined,  will  in  most  instances  effect  a 
cure. 

BIBLIOGRAPHY 

1.  Marriott,  McKim:  Pediatric  Aspects  of  Oto- 
laryngology, Ann.  Otol.  Rhin.  & Laryng.,  37,  p.  71. 

2.  Emerson,  Francis  P. : Degenerative  Changes 
in  Living  Membrane  of  the  Maxillary  Sinus  and 
their  relation  to  Systemic  Infection,  Ann.  Otol., 
Rhin.  & Laryng.  37,  p.  113. 

3.  Mullin,  M.  V.;  Ball,  R.  P.:  Studies  of  Patho- 
logical Tissue  Removed  from  Chronic  Infected  Na- 
sal and  Accessory  Sinus,  Ann.  Otol.  Rhin,  & Laryng. 
37,  p.  182. 

4.  Harris.  Thomas  J.:  Acute  Accessory  Sinusitis 
and  its  Management,  Ann.  Otol.  Rhin.  & Laryng., 
37,  p.  1094 

5.  Skillern.  Ross  H.:  The  Diagnosis  and  Treat- 
ment of  Chronic  Antral  Sinusitis,  Ann.  Otol.  Rhin.  & 
Laryng.,  37,  p.  1187. 

6.  Emerson,  Francis  P. : Anaphylaxis  and  Al- 


lergy in  Rhinology,  Ann.  Otol.  Rhin.  & Laryng., 
37,  p.  313. 

7.  Dean,  L.  W.:  The  Relation  of  Deficiency  Diet 
to  Diseases  of  the  Sinuses,  Ann.  Otol.  Rhin.  & 
Laryng.,  37,  p.  607. 

8.  Proetz,  L.  W. : The  Sinus  in  Perspective,  Ann. 
Otol.  Rhin.  & Laryng.,  37,  p.  682. 

9.  Lewis,  E.  R. : Considerations  for  and  against 
Curetting  and  Exenterating  Sinus  Operations,  Ann. 
Otol.  Rhin.  & Laryng.,  37,  p.  685. 

10.  Flinberg,  Samuel  M. : Nasal  Allergy  as  Re- 
lated to  Hay-fever  and  Hyperestheic  Rhinitis,  Ann. 
Otol.  Rhin.  & Laryng.,  39,  p.  720. 

11.  Hurd,  Lee  M.:  Chronic  Infections  of  the 
Nasal  Accessory  Sinus,  Ann.  Otol.  Rhin.  & Laryng., 
39,  p.  966. 

12.  Goodspeed,  Harry  B.:  Present  Status  of  the 
Lothrop-Skillern  Radical  Operation  on  the  Frontal 
Sinus,  Laryngoscope,  40,  p.  832. 

13.  Fruhwold,  V.:  Inflammation  of  the  Frontal 
Sinus;  its  Conservative  and  /Endo-Nasal  Treat- 
ment, Laryngoscope,  41,  p.  81. 

14.  Skillern,  Ross  H.:  Diseases  of  the  Accessory 
Sinuses  of  the  Nose. 

15.  Hajek:  Nasal  Accessory  Sinuses. 

16.  Ballenger;  Diseases  of  the  Nose,  Throat  and 
Ear. 

17.  Jackson  and  Coates:  The  Nose,  Throat  and 
Ear  and  their  Diseases. 

18.  Loeb:  Operative  Surgery  of  the  Nose, 
Throat  and  Ear. 

19.  Acknowledgement  is  made  to  Dr.  J.  E. 
Garces,  pathologist,  St.  Anthony  Hospital,  Amarillo, 
Texas,  for  the  microscopic  sections  of  the  sinus 
mucosa,  and  to  Drs.  Sam  K.  Skilllem  and  Harry  B. 
Goodspeed,  of  the  Skillern  Clinic,  Philadelphia,  for 
the  slides  illustrating  the  Lothrop-Skillern  opera- 
tion. 

DISCUSSION 

DR.  S.  D.  SWOPE,  El  Paso,  Texas:  I do  not 
want  to  seem  conspicuous,  but  think  one  of  the 
greatest  mistakes  I ever  made  in  my  life  was  in 
doing  an  operation  for  frontal  sinusitis.  A great 
many  years  ago,  an  old  doctor  friend  of  mine  sent 
for  me  to  come  down  to  his  town,  as  he  had  a pa- 
tient who  had  some  trouble  in  the  head  over  one 
eye,  which  had  been  diagnosed  as  frontal  sinusitis. 
My  friend,  Dr.  Brown,  had  exercised  all  his  skill 
without  any  result,  and  the  patient’s  brother,  a 
preacher,  had  prayed  all  his  prayers  without  re- 
sult. I thought  the  best  thing  to  do  after  look- 
ing at  the  patient  and  thinking  it  over  was  to 
trephine  that  sinus.  Well!  They  had  prayers  be- 
fore the  operation;  then  I started  in  to  make  my 
incision.  The  trephine  did  not  work  very  well  and, 
rather  than  swear  in  front  of  this  minister,  I be- 
gan to  whistle.  About  ten  or  fifteen  days  later, 
old  Brother  Brown  came  to  my  town  and  had  a 
talk  with  my  druggist.  He  asked  him  if  he  knew 
this  man  Swope.  “Oh  yes,”  the  druggist  replied, 
“I  know  him  well.”  “Well,  he  is  the  hardest- 
hearted  man  I ever  saw,”  Brown  remarked.  “He 
bored  a hole  in  a poor  man’s  head  and  just  whistled 
all  the  time.” 
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THE  SERUM  TREATMENT  OF  LOBAR 
PNEUMONIA 
r.  e.  McBride,  m.d„  f.a.c.p. 

Las  Cruces,  New  Mexico 

(Read  before  the  New  Mexico  Medical  Society,  at 
its  Forty-Ninth  Annual  Meeting,  Albuquerque,  N. 
M.,  May  22-22,  1930). 

The  recent  acceptance  bv  the  Council  on 
Chemistry  and  Pharmacy  of  the  American 
Medical  Association  of  concentrated  'anti- 
pneumococcus serum  representing  Type  I of 
the  pneumococcus,  marks  an  important  ad- 
vance in  the  search  for  an  effective  specific 
serum  for  the  treatment  of  pneumonia, 
which  began  back  in  the  t'me  subsequent  to 
the  d’scoverv  of  the  diplococcus  of  pneumo- 
nia and  its  identification  as  the  causative 
agent  of  the  disease.  Various  and  many  have 
been  the  preoai’ations  which  have  been  tried 
out,  but  practica’lv  all  of  them  have  been 
discarded,  for  one  reason  or  another,  and 
none  have  achieved  the  recognition  which  is 
now  being  accorded  the  concentrated  anti- 
pneumococcus serum  made  after  the  method 
of  Felton. 

The  review  of  the  literature  is  most  inter- 
esting and  instructive  but  to  give  this  would 
occupv  more  time  than  is  permitted  to  the 
discussion  of  this  subject  and,  as  the  infor- 
mation can  be  secured  from  any  one  of  a half 
dozen  different  sources,  we  shall  confine 
ourselves  to  a discussion  of  our  experiences 
with  the  preparation  which  we  have  just 
mentioned  and  with  Huntoon’s  pneumo- 
coccus antibody  solution. 

In  1921,  Huntoon  sought  to  obtain  pneumo- 
coccus antibodies  freed  of  serum.  “He  sus- 
pended pneumococci  of  types  I,  II  and  II  in 
a large  amount  of  a trivalent  serum  which 
had  been  obtained  from  horses  that  had  pre- 
viously been  inoculated  with  pneumococci  of 
the  types  just  mentioned,  he  bacteria,  unit- 
ed with  the  antibodies,  were  removed  by  cen- 
trifugalization  and  washed  free  of  serum 
with  saline  solution,  emulsified  in  saline 
soluution  containing  0.25  per  cent  bicarbon- 
ate of  soda  and  heated  from  30  to  60  mniutes 
at  55°  C.  The  emulsion  was  then  centrifugal- 
ized,  the  supernatant  fluid  was  chilled  and 
filtered  through  a candle.  The  filtrate  ob- 
tained by  this  method  is  a clear,  colorless 
fluid  and  contains  only  a minimum  trace  of 
serum  and  a high  content  of  antibodies 
against  pneumococcus  type  I and  a very  lit- 
tle of  the  antibodies  for  types  II  and  III.” 

Our  experience  with  this  solution,  though 
limited,  was  sufficient  to  make  us  discard  it 
as  a routine  therapeutic  measure.  The  espe- 
cially large  amount  which  was  necessary  at 
each  dose  was  an  objection  in  itself;  but  the 
intravenous  injections  of  this  solution  were 


invariably  followed  by  a severe  chill,  with 
marked  cyanosis  and  dyspnea,  followed  in 
from  30  to  60  minutes  by  a rapid  decline  in 
temperature,  with  marked  prostration,  and 
in  two  of  my  cases  with  marked  delirum 
amount:ng  to  what  I would  term  a tempor- 
ary insanity.  Subsea uent  dosage  produced 
the  same  chill  and  other  train  of  symptoms, 
though  in  lessened  degree,  and,  while  the 
treatment  appeared  to  be  productive  of  re- 
sults in  securing  the  crisis  from  24  to  40 
hours  earlier  than  usual,  the  convalescence 
appeared  to  be  prolonged  because  of  the 
great  amount  of  prostration  and  a degree  of 
pprvou^ness  wlr'ch  is  not  usual  subsequent 
to  a crisis  in  pneumonia.  The  value  of  treat- 
ment by  this  method  was  further  lessened 
bv  the  report  of  fatalities  which  occasionallv 
followed  the  sharp  reaction.  We  have  had 
no  experience  with  th;s  preparation  subcu- 
taneously and  have  discontinued  its  use. 

0"r  evn°r'ence  with  the  concentrated 
antinneumococcus  serum  is  limited  to  three 
cases  and  we  do  not  presume  to  sneak  with 
the  voice  of  authority  as  a result  of  the 
knowledge  gained  from  its  use  in  our  own 
practice,  but  the  available  and  the  ever-in- 
creasing  favorable  literature  concerning  the 
value  of  this  serum  in  pneumonia  due  to  type 
I of  the  pneumococcus  family,  is  our  excuse 
for  bringing  this  subject  forward  in  the 
bopp  tha+  we  might  emphasize  two  or  three 
of  the  points  which  are  mentioned  in  the  lit- 
erature and  which  have  been  noted  in  the 
cases  in  which  we  have  used  the  serum. 

According  to  a table  of  Avery,  Chiek- 
ering.  Cole  and  Dochez",  33.3  per  cent 
of  ah  pneumonia  caQes  are  caused  by 
Wee  I and  32.5  per  cent  bv  tvpe  II — 
hence,  practicallv  one-half  of  the  cases 
of  pneumonia  are  due  +o  types  I and  II 
of  the  bachli  apd  it  is  in  these  cases  that 
the  conrentrated  serum  of  Felton  finds  its 
greatest  usefulness.  With  this  in  mind,  it 
follows  that  theoretically  we  should  know 
the  tvpe  of  the  pneumococcus  which  is  caus- 
ing the  disease  prior  to  administering  the 
serum.  Properly  to  determine  the  type  is  not 
an  easy  matter  and  for  the  general  practi- 
tioner usually  an  impossibility,  inasmuch  as 
the  method  of  determination  calls  for  appar- 
atus and  technic  which  is  not  generally 
available,  and  this  feature  of  the  treatment 
must  of  necessity  be  left  to  the  practitioner 
who  is  fortunate  enough  to  be  connected 
with  some  large  general  hospital  or  near  to 
some  well-equipped  laboratory.  The  inability 
to  secure  the  proper  information  as  to  type 
should  not  deter  the  physician  from  using 
the  serum.  As  a matter  of  fact,  in  our  opin- 
ion, there  should  be  no  delay  in  giving  serum 
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even  though  there  is  no  hope  of  ever  secur- 
ing the  information  as  to  the  exact  type.  The 
concentrated  serum  should  be  given  at  once, 
with  the  knowledge  that  it  has  been  found 
very  effective  in  ty*pe  I and  less  so  in  type  II, 
and  that  these  types  are  the  most  preferable 
ones.  The  best  results  are  obtained  when 
the  serum  is  given  early  in  the  course  of  the 
disease.  We  do  not  believe  that  the  serum 
should  be  withheld  simply  because  the  pa- 
tient is  gravely  sick.  “More  gravely  sick 
patients  are  saved  with  serum  than  can  be 
saved  without  serum.  Almost  40  per  cent  of 
the  patients  rated  poor  were  saved  with 
serum  while  we  saved  none  of  those  rated 
as  poor  among  those  where  serum  was  with- 
held.” The  quotation  just  read  is  taken  from 
an  article  by  Bullowa,  of  New  York,  who  also 
cal’s  attention  to  the  fact  that  patients  suf- 
fering from  asthma  or  who  have  a history  of 
horse  sensitiveness  or  who  are  definitely 
moribund,  should  not  be  given  the  serum. 

The  question  of  what  constitutes  effective 
dosage  is  a most  important  one.  Our  < prac- 
tice has  been  to  give  10.000  units  intraven- 
ouslv  the  moment  t’^e  diagnosis  has  been  es- 
tablished and  to  repeat  this  at  intervals  of 
from  six  to  e’ght  hours  or  longer,  as  the  in- 
dications of  each  individual  case  demand. 
Park1  recommends  from  50,000  to  100,000 
units  during  the  first  twenty-four  hours, 
whi'e  Cecil  and  Sutlif f°  recommend  100,000 
units  in  the  first  twenty-four  hours.  In  our 
experience  we  have  never  had  to  use  these 
large  amounts,  but  it  is  reasonable  to  sup- 
pose that  the  ’ater  in  the  course  of  the  dis- 
ease that  the  treatment  is  begun,  the  larger 
wih  be  the  dosage  required,  and  this  is  par- 
ticularly true  if  the  blood  stream  has  been 
invaded  by  thm  organism,  as  larger  amounts 
would  necessarily  be  required  to  sterilize  the 
blood  stream  and  to  conquer  the  disease  than 
are  necessary  in  the  preblood-invasion  stage. 

Good  practice  in  the  administration  of  the 
serum  is  to  precede  its  administration  bv  a 
check  on  the  individual’s  susceptibility  to 
serum  sickness  and  the  conjunctival  test  has 
been  found  to  be  reliable. 

In  considering  the  effects  of  treatment  on 
the  chsea^e,  Cec'l  and  Plummer1,  in  a recent 
report  of  a study  of  1,161  cases  of  pneumo- 
coccus type  I pneumonia  in  which  473  are 
included  in  a therapeutic  study  of  the  con- 
centrated antiserum  made  according  to  Fel- 
ton method,  demonstrated  a reduction  in  the 
mortality  rate  from  31  to  20  per  cent,  and 
this  was  further  reduced  to  11.7  per  cent  in 
those  cases  in  which  the  serum  was  adminis- 
tered within  the  first  seventy-two  hours 
after  the  onset  of  the  disease.  In  the  few 
cases  which  we  have  had,  we  have  been  im- 
pressed by  the  absence  of  the  usual  serum 
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sickness  and  other  reactions,  and  the  authors 
above  mentioned,  after  discussing  the  sim- 
plicity of  the  technic,  refer  also  to  the  mark- 
ed lack  of  the  usual  serum  sickness  and  oth- 
er reactions. 

In  addition  to  the  possible  limitation  of 
the  use  of  this  antiserum  because  the  aver- 
age practitioner  can  not  secure  proper  typ- 
ing of  the  pneumococcus,  there  is  the  mat- 
ter of  cost.  The  average  patient  can  ill  af- 
ford, in  addition  to  hospital,  nurse,  and  phy- 
sician’s fees,  the  added  cost  of  this  serum. 
The  average  price  of  10,000  units  is  $15.00. 
Assuming  a 50,000  to  100,000  dosage  in  the 
twenty-four  hours,  followed  by  the  necessary 
subsequent  dosage,  it  is  easy  to  realize  how 
handicapped  is  the  average  patient,  as  well 
as  the  average  physician. 

CONCLUSIONS 

1.  Concentrated  antipneumococcus  serum 
is  specifically  indicated  in  all  cases  of  pneu- 
monia due  to  type  I pneumococcus. 

2.  The  average  dose  should  be  between 
50,000  and  100,000  units  in  the  first  tjventy- 
four  hours. 

3.  The  serum  should  be  administered  as 
soon  as  the  positive  diagnosis  is  made.  ' 

4.  The  earlier  the  diagnosis,  the  better 
the  chances  for  good  results. 

5.  The  use  of  the  antiserum  is  markedly 
free  of  untoward  results  when  properly  ad- 
ministered. 

6.  The  high  cost  of  the  serum  markedly 
limits  its  usefulness. 
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DISCUSSION 

DR.  F.  D.  VICKERS,  Deming,  N.  M. : I enjoyed 
Dr.  McBride’s  paper  very  much.  It  has  been  very 
difficult  for  me  to  find  vaccines  of  much  value  on 
account  of  the  reactions.  Influenza  vaccine  I have 
found  to  be  of  use  in  cases  of  pneumonia,  but  in 
nothing  else.  In  such  cases  I have  had  very  good 
results  with  it. 

DR.  McBRIDE  (closing)  : It  was  necessary  for 
me,  through  lack  of  time,  to  restrict  my  paper  to 
serum  treatment  and  not  touch  on  the  question  of 
vaccines.  Certainly  it  would  seem  to  me  that  any- 
thing that  will  reduce  mortality  from  31  to  20  per 
cent,  as  has  been  shown  with  use  of  the  concentrat- 
ed antiserum,  is  most  worthy  of  consideration. 
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TRIBROMETHYLALCOHOL 
ANESTHESIA 
P.  L.  TRAVERS,  M.D. 

Gallup,  N.  M. 

(Read  before  the  New  Mexico  Medical  Society, 
at  its  Forty-ninth  Annual  Meeting,  Albuquerque, 
N.  M„  May  20-22,  1931). 

In  this  particular  part  of  the  country 
there  are  certa'n  conditions  to  which  this 
subject  is  peculiarly  adapted.  We  particu- 
larly are  in  the  need  of  modified  anesthesia. 
In  my  limited  experience  here,  postoperative 
pneumonia  and  other  bronchial  affections 
have  made  surgical  procedures  difficult  and 
attended  with  more  or  less  fear.  After  some 
investigation  and  at  the  suggestion  of  two 
very  eminent  surgeons  of  Baltimore  and 
Washington,  I have  used  the  commercially 
so-called  “Aver tin,”  technically  known  as 
tribromethvalcohol  compound,  as  a rectal 
basal  anesthetic,  with  such  delightful  results 
that  I cannot  help  expressing  myself  most 
enthusiastically  in  its  favor.  I do  not  want 
to  be  ridiculously  radical,  but  in  the  interest 
of  the  patient,  I must  urge  especially  those 
of  you  who  might  be  having  difficulties  fol- 
lowing the  use  of  general  anesthetics,  at 
least  to  investigate  the  real  value  of  tribro- 
methyalcohol  as  a basal  cr  accessory  anes- 
thetic. In  February,  1930,  the  Council  of 
Pharmacy  and  Chemistry  submitted  a re- 
port to  the  Journal  of  the  A.M.A.  in  which 
it  does  not  advise  the  use  of  “Avertin’’  until 
further  balance  of  the  drug  is  established, 
A summary  of  the  report  was  as  follows: 

“The  Council  recognizes  the  fact  that 
avertin  presents  certain  desirable  properties 
but  definite  action  concerning  its  recognition 
was  postponed  pending  the  result  of  investi- 
gations of  certain  of  its  side  actions  now 
being  conducted.  For  the  information  of  the 
medical  }~ro'’ession  the  Council  submits  the 
following  report  concerning  the  present 
status  of  the  drug: 

“Avertin  is  tribrom-ethnol.  CBrUH-OH,  a 
white  crystalline  substance.  It  was  introduc- 
ed in  Germany  by  Willstaedter  and  Duisberg 
in  the  summer  of  1926.  to  be  used  alone  for 
rectal  anesthesia  or  to  be  supplemented  by 
other  narcotics,  including  morphine  and 
ether.  It  was  supplied  to  a number  of  clinics, 
in  which  it  was  used  experimentally.  A su- 
perficial pharmacologic  study  of  Eichholtz, 
made  in  the  laboratory  of  the  manufactur- 
ers, and  a clinical  report  by  Butzengeiger, 
were  presented  at  the  German  Surgical  Con- 
gress at  Berlin  in  April,  1927. 

“ACTION.  Avertin  depresses  the  respira- 
tory cent°r,  lessening  bo'h  frequency  and 
vo’ume;  it  depresses  the  vasomotor  center, 
causing  a fall  of  b’ood  pressure.  The  depres- 


s'on of  the  respiratory  center  is  the  more 
pronounced ; but  when  it  coincides  with  the 
depression  of  the  vasomotor  center,  it  in- 
creases the  danger,  especially  when  it  is 
used  with  morphine  and  other  accessory 
narcotics.  KiPian  states  that  avertin  acts 
on  the  liver  like  chloroform.  In  1928  he  an- 
alyzed a number  of  reports  of  deaths  from 
avertin  and  concluded  that  avertin  injures 
the  respiratory  center  more  than  chloroform 
or  ether  narcosis  of  equal  depth.  Killian  se- 
verely criticizes  Melzner,  stating  that  the 
larger  surgical  clinics  in  general  take  a cau- 
tious attitude,  some  warning  against  it  and 
some  who’ly  denying  its  use. 

“The  advantages  claimed  for  avertin 
liquid  include:  (1)  Absence  of  irritation  of 
the  resniratorv  tract  with  less  postoperative 
bronchitis  and  pneumonia.  (2)  Absence  of 
direct  injurious  action  on  the  heart,  kidneys 
and  other  organs,  with  the  possible  excep- 
tion of  the  liver.  (3)  Convenience  for  opera- 
tions about  the  face,  esnecially  when  a cau- 
tery must  be  used.  (4)  Usefulness  in  long 
operations  when  deep  anesthesia  is  not  nec- 
essary. (5)  Less  frequent  vomiting  than 
after  ether  or  chloroform.  (6)  Lasting  sleep 
after  operation,  frequently  making  it  un- 
necessary to  use  morphine  for  the  relief  of 
postoperative  pain.  (7)  Amnesia.  (8)  Ab- 
sence of  iniury  after  repeated  administra- 
tion (as  in  tetanus).  (9)  Ranid  elimination 
(imploying  less  toxic  action).  (It  should 
be  understood  that  publications  concerning 
“Avertin”  refer  in  part  to  avertin  alone,  and 
in  rart  to  avertin  liquid  containing  amylene 
hvdrate). 

“A  preliminary  report  such  as  this  can 
hardlv  be  more  than  suggestive  in  view  of 
the  almost  innumerable  problems  that  are 
involved ; hut  the  foregoing  presents  the 
evidence  concerning  the  drug  which  is 
present  time  available  to  the  Council. 
Though  the  present  evidence  indicates  that 
avertin  may  prove  valuable  as  a means  of  in- 
itiating narcosis  (so-called  basis  narcosis) 
but  not  for  complete  narcosis,  the  Council 
decided  not  to  admit  the  drug  to  New  and 
Nonofficial  Remedies:  (1)  until  satisfactory 
studies  of  its  properties,  its  advantages  and 
its  disadvantages  have  been  made;  (2)  unti' 
the  contraindications  have  been  satisfactor- 
ily established;  (3)  until  a genera1  ly  accent- 
ed technic  wherebv  it  can  be  used  as  satis- 
factorily as  ether  has  been  established:  (4) 
until  the  action  of  the  amylene  hydrate  in 
avertin  liquid — whether  l?y  addition  or  by 
potentiation — has  been  determined  and  the 
amount  declared;  and  (5)  until  the  adver- 
tising has  been  revised  to  omit  misleading 
statements  contained  in  the  present  adver- 
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Using  and  especially  to  recommend  the  pro- 
duct only  for  initiation  of  narcosis  (basis 
narcosis)  and  not  for  complete  narcosis.” 

Since  this  report,  however,  this  product 
has  been  more  carefully  arranged  and  the 
dosage  has  been  accurately  defined ; over 
150,000  cases  of  this  anesthesia  have  been 
reported  in  the  European  literature. 

WHAT  AVERTIN  IS 

Avertin  fluid  (the  only  available  form) 
is  a solution  of  avertin  in  amylene  hydrate, 
which  dissolves  avertin  in  high  concentra- 
tion and  is  itself  readily  soluble  in  water. 
Each  cubic  centimeter  of  avertin  fluid  con- 
tains 1 Gm.  of  avertin  and  0.5  Gm.  of  the 
solvent.  Amylene  hydrate  is  volatile  and  in- 
flammable (but  not  explosive). 

Solutions  of  avertin  in  water  must  be  pre- 
pared at  moderate  temperature,  95  degrees 
to  104  degrees  F (35  degrees  to  40  degrees 
C).  At  a higher  temperature,  hydrobromic 
acid  is  split  off,  and  dibromacetaldehyde  is 
formed.  The  latter  produces  marked  irrita- 
tion and  even  necrosis  of  the  intestinal  mu- 
cous membrane.  This  chemical  change  can- 
not occur  when  solutions  of  avertin  are  prop- 
erty prepared. 

SURGERY  AND  GYNECOLOGY 

The  present  extensive  literature  embraces 
about  400  published  articles,  based  upon  ex- 
perience in  over  300,000  reported  and  pub- 
lished cases. 

Preoperative  preparation.  The  evening 
before  operation  the  customary  cleansing 
enema  is  given.  It  is  not  necessary  to  emp- 
ty the  intestine  on  the  day  of  operation.  In 
fact,  it  has  been  recommended  that  rectal 
irrigation  be  avoided  a few  hours  before  in- 
jection of  the  avertin  solution,  as  the  fluid 
which  remains  in  the  bowel  may  delay  ab- 
sorption. Even  in  emergency  cases,  avertin 
is  effective  without  a preparatory  enema. 
Before  the  operation,  a hypodermic  injection 
of  morphine  and  atropine  may  be  given,  as 
with  other  anesthetics,  although  some  oper- 
ators object  to  this  or  consider  it  unneces- 
sary. When  extreme  dehydration  is  suspect- 
ed, it  is  suggested  that  16  to  24  ounces  of 
liquid  be  given  oral'y  during  the  night  be- 
fore operation,  as  in  preparation  for  any 
form  of  anesthesia. 

Dosage.  AverUn  is  recommended  solely 
as  a ba-al  anesthetic,  to  be  supplemented  by 
some  general  or  local  anesthetic.  For  basal 
anesthesia  in  general  and  special  surgery, 
the  maximum  does  is  0.1  c.c.  (100  mg.)  of 
avertin  fluid  for  evei’y  kdogram,  or  2.2. 
pounds,  of  body  weight.  The  total  amount 
of  avertin  fluid  should  not  exceed  6 to  8 c.c. 
for  women,  nor  9 to  10  c.c.  for  men.  For  de- 
bilitated, cachetic  or  dehydrated  patients 
and  for  obese  persons,  it  is  recommended 


that  the  dosage  should  not  exceed  0.08  c.c. 
(80  mg.)  of  avertin  fluid  per  kilo.  As  chil- 
dren are  more  tolerant  to  avertin  than 
adults,  no  allowance  need  be  made  for  youth 
in  determining  the  dose.  On  the  other  hand, 
the  basal  narcosis  may  not  be  so  deep,  so 
that  relatively  more  of  the  supplemental  an- 
esthetic is  required. 

The  larger  doses  recorded  in  the  earlier 
literature  on  avertin  should  not  be  employed. 
It  is  now  recognized  that  such  amounts  were 
excessive  in  many  instances  and,  together 
with  the  use  of  decomposed  solutions,  were 
largely  responsible  for  ill  effects  and  fatali- 
ties which  occurred  during  the  initial  test 
period  abroad. 

PREPARATION  OF  SOLUTION 

In  the  preparation  of  avertin  solutions,  the 
simp’e  directions  given  below  should  be  ob- 
served. It  is  particularly  important  to  avoid 
heating  the  solution  above  104  degrees  F 
(40  degrees  C),  as  otherwise  hydrobromic 
acid  and  dibromacetaldehyde  are  formed, 
the  la' ter  having  a markedly  irritating  ac- 
tion upon  the  rectal  mucosa. 

1.  Heat  the  measured  amount  of  distilled 
water  to  104  degrees  F (40  degrees  C),  using 
a glass  receptacle  that  can  be  tightly  closed 
(the  ordinary  Florence  flask),  with  a capac- 
ity of  500  to  1000  c.c. 

2..  Measure  the  dose  of  avertin  fluid  with 
a 10  c.c.  graduated  Luer  syringe  or  pipet. 

3.  Add  the  avertin  flu'd  to  the  water. 
Stopper  the  flask,  invert,  and  shake  vigor- 
ously until  all  globules  of  avertin  fluid  have 
disappeared. 

4.  Do  not  permit  the  solution  to  cool.  (It 
may,  however,  be  kept  in  a thermos  bottle  at 
body  temperature  for  twelve  hours.)  If  pre- 
cipitation occurs  from  cooling,  discard  the 
solution. 

5.  Test  the  solution  with  Congo  red  be- 
fore use. 

Test  before  using.  Immediately  before  in- 
jection, place  2 to  5 c.c.  of  the  prepared  2.5 
per  cent  avertin  solution  in  a test  tube  and 
add  1 or  2 drops  of  the  1:1000  aqueous  (not 
alcoholic)  Congo  red  solution.  A pure  or- 
ange-red co’or  should  develop.  If  the  color 
is,  or  becomes,  blue  or  violet,  the  avertin  so- 
lution should  be  discarded,  as  it  has  been 
decomposed  and  hence  is  dangerous.  This  is 
a reliab  e safeguard  only  when  distilled 
water  has  been  used  to  prepare  the  avertin 
solution.  Therefore,  ordinary  tap  water 
should  not  be  employed.  Milk,  gum  arabic,  or 
other  substances,  should  never  be  added  un- 
til the  solution  has  passed  the  test. 

MANNER  OF  USE 

The  rectal  injection  of  the  2.5  per  cent  so- 
lution of  avertin  at  body  temperature  is  giv- 
en twenty  to  thirty  minutes  before  opera- 
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tion.  nreferab'y  in  the  patient’s  room.  The 
administration  is  as  simple  as  giving  an 
enema,  beinn  made  bv  means  of  a funnel 
with  a male  catheter  at  a slow  rate  (five  to 
ten  minutes). 

During  avertin  narcosis  per  se,  there  is 
no  increase  of  bronchial  or  salivary  secre- 
tion, no  gagging,  nausea  or  vomiting. 

If  obstruction  of  the  a'r  passages  is  pre- 
vented. the  breathing  is  quiet  and  regular, 
and  the  patient’s  color  remains  normal,  as  in 
natural  sleep.  To  avoid  respiratory  difficul- 
ty and  cyanosis  from  swallowing  of  the 
toneme,  an  “airway”  of  metal  or  firm  rubber 
tubing  should  be  inserted  as  soon  as  narcosis 
is  complete,  and  left  in  place  until  the  pa- 
tient awakes.  Otherwise,  the  patient’s  head 
should  be  kept  low  and  on  its  side.  If  respir- 
aforv  depression  or  cyanosis  occurs,  it  is 
usually  overcome  readily  by  a few  whiffs  of 
ether.  In  severe  cases,  oxygen  (with  or 
without  a little  carbon  dioxide)  is  indicated, 
to  be  supplemented  bv  an  iniection  of  ephed- 
rine  (but  no1-  epinephrine),  caffeine  sodio- 
benzoate,  or  atropine. 

Within  about  twenty  minutes,  the  patient 
can  be  transported  to  the  operating  room. 
The  duration  of  basal  narcosis  with  avertin 
varies  from  one  and  one  half  to  two  hours  or 
more.  It  is  most  profound  during  the  first 
thirty  to  forty-five  minutes,  and  then  gradu- 
al'v  decreases  in  intensity. 

SUPPLEMENTAL  ANESTHESIA 

If  reflex  movements  are  elicited  by  pinch- 
ir g the  skin  with  forceps  while  the  patient  is 
in  the  anest,',es‘a  room,  or  subsequently  dur- 
ing the  apolicatmn  of  iodine,  towel  clips, 
and  so  forth,  in  the  operating  room,  a lit- 
tle ether,  ethylene  or  nitrous  oxide  should  be 
given.  To  secure  complete  muscular  relax- 
at  on  during  the  operation,  some  additional 
ether  or  other  inhalant  is  required.  A few 
whiffs  may  again  be  necessary  from  time  to 
t me,  and  before  insertion  of  the  sutures.  In 
the  maiority  of  cases,  the  total  amount  of 
inhalation  anesthetic  employed  during  the 
entire  operation  has  been  computed  as  less 
than  half  of  that-ordinarily  demanded.  When 
us-’ng  nitrous  o"ide  or  e^hvlene,  the  amount 
of  oxygen  in  the  m’xture  is  advantageously 
increased,  often  to  exceed  the  percentage  of 
the  anesthetic  gas. 

In  operations  about  the  head  and  face,  the 
inconvenience  of  the  ether  or  gas  mask  can 
be  avoided  bv  giving  the  supplemental  anes- 
thetic only  at  intervals.  In  electrosurgery, 
the  risk  of  explosion  can  also  be  obviated  by 
this  method. 

Local  anesthesia  bv  infiltration  with  0.5 
per  cent  novocaine  solution  has  also  been  em- 
p’oyed  in  combination  with  avertin  basal 
narcosis. 


POSTANESTHETIC  STAGE 

The  patients  usually  leave  the  operating 
room  dry,  pink,  and  warm.  Shortly  after  re- 
gaining consciousness,  they  again  fall  into 
an  agreeable  sleep  during  which  postopera- 
tive pain  is  not  experienced  and  from  which 
thev  are  readily  aroused.  This  sleep  per- 
sists for  several  hours.  A welcome  feature 
is  the  amnesia.  “Even  though  the  narcosis 
has  been  very  light,  there  will  be  no  memory 
of  anything  from  the  time  of  injection.  Fur- 
ther the  events  of  the  next  twenty-four 
or  thirty-six  hours  wTl  not  be  remembered 
with  any  clearness,  and  the  whole  horrible 
business  of  being  anesthetized  and  of  recov- 
ery is  thus  not  only  diminished  in  fact,  but 
is  minimized  in  retrospect.”  (Edwards). 

Postoperative  excitement  is  of  rare  occur- 
rence or  so  slight  that  it  promptly  yields  to 
an  iniection  of  morphine.  As  nausea  and 
vomit'ng  are  virtually  absent  following 
averMn  basal  anesfhesia,  water  and  liquid 
nourishment  can  be  given  soon  after  opera- 
tion. The  occurrence  of  abdominal  distention 
and  cohc  is  infrequent.  The  incidence  of 
postoperative  pneumonia  and  bronchitis  is 
dinrnished.  If  the  prescribed  directions  for 
the  preparation  of  solutions  are  followed, 
no  irritation  of  the  normal  intestine  is  pro- 
duced by  avertin. 

CONTRAINDICATIONS 

Avertin  basa1  anesthesia  has  been  used 
in  practically  all  branches  of  surgery,  for 
o^erat  ons  on  the  head,  neck,  breast,  chest, 
abdomen,  pelvis  and  extremities,  in  adults 
and  children. 

Contraindications  are  severe  organic  dis- 
ease of  the  liver,  serious  bilateral  disease  of 
the  kidneys,  lesions  of  the  rectum,  acidosis, 
starvation,  severe  blood  diseases,  and  grave 
cachexia,  in  all  of  which  the  use  of  the  in- 
halation anesthetics  is  also  hazardous. 

OBSTETRICS 

In  obstetrics,  use  table  No.  4:  dosage,  60 
rrg.  per  kilo,  kody  weight.  Urom  one-half  to 
one  horr  before  its  administration,  1/6  to 
1 4 grain  of  morphine  is  injected  subenta- 
neous’v. 

The  avT’tin  enema  is  given  about  one  and 
one-fourth  hours  before  the  anticipated  de- 
livery, i.e.,  when  the  cervix  is  dilated  and  the 
head  of  the  ch’ld  is  be’ow  the  pelvic  brim. 
To  avoid  expulsion  of  the  solution,  the  cathe- 
ter is  introduced  above  the  child’s  head.  It  is 
sometimes  advantageous  to  allow  the  fluid 
to  run  intermittently  between  pains,  in- 
structing the  patient  to  bear  down  as  little 
as  possible.  If  the  pressure  of  the  child’s 
head  occludes  the  catheter,  insert  one  finger 
in  the  rectum,  pushing  head  up  between 
pains  and  inserting  tube  as  possible.  The  ef- 
fect is  established  in  about  15  minutes  and 
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lasts  for  one  to  two  hours.  Occasionally,  a 
second  or  even  a third  injection  of  a smaller 
amount  (20  to  30  mg.  per  kilo.)  may  be  nec- 
essary after  an  interval  of  three  to  four 
hours.  Uterine  contractions  are  less  fre- 
quent and  may  be  slightly  diminished  in 
force.  Small  amounts  of  a supplemental  an- 
esthetic are  usually  indicated  for  the  third 
stage  or  for  any  required  perineal  repair. 

Eclampsia.  Avertin  has  also  been  tested 
in  eclampsia,  in  doses  of  80  to  100  mg.  per 
kilo.  The  attacks  become  less  frequent  and 
milder,  and  finally  cease. 

Dosage  Table  No.  1. 

Basis:  100  milligrams  per  kilogram  of  body  weight. 

Dosage  Table  No.  2. 

Basis:  90  milligrams  per  kilogram  of  body  weight. 

Dosage  Table  No.  3. 

Basis:  80  milligrams  per  kilogram  of  body  weight. 

Dosage  Table  No.  4 

Basis:  60  milligrams  per  kilogram  of  body  weight. 

In  tribromethylalcohol  we  have  an  anes- 
thetic which  produces  unconsciousness  in  a 
most  satisfactory  manner.  When  combined 
with  light  gas  anesthesia,  the  relaxation  is 
usually  adequate.  The  duration  of  the  an- 
esthesia is  sufficiently  prolonged,  and  no 
unpleasant  postoperative  complications  have 
been  observed. 

Without  attempting  comparisons  with 
other  anesthetics,  we  believe  tribromethyl- 
alcohol Is  entitled  to  a very  high  rating  in 
respect  to  safety.  Deaths  have  been  report- 
ed under  its  use,  but  these  were  due  almost 
entirely  to  improper  administration  or  over- 
dosage, both  of  which  errors  are  now  being 
eliminated  by  riper  experience.  While  the 
relatively  small  number  of  our  cases  does 
not  permit  us  to  speak  authoritatively,  from 
our  general  experience  with  gas,  ether,  and 
their  combinations,  we  do  not  hesitate  to 
express  the  opinion  that  tribromethylalcool 
is  equally  as  safe. 

Although  ether  anesthesia  produces  un- 
consciousness, it  apparently  protects  none 
of  the  brain  cells  against  exhaustion  from 
the  trauma  of  operation.  The  anesthetic 
gases  are  said  to  produce  about  one-fourth 
the  exhaustion  after  equal  trauma,  accord- 
ing to  Gwathmey.  It  is  impossible  to  esti- 
mate the  amount  of  damage  inflicted  bv  the 
psychic  shock  in  some  patients,  particularly 
children,  immediately  preceding  and  dur- 
ing the  induction  of  anesthesia.  With  pre- 
liminary morphine  medication,  the  proper 
dosage  of  tribromethylalcohol,  light  gas  an- 
esthesia, and  infiltration  with  novocain,  per- 
haps the  most  complete  brain  block  is  pro- 
duced. 


ACTION 

When  injected  into  the  rectum,  tribrom- 
ethylalcohol is  absorbed  by  the  intestinal 
mucosa  mode  rapidly  than  the  whter  In 
which  it  is  dissolved.  The  absorption  is 
fairly  rapid,  totaling  80  per  cent  in  the  first 
twenty  minutes,  and  95  per  cent  within  the 
first  two  hours.  No  local  irritation  of  the 
rectal  mucosa  has  been  observed  from  the 
use  of  a properly  prepared  and  tested  solu- 
tion. During  anesthesia  the  concentration 
of  tribromethylalcohol  in  the  blood  is  6 to  9 
milligrams  per  cent. 

Detoxication  of  tribromethylalcohol  oc- 
curs in  the  liver  through  the  formation  of  a 
compound  with  glycuronic  acid,  the  result- 
ing product  being  eliminated  by  the  kidneys. 

Respiration  is  superficial  in  tribromethyl- 
alcohol anesthesia,  but  in  cases  of  dyspnea, 
the  respiratory  center  is  not  materially  af- 
fected. The  heart  is  evidently  not  influenced 
by  the  average  anesthetic  dose.  The  pulse 
rate  is  practically  normal  and  there  is  usu- 
ally little  change  in  blood  pressure,  although 
occasionally  a fall  up  to  20  millimeters  oc- 
curs. 

ANESTHESIA 

The  outstanding  feature  which  makes 
tribromethylalcohol  a remarkable  agent  is 
the  ease  with  which  anesthesia  is  produced. 
No  anesthetic  with  which  we  are  familiar 
aoproaches  it  in  this  respect.  It  is  now  pos- 
sible to  produce  unconsciousness  without 
the  patient  being  aware  that  an  anesthetic 
is  being  given.  The  patient  falls  asleep  in 
three  to  ten  minutes  without  mental  or  phy- 
sical excitation,  and  usually  recalls  the  ex- 
perience only  vaguely,  and  then  as  a pleasant 
one.  Thus,  surgery  has  been  divorced  from 
much  of  its  terror.  Tribromethylalcohol  is  a 
boon  to  the  excitable  and  apprehensive  pa- 
tient, and  especially  to  children.  It  has  filled 
a great  void  in  pediatric  surgery.  A child  is 
given  the  small  tribromethylalcohol  enema 
in  bed  without  any  disturbance,  and  in  a few 
minutes  falls  asleep  without  excitement  and 
without  being  aware  of  the  impending  oper- 
ation. 

We  have  not  found  it  necessary  to  stop 
the  anesthetic  or  to  resuscitate  a patient  in 
our  series.  On  the  other  hand,  we  have  been 
impressed  by  the  freedom  from  cyanosis 
(the  patient  being  watched  carefully  to  pre- 
vent mechanical  obstruction),  sweating,  and 
marked  fall  in  blood  pressure,  which  are 
common  with  other  anesthetics. 

Patients  who  previously  had  seven  or 
eight  anesthetics  stated  that  they  exper- 
ienced much  less  discomfort  with  tribrom- 
ethylalcohol and  preferred  this  type  of  an- 
esthesia. 
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Hemorrhage  during  or  immediately  after 
operation  has  never  been  a source  of  con- 
cern. 

Not  a single  patient  has  complained  of 
rectal  irritation,  nor  have  the  nurses  re- 
corded sanguineous  or  mucous  discharge 
from  the  bowel.  Three  patients  have  had 
three  successive  tribromethylalcohol  anes- 
thetics within  seven  to  ten  days  without  un- 
toward effects. 

There  has  been  no  unusual  delay  in  heal- 
ing of  the  wounds,  and  the  patients,  general- 
ly, have  left  the  hospital  on  the  appointed 
day. 

Dr.  Charles  S.  White  says:  “In  only  22 
per  cent  was  nausea  or  vomiting  present. 
This  is  a very  much  lower  percentage  than 
we  have  had  in  ether  or  gas  anesthesia.  It 
is  especially  well  tolerated  in  hyperthyroid- 
ism. In  the  presence  of  hyperthyroidism  it 
has  been  suggested  that  the  delayed  elimi- 
nation might  be  hastened  by  the  administra- 
tion of  thyroxin.  The  dosage  has  been  con- 
servative, no  effort  having  been  made  to 
complete  anesthsia  with  tribromethylalcohol 
a'one,  as  this  was  deemed  unwise  and  not 
without  danger.  Marked  cyanosis  has  not 
occurred  in  any  case.  This  is  attributed  to 
the  fact  that  we  used  a light  dosage,  the 
patients  have  been  watched  carefully,  and  a 
c’ear  air-way  has  been  maintained  at  all 
times.” 

CONCLUSION 

Anesthesia  can  be  induced  with  tribrome- 
thyla’cohol  in  an  almost  ideal  manner.  Con- 
valescence is  more  comfortable  and  there 
is  less  nausea  and  vomiting  than  with  other 
general  anesthetics.  In  our  opinion,  tri- 
bromethylalcohol has  a definite  place  among 
the  anesthetic1  agents  now  available. 

A review  of  the  foreign  literature  leaves 
one  confused  if  an  effort  is  made  to  evalu- 
ate tribromethylalcohol  as  a general  anes- 
thetic. When  used  alone  for  deep  anesthesia, 
its  use  is  attended  with  danger,  but  when 
used  as  a basic  anesthetic,  it  is  probably  one 
of  the  safest  agents  for  anesthesia.  We  feel 
that  the  use  of  tribomethylalcohol  with  gas 
or  novocaine,  combines  in  the  highest  degree 
excellence  and  safety  in  anesthesia. 

We  stress  the  fact  that  no  anestheic  is 
absolutely  safe,  and  the  same  precautions 
should  surround  the  administration  of  tri- 
bromethylalcohol that  attend  the  use  of  anv 
other  anesthetic.  Carelessness  will  be  penal- 
ized by  morbidity  and  mortality.  A con- 
scientious regard  for  the  safety  of  the  pa- 
tient demands  the  services  of  a well-trained 
anesthetist  in  every  maior  operation. 

DISCUSSION 

DR.  W.  H.  WOOLSTON,  Albuquerque,  N.  M.: 
Personally,  I have  never  used  tribromethylalcohol. 


but  have  talked  to  men  who  have  used  it  and  they 
did  not  seem  very  enthusiastic  ab'out  it.  Anything 
that  would  improve  our  type  of  anesthesia  would 
be  very  welcome.  Many  peoplee  with  tuberculosis 
cannot  undergo  the  ordinary  general  anesthetic. 
Spinal  anesthesia  is  coming  back  into  use  again, 
and  as  far  as  my  experience  with  it  is  concerned,  it 
has  been  satisfactory.  Sodium  amytal  has  been  used 
but  resolves  itself  into  a preliminary  anesthetic. 

DR.  F.  D.  VICKERS,  Deming,  N.  M.:  I have 
been  using  tribromethylalcohol  and  have  been  most 
favorably  impressed  with  it.  Dr.  Travers  has  cer- 
tainly covered  the  ground  very  thoroughly  in  his  pa- 
per. However,  I do  not  think  its  use  is  entirely  free 
from  danger.  I had  one  case  recently  where  I did 
not  give  a full  dose.  We  were  all  ready  to  begin  the 
operation  and  found  the  patient  had  stopped  breath- 
ing. We  had  to  do  artificial  respiration  and  final- 
ly brought  her  back  all  right,  but  did  not  operate. 
I once  had  the  same  experience  with  ether  in  a ton- 
sillectomy case.  I had  a tuberculous  patient  recent- 
ly, with  acute  appendicitis,  and  performed  operation 
under  gas  oxygen.  She  went  to  sleep,  appendix  was 
removed  and  she  was  carried  back  to  her  room, 
where  she  slept  two  or  three  hours. 

DR.  E.  F.  FRISBIE,  Albuquerque,  N.  M. : I 
should  like  to  ask  Dr.  Travers  how  tribVomethyl- 
alcohol  compares  with  sodium  amytal. 

DR.  TRAVERS  (closing)  : I believe  if  Dr.  Wool- 
ston  would  give  tribromethylalcohol  a trikl,  he 
would  be  pleased  with  the  results.  As  a rule,  with- 
in twenty  minutes  after  its  use,  the  patient  is  sound 
asleep.  Sodium  amytal  will  not  put  one  to  sleep  so 
easily. 


A RESUME  OF  DIET  THERAPY 
CARL  H.  GELLENTHIEN,  B.S.,  M.D., 

Medical  Director,  Valmora  Sanatorium,  Valmora, 
New  Mexico. 

(Read  before  the  New  Mexico  Medical  Society,  at 
its  Forty-Ninth  .Annual  Session,  at  Albuquerque,  N. 
M..  May  20-22,  1931.) 

In  conducting  a tuberculosis  sanatorium 
where  the  attending  staff  doctor  is  not  only 
physician  to  his  patient,  but  also  host,  and 
has  the  responsibility  and  absolute  control 
of  all  the  minor  activities  and  details  of  the 
patient’s  daily  life,  one  cannot  heln  but  feel 
impressed  and  become  interested  in  the  nu- 
merous fads,  fallacies  and  vagaries  of  diet. 

Science  and  research  are  adding  daily  to 
our  knowledge  of  diagnosis,  treatment,  and 
the  d;et  of  the  sick.  Our  progress  is  so 
rapid  that  it  is  difficult  to  keep  in  touch 
with  it  all.  Especially  intensive  is  the  in- 
quiry in  the  field  of  nutrition.  In  many 
dietary  cases,  as  well  as  in  the  entire  medi- 
cal field,  we  can  proceed  with  a certainty 
todav  which  a few  years  ago  was  purely  ex- 
perimental. At  the  time  of  the  ancients,  the 
sick  were  taken  to  the  public  bath  or  pool, 
or  to  the  important  highways,  and  left  there 
so  that  passers-by  might  offer  advice  and 
counsel.  And  even  today  the  average  pa- 
tient is  the  recipient  of  much  advice — far 
too  much — on  the  part  of  friends  and  rela- 
tives. 

When  primitive  man’s  use  of  reason  had 
progressed  to  such  a stage  where  he  was 
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able  to  supply  himself  with  plentiful  quanti- 
ties of  food,  he  began  to  be  particular,  and 
his  troubles  as  a result  of  faulty  diet  started. 
Today,  with  our  civilization  and  its  seden- 
tary occupations,  these  troubles  have  mul- 
tiplied. Professor  Evvard,  experimenting 
with  hogs  at  the  Iowa  State  College,  found 
that  if  various  grain  and  mineral  rations 
were  placed  in  open  bins  accessible  to  the 
hoys,  they  would  themselves  choose  the  ones 
that  gave  optimum  growth  and  development. 
Unfortunately,  man  is  governed  chiefly  by 
his  desires  and  he  usually  does  not  choose 
so  wisely.  Then,  today,  he  is  constantly  be- 
wildered by  the  food  faddists  and  others 
who  have  something  to  sell.  Sometimes, 
though,  it  is  the  physician  who  errs,  as  is 
evidenced  by  the  not  uncommon  occurrence 
of  scurvy  in  gastric  ulcer  patients,  who 
have  been/  put  on  a pasteurized  milk  diet. 

The  yeast  fad  is  an  outstanding  example 
of  the  distortion  of  partial  truths  into  mis- 
leading statements,  and  of  the  vitamin  hys- 
teria with  which  we  are  afflicted.  The 
yeast  companies  of  today  emphasize  the 
need  for  vitamins  B and  D in  the  dietary, 
and  recommend  the  use  of  yeast  three  times 
a day  for  nearly  every  human  ailment.  The 
fact  that  yeast  mav  be  beneficial  in  some 
conditions  is  definitely  established,  but, 
since  these  vitamins  are  found  to  be  plenti- 
ful in  the  average  dietarv.  surely  it  is  un- 
necessary to  recommend  the  indiscriminate 
use  of  yeast  as  a panacea.  Much  can  be 
said  about  the  vitamin  fad  which  is  so  pop- 
ular today,  but  I can  best  uuote  from  a re- 
cent article  by  Dr.  Alvarez:  “The  future  his- 
torian of  medicine  is  going  to  be  somewhat 
puzzled  when  he  comes  to  write  up  the  story 
of  the  vitamin  mania  of  the  twentieth  cen- 
tury. He  will  wonder  what  could  have  so 
frightened  the  dietitians  that  they  should 
have  behaved  each  day  as  if  a moment’s  re- 
laxation of  vigilance  would  plunge  all  their 
adult  patients  into  the  throes  of  scurvy, 
beriberi,  pellagra,  and  xerophthalmia. 

“Perhaps  one  reason  they  fear  these  dis- 
eases is  that  they  never  have  seen  them  and 
do  not  know  what  they  are. 

“Strange  as  it  may  seem,  there  is  no 
shadow  of  an  excuse  for  giving  roughage 
when  one  wants  to  supply  vitamins  or  chem- 
ical elements.  One  can  get  more  than 
enough  vitamins  ‘A’  in  butter,  more  than 
enough  of  the  two  ‘B’s  in  a little  yeast  or 
extract  of  wheat  kernel  obtainable  in  a drug 
store,  more  than  enough  ‘C’  in  a little  orange, 
and  more  than  enough  ‘D’  in  a little  tablet 
of  concentrated  cod  liver  oil  or  irradiated 
ergosterol. 

“Iron  may  be  obtained  in  many  foods  be- 


sides wheat  and  spinach.  Even  the  green 
chlorophyll  of  plants  now  can  be  obtained  in 
tablet  form,  so  there  is  no  real  need  for  the 
appearance  each  day  of  spinach  on  every 
sick  tray  in  ever  hospital  in  the  land. 

“In  most  cases,  as  when  a patient  is  going 
to  be  in  the  hospital  for  two  or  three  weeks 
after  an  operation,  it  is  only  a thoughtless 
or  ignorant  person  who  would  worry  about 
the  vitamin  content  of  the  diet.  Every  one 
who  eats  sensibly  has  enough  vitamins  stor- 
ed in  his  body  to  tide  through  a few  weeks 
or  even  months  of  semi-starvation.” 

Then  we  have  those  who  believe  that  pork 
is  so  indigestible.  It  is  interesting  to  note 
that  beef  leaves  the  stomach  in  two  and  a 
half  to  three  hours,  regardless  of  the  meth- 
od of  preparation,  and  that  pork  and  lamb 
leave  the  stomach  in  about  the  same  time. 
In  Europe,  the  prevalence  of  pork  trachina 
is  very  high  and  it  is  considered  an  unhealth- 
ful meat  to  eat  because  of  this.  In  this 
country,  trichinosis  is  almost  unknown,  due 
to  our  excellent  inspection  of  meat  by  the 
United  States  Department  of  Agriculture, 
and  to  our  methods  of  cooking.  Next,  the  no- 
tion has  spread  that  pork  is  unclean  meat 
because  one  frequently  sees  pigs  being  fed 
slop  and  living  in  filthy  sites.  The  fact  is, 
however,  that  the  chicken  is  frequently  dirti- 
er than  the  pig. 

It  is  true  that  some  people  do  not  digest 
fat  well,  and  cannot  tolerate  pork.  Because 
one  member  of  a family  cannot  eat  pork,  the 
rest  frequently  think  that  it  is  unhealthful 
also  for  them. 

The  “dangerous  food  combinations,”  or 
the  “acid  starch”  danger  theory  still  has 
its  promoters  despite  the  fact  that  there 
never  has  been  the  slightest  proof  that  foods, 
when  taken  alone,  can  be  more  harmful  than 
when  taken  together  in  any  combination. 
The  adherents  of  these  theories  believe  that 
harm  may  come  from  combinations  of  starch 
foods,  such  as  cereals,  with  acid  fruits,  and 
believe  the  theory  that  acid  prevents  the 
starch-splitting  action  of  saliva,  despite  the 
fact  that  there  has  never  been  the  slightest 
proof  that  fruits,  such  as  orange  or  grape- 
fruit eaten  with  cereals  and  milk,  are  harm- 
ful. Nor  is  there  any  scientific  reason  for 
restricting  the  diet  or  avoiding  the  acid 
fruits  in  connection  with  the  use  of  calomel. 

In  the  same  category  are  those  who  ex- 
pound on  the  harm  that  comes  from  the 
mixture  of  protein  and  starch  foods,  despite 
the  fact  that  meat  and  potatoes  have  been 
for  generations  the  most  important  items 
of  our  diet,  and  we  as  a race  seem  to  have 
thrived  fairly  well  on  it. 

Another  popular  misconception  is  that 
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fresh  vegetables  are  better  than  canned. 
Recent  work  has  shown  that  canned  vege- 
tables and  fruits  are  better  than  fresh  vege- 
tables and  fruits  as  cooked  by  the  average 
housewife.  The  canneries  are  usuallv  locat- 
ed close  to  the  source  of  sunnly,  so  that  the 
vegetables  can  rinen  in  the  normal  way. 
Then  they  are  put  in  the  individual  can.  with 
water  added,  sealed,  and  cooked  in  the 
vacuum,  which  does  not  require  such  a high 
temperature,  and  which  prevents  oxidiza- 
tion. The  housewife,  on  the  other  hand,  usu- 
allv gets  them  from  the  market  too  ripe  or 
not  ripe  enough,  and  then  she  adds  a lot  of 
water  and  cooks  them.  This  cooking  at  room 
atmospheric  pressure  destrovs  the  vitamin, 
and  then  the  cook  frequently  throws  away 
the  water  which  contains  the  minerals,  so 
that,  when  her  dish  iss  nut  on  the  table,  it  is 
mostlv  cellulose  and  most  of  the  minerals 
and  vitamins  are  gone. 

The  propaganda  for  whole-wheat  bread 
still  flourishes.  Its  advocates  attribute 
many  of  the  ills  of  mankind  to  milling  of 
the  grain  wh:ch  removes  the  bran.  They  as- 
sert that  white  bread  is  thus  denrived  of  im- 
portant vitamin  constituents,  ignoring  the 
fact  that  these  elements  are  sunplied  when 
bread  is  made  with  milk  and  eaten  with  but- 
ter and  in  other  constituents  of  the  diet. 
Today,  the  necessity  for  the  use  of  bran  is 
over-emphasized.  Bran  is  indigestible  and 
irritating.  Too  much  of  it  will  produce  a 
colitis.  As  a constituent  of  the  diet  it  is  not 
necessary  for  the  well  nor  ideal  for  the  sick. 
The  cellulose  of  cooked  vegetables  has  much 
more  to  commend  it. 

Cooked  foods  are  more  digestible.  Cooking 
of  vegetables  causes  the  starch  cells  to 
burst,  under  the  influence  of  heat,  and  so 
permits  a more  ready  access  of  the  digestive 
juices  to  the  starch.  Breads  and  cakes  are 
made  light  by  the  expansion  of  the  con- 
tained gases,  and  the  water  vaporizes  to 
make  the  mass  still  lighter.  While  this  re- 
action is  going  on,  the  albumins  coagulate 
and  fix  the  bread  in  this  light  state.  The 
carbohydrate  on  the  surface  is  partly  car- 
amelized, which  gives  the  whole  a more  at- 
tractive appearance  and  flavor,  and  thus 
makes  it  more  digestible. 

Hot  breads  are  usuallv  considered  to 
be  indigestive  but  are  well  borne  if  they 
are  light,  well  made,  and  eaten  slowly.  This 
is  also  true  of  pies,  if  the  crust  is  crisp  and 
not  soggy. 

When  meat  is  cooked,  the  connective  tis- 
sue is  loosened,  making  the  meat  more  easily 
chewed  and  more  easily  accessible  to  the  di- 
gestive juices.  Excessively  prolonged  cook- 
ing, however,  has  just  the  opposite  effect. 

Fats  and  oils  in  moderation  are  ordinarily 


well  borne.  Fried  foods  are  usually  well 
digested  if  they  are  fried  in  “deen  fat,” 
which  quickly  produces  a crusty  coagulum  on 
the  surface  and  so  prevents  the  penetration 
of  fat  to  the  interior  of  the  food.  If  they  are 
soaked  in  grease  they  are  indigestible  be- 
cause the  fat  prevents  ready  access  of  the 
digestive  juices. 

Mineral  oil.  which  is  commonly  used  for 
constipation,  is  indigestib'e  and  acts  as  if 
the  food  were  fried  in  thick  cold  grease. 

Cheese,  if  eaten  slowly  at  mealtime  as  a 
protein  food,  is  easily  digested.  Its  reputa- 
tion for  indigestibilitv  has  been  established 
bv  the  fact  that  it  is  ordinarily  eaten  late 
at  night,  between  meals,  or  at  the  end  of  a 
heavy  meal,  when  the  full  amount  of  protein 
has  already  been  taken. 

Candy  and  concentrated  sugar  solutions 
irritate  the  stomach  and  interfere  with  se- 
cretory and  motor  activity.  If  taken  in  small 
amounts  at  the  end  of  a meal  thev  do  no 
harm  and  give  one  a feeling  of  satietv. 

A cun  of  tea  and  a cun  of  coffee  contain 
approximately  the  same  amount  of  caffeine, 
and  are  objectionab’e  because  of  this  caffe- 
ine. It  is  also  possible  that  the  aromatic 
oils  in  coffee  may  be  irritating  to  the  stom- 
ach, but  there  has  been  no  proof  that  either 
tea  or  coffee  in  moderation  is  harmful  for 
a normal  individual. 

Chocolate  contains  the  bromine,  which  is 
c’oselv  related  to  the  caffeine  in  tea  and 
coffee,  and  is  irritating  to  the  gastro-intes- 
tinal  tract. 

Another  much  discussed  question  is 
whether  one  should  or  should  not  drink  wa- 
ter with  the  meals.  Drinking  fluids  with 
one’s  mea's  usuallv  means  that  the  food  is 
eaten  hastily,  and  is  not  chewed  well,  and  so 
is  not  desirable  with  ptotics.  With  a normal 
individual,  however,  a moderate  amount  of 
fluid  at  a meal  would  seem  to  be  desirable 
because  the  digestive  enzymes  work  better 
in  diluted  fluids. 

In  discussing  specific  diets  it  is  best  to 
consider  first  the  normal  and  then  proceed 
to  the  diets  in  disease. 

The  calories  required  by  the  average  nor- 
mal adult,  when  at  rest,  are  about  25  per 
kilogram  body  weight.  In  general,  the  av- 
erage man  weighing  approximately  154 
pounds  needs  1750  calories  daily  to  keep 
him  alive,  2100  to  2450  calories  at  rest,  2800 
to  3150  for  light  exercise,  and  3500  to  4200 
and  up  for  laborers.  Women  need  approxi- 
mately 500  calories  less.  As  a rule  it  is  not 
necessary  that  a person’s  requirement  be  as- 
timated  to  a nicety,  and  if  the  diet  approxi- 
mates the  above  requirements  it  will  be  sat- 
isfactory. 

The  necessary  substances  in  a normal 
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diet,  their  best  sources,  and  the  results  of 
failure  to  supply  the  necessary  substances 


in  a diet  are  best  shown  by  the  following 
table : 


ADEQUATE  DIET 

Substances  essential  Some  foods  which  may  be  considered 
in  an  adequate  diet:  sources  of  these  essential  substances. 

Oxygen  Air. 

Water  Water,  milk,  beverages,  almost  all  foods. 

Proteins  Milk,  meat,  eggs,  legumes,  grain,  animal 

(Amino  acids)  protein.  The  second  best  source  is  nuts, 

peas,  beans,  lentils  (legumin)  cereals,  soy 
beans.  The  vegetable  proteins  must  be 
supplemented  with  milk,  however. 

Carbohydrates  ...Starches,  sugars,  syrups,  grains,  tubers, 
fruits,  milk,  honey,  molasses  (also  con- 
tains minerals),  flour,  cereals,  grains, 
bread,  macaroni,  tapioca,  cornstarch, 
cakes,  cookies,  pastry,  potatoes,  dried 
fruit,  canned  fruit,  bananas,  grapes,  and 
plums. 

Pats  Butter,  lard,  egg  yolk,  fat  meat,  vegetable 

oil,  margerines,  milk,  oils,  cream,  cod  liver 
oil,  salt  pork,  bacon,  suet,  and  other  cook- 
ing fats,  fish,  nuts  and  olives. 

Minerals  Milk,  outer  coat  of  grains,  green  leaves, 

meats,  mineral  mixtures. 

Iron  Red  meats,  visceral  organs  (liver,  kidney. 

and  stomach),  green  vegetables,  egg 
yolk,  molasses,  dried  fruit  and  whole 
grain. 

Calcium  Milk,  cheese  (100  grams  contains  .930 

grams),  oatmeal,  peas,  beans  and  lentils. 

Phosphorus  The  phosphorus  in  the  diet  will  be  all  right 

if  the  calcium  is. 


Some  effects  of  the  lack  of  these  essen- 
tial substances: 

Failure  of  the  nerves  to  function — faint- 
ing. 

Thirst,  renal  impairment,  dehydration 
fever. 

Failure  to  grow;  loss  of  weight;  lowered 
stamina  and  vitality. 


Lack  of  energy  for  work  and  growth. 


Cellulose  or 

roughage  Fruits,  vegetables,  and  whole  grain  pri- 

marily. 

Vitamins: 

A Butter,  egg  yolk,  milk,  green  leaves,  yel- 

low grains,  yellow  tubers,  liver  and  liver 
oils,  cream,  spinach,  carrots,  tomatoes, 

F — lettuce,  cabbage,  cauliflower,  and  cod 

liver  oil. 

B - Outer  coverings  and  germ  of  grains, 

yeast,  tubers,  milk,  eggs,  fruits,  leaves, 
fresh  meat,  whole  grain, 

G vegetables,  yeast  and  liver. 

C Fresh  fruits,  fresh  leaves,  fresh  tubers, 

milk,  tomatoes  and  citrus.  It  should  be 
remembered  that  this  vitamin  is  destroyed 
by  cooking  and  pasteurizing. 

D Codliver  oil,  egg  yolk,  milk  from  cows 

receiving  direct  sunlight,  eggs  from  hens 
receiving  direct  sunlight,  substances  irra- 
diated with  ultra  violet  light.  Ultra  violet 
light  will  cause  the  development  of  this 
vitamin  in  the  animal  body. 

E Grains,  especially  wheat  germ,  liver, 

leaves. 


Lack  of  energy  for  work  and  growth. 

The  following  three  chief  functions  of 

the  minerals  are  interfered  with: 

(1)  They  contribute  overwhelmingly  to 
the  supporting  framework  of  the  body, 
the  bony  structure. 

(2)  They  take  part  in  the  formation  of 
many  organic  compounds,  such  as  nu- 

cleoproteins  and  phosphatids  and  thus 
form  an  integral  part  of  the  cell  struc- 
ture: every  cell  contains  mineral  ele- 
ments. 

(3)  They  circulate,  in  the  body  fluids  in 
various  combinations,  in  this  way  pre- 
serving the  osmotic  tension  of  the  plas- 
ma necessary  to  life  as  well  as  regulat- 
ing neutrality. 

Constipation. 

Stunted  growth,  xerophthalmia,  nervous 
symptoms,  lowered  resistance  to  colds, 
bronchitis,  pneumonia,  tuberculosis  and 
other  infections. 

Polyneuritis,  beriberi,  digestive  dis- 
turbances, and  pellagra. 


Scurvy. 


Rickets,  failure  to  utilize  calcium  and 
phosphorus  of  food,  resulting  in  nerve, 
muscle,  and  bone  disorders.  Predisposed 
to  tuberculosis,  especially  the  bone  type. 


Anemia,  sterility,  paralysis  in  young. 
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From  the  practical  standpoint,  the  nor- 
mal daily  diet  should  contain  one  pint  of 
milk,  two  servings  of  green  vegetables — one 
raw,  one  serving  of  fruit  raw,  two  servings 


of  protein  foods  and  of  foods  from  the  carbo- 
hydrate and  fat  group. 

In  attempting  to  compute  any  diet  it  is 
necessary  to  have  a table  of  food  values  sim- 
ilar to  that  of  Joslin  and  others  as  follows: 


Foods  arranged 

approximately  according  to  content  of 

carbohydrates: 

5% 

10% 

15% 

20% 

Reckon  average  carbohydrate  in  5%  veg. 

as  3%,  of  10% 

veg.  as  6%. 

l%-3% 
Lettuce 
Cucumbers 
Spinach 
Asparagus 
Rhubarb 
Endive 
Marrow 
Sorrel 
Sauerkraut 
Beet  Greens 
Dandelions 
Swiss  Chard 

3% -5% 
Tomatoes 
Brussels  Sprouts 
Water  Cress 
Sea  Kale 
Okra 

Cauliflower 
Egg  Plant 
Cabbage 
Radishes 
Leeks 

Strong  Beans 
(ver-'  voung) 

10% 

String  Beans 
Pumpkin 
Turnip 
Kohl-Rabi 
Squash 
Beets 
Carrots 
Onions 
Green  Peas 
(very  young) 

15% 
Green  Peas 
Jerusalem 
Artichokes 
Parsnips 
Lima  Beans 
(very  young) 

20% 

Potatoes 
Shell  Beans 
Baked  Beans 
Green  Corn 
Boiled  Rice 
Boiled  Macaroni 

Strawberries 

Raspberries 

Plums 

Celery 

Broccoli 

Lemons 

Currants 

Bananas 

Mushrooms 

French  Arti- 

Cranberries 

Apricots 

Prunes 

chokes 

Ripe  Olives — (20%  fat). 
Grapefruit 

Peaches 

Pineapple 

Blackberries 

Oranges 

Pears 

Apples 

Blueberries 

Cherries 

Ice  Cream 

1 gram  protein  4 calories 

1 gram  carbohydrate  4 calories 

1 gram  fat  9 calories 


C.25  gram  protein  contain  1 g.  nitrogen. 


A patient  “at 

rest’’  requires  25 

calories 

per  kil 

30  Grams  1 oz. 

Carbohy- 

Protein 

Fat 

Calo 

Contain  app’xm’tly  drates  g. 

Grams 

Grams 

ries 

Vegetables  5%  ... 

..  1 

0.5 

0 

6 

Vegetables  10% 

2 

0.5 

0 

10 

Shredded  Wheat  . 

23 

3 

0 

104 

(6  triscuits) 

Uneedas,  two  ... 

...10. 

1 

1 

53 

Potato  

6 

1 

0 

28 

Bread  

...18 

3 

0 

84 

Oatmeal  dry  wt.  . 

20 

5 

2 

118 

Oysters,  six  

....  4 

6 

i 

49 

Milk 

1.5 

1 

i 

19 

Meat  (cooked,  lean)  0 

8 

5 

77 

Fish 

0 

6 

0 

24 

Chicken  . 

0 

8 

3 

59 

(cooked,  lean) 

Egg  (one)  

....  0 

6 

6 

78 

Cheese  

0 

8 

11. 

131 

Bacon  

0 

5 

15 

155 

Cream,  20%  

1 

1 

6 

62 

Cream,  40%  

1 

1 

12 

116 

Brazil  Nuts  

2 

5 

20 

208 

Butter  

....  0 

0 

25 

225 

Oil  

. . 0 

0 

30 

270 

Foods  Without  Food  Value.  May  be  taken  as  desired: 
Agar  agar,  Clear  Coffee,  Cocoa  shells,  Mineral  oil, 
Starch  free  bran  cereal,  Broth  (skimmed),  Clear 
tea,  Cracked  cocoa,  Starch  free  bran  biscuits, 
Thrice  boiled  vegetables. 


1 kilogram=2.2  pounds. 

30  grams  (g)  or  cubic  centimeters  (e.c) 
=1  ounce. 

Household  measures: 

1 flat  teaspoonful=5  grams. 

1 flat  tablespoonful=15  grams. 

1 he.aping  tablespoonful,  cut  meat  or 
fish=30  grams. 

1 water  glass  full=250  grams. 

1 egg  weighs  50  grams, 
ogram  body  weight. 


DIET  IN  DISEASE 

Diabetes:  One  of  two  procedures  is  indi- 
cated. First:  An  attempt  should  be  made  to 
cut  down  the  potential  glucose  in  the  diet, 
and  it  should  be  remembered  that  protein 
and  fat  will  "ive  glucose.  A normal  diet  can 
be  given  and  the  deficiency  made  uo  with 
insulin  to  take  care  of  the  carbohydrate  and 
to  keep  the  urine  sugar  free.  The  diet,  or 
insulin,  must  usually  be  kept  up  forever. 

Obesity:  High  carbohydrate  and  fat 

should  be  left  out  and  green  vegetables  of  5 
per  cent  carbohydrate  group,  as  lettuce,  cu- 
cumbers, spinach,  asparagus,  sauerkraut, 
celery,  tomatoes,  cauliflower,  eggplant, 
string  beans  and  so  forth,  should  be  supple- 
mented. 

Underweight:  The  diet  should  be  a 

normal  diet,  plus  carbohydrates  and  fats,  as 
milk,  sugar,  frosted  cakes,  cheese  and  crack- 
ers, peanut-butter.  It  is  interesting  here  to 
rote  that  obese  patients  seem  to  be  better 
satisfied  with  three,  regular  meals,  rather 
than  frequent  feedings. 
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Spastic  Constipation:  This  should  be  a 
normal  diet,  except  that  the  roughage  or 
cellulose  is  broken  up  by  cooking  and  the 
fruits,  and  so  forth,  pureed. 

Atonic  Constipation:  The  diet  should  be 
a normal  one  plus  increased  vegetables  and 
fruits.  Green  vegetables,  or  roughage,  at 
supper  helps  for  a bowel  movement  in  the 
morning. 

Stomach  Ulcers:  This  diet  should  be  sim- 
ilar to  the  one  used  for  spastic  constipation, 
the  attempt  being  to  prevent  mechanical  ir- 
ritation. Vitamins  B and  C are  important, 
and  in  order  to  be  sure  that  they  are  plenti- 
ful, strained  diluted  orange  juice  and  dried 
yeast  should  be  taken. 

Pernicious  Anemia:  A normal  diet  plus 

large  amounts  of  liver.  The  liver  must  be 
kent  up  forever. 

Secondary  Anemia:  A normal  diet  with 
plenty  o+’  eggs,  red  meat,  and  vegetables. 

Nephritic:  A normal  diet,  but  limit  the 
salt,  and  the  proteins  should  be  low.  Never 
give  a nephritic  a salt  shaker  at  the  table. 

Nephroses:  Give  a high  protein  diet. 

Pregnancy:  A normal  diet  with  plenty  of 
milk,  fruit  and  vegetables.  Milk  supplies  cal- 
cium, phosphorus,  and  a good  quality  of 
protein  in  addition  to  the  vitamins,  and  so 
forth.  One  should  have  a quart  of  milk  in 
addition  to  the  normal  diet,  daily. 

Ulcerative  Colitis,  Dysentery.  Diarrhea: 
The  diet  should  be  low  in  roughage,  that  is, 
fruits,  vegetables,  whole  grains,  cereals, 
bread.  Should  have  liver,  strained  orange 
juice,  strained  fruits  and  vegetables.  Pro- 
teins should  be  increased  with  eggs,  meat 
and  cheese.  Fat  and  carbohydrates  should 
be  decreased.  Sugars  ferment  and  form  gas. 
Avoid  tea  and  coffee,  spices,  and  foods  that 
are  either  too  hot  or  too  cold 

Allergy,  Hyoersensitiveness,  Idiosyncrasy: 
The  diet  should  consist  of  rice,  beef,  butter, 
and  sugar  for  a few  days  until  symptoms 
are  gone.  Then  gradually  add  other  articles 
and  watch  for  symptoms. 

CONCLUSION 

In  computing  diets,  it  is  best  to  determine 
first  the  normal  and  then  add  or  subtract 
individual  items  as  necessary  for  the  case 
under  consideration. 

The  caloric  requirements  need  not  be  cal- 
culated to  a nicety,  and  from  the  practical 
standpoint,  the  normal  daily  diet  for  an 
adult  should  contain  one  pint  of  milk,  two 
servings  of  green  vegetables,  one  raw,  one 
serving  of  fruit,  raw,  two  servings  of  pro- 
tein foods  and  of  foods  from  the  carbohy- 
drate and  fat  group. 
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DISCUSSION 

DR.  CURTIS  ROSSER,  Dallas,  Texas:  I should 
like  to  have  an  opportunity  to  discuss  this  paper  be- 
cause I think  it  is  a well  balanced  one  and  because 
I feel  that  no  paper  along  these  lines  should  pass 
without  some  discussion.  Apparently  the  exciting 
spur  in  the  great  human  race  is  a three-fold  col- 
lection of  S’s — spirits,  sex,  sustenance.  The  search 
for  sustenance  is  a continuous  spur  and  brings  with 
it  the  problem  of  what  to  eat.  There  have  been 
some  very  important  scientific  investigations  made 
in  connection  with  the  subject  of  diet,  but  along 
with  them  there  has  been  a hook-up  of  commercial 
interests.  The  question  of  diet  has.  become  as  much 
a commercial  item  as  Christmas  is  with  the  de- 
partment stores.  Most  of  us  do  what  the  adver- 
tisements and  magazines  tell  us  to  do,  and  there- 
fore we  are  on  a diet  ranging  from  sunkissed  oran- 
ges to  all  kinds  of  bran  and  yeast.  As  a matter  of 
fact.  Battle  Creek  is  probably  responsible  for  the 
origin  of  much  of  this  advertising  campaign,  but 
what  is  good  for  the  king’s  horses  is  not  necessar- 
ily good  for  the  king’s  men.  Mother  may  have 
made  you  eat  carrots  back  in  the  old  days  and  now 
the  wife  makes  you  eat  spinach,  and  now  we  take 
a Lucky  Strike  instead  of  a sweet.  Last  month 
the  Texas  Legislature  put  a tax  on  cigarettes  and 
now  we  will  have  to  go  back  to  the  sweets.  These 
fads  do  not  seem  to  accomplish  anything  except 
perhaps  some  of  our  patients  are  getting  too  much 
dieting,  especially  along  certain  lines,  and  in  my 
opinion  we  are  going  to  have  to  fight  to  keep  this 
thing  down. 

DR.  R.  O.  BROWN,  Santa  Fe,  N.  M.—I  found 
the  paper  very  interesting  indeed  and  think  that 
there  is  a great  deal  of  misapprehension  as  to  what 
to  do  when  we  put  food  in  our  mouths.  The  great- 
est error  that  is  indulged  in  is  not  in  eating  in- 
sufficiently, but  in  very  frequently  eating  far  too 
much.  I have  been  very  much  interested  in  the 
work  of  the  Sansom  group  at  the  Santa  Barbara 
Hospital,  and  to  my  mind  their  theory  seems  to 
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work  out  better  than  anything-  else  in  connection 
with  a properly  balanced  diet. 

DR.  S.  L.  BURTON,  Albuquerque,  N.M.:  I was 
very  much  interested  in  Dr.  Gellenthein’s  paper 
and  in  Dr.  Rosser’s  talk.  I think  we  are  all  guilty 
of  not  doing  what  we  should  do  in  assisting  our 
patients  to  diet,  but  I think  we  shoulld  use  judg- 
ment in  showing  them  what  they  should  eat  and 
seeing  that  they  get  it  in  the  right  proportion. 

DR.  GELLENTHEIN,  in  closing,  related  inci- 
dents in  connection  with  the  introduction  of  cocoa 
and  other  foods  in  bygone  days. 

INJECTION  TREATMENT  OF  VARICOSE 
VEINS. 

J.  L.  MURPHY,  M.  D. 

El  Paso,  Texas 

(Read  before  the  El  Paso  County  Medical  Society, 
El  Paso,  Texas,  May  25,  1931.) 

The  purpose  of  my  paper  may  be  briefly 
summarized  as  follows:  First,  to  present 
the  past  and  present  knowledge  of  the  injec- 
tion treatment  of  varicose  veins ; second,  to 
enumerate  the  solutions  most  commonly 
used  at  the  present  time ; third,  to  outline 
the  technic  of  the  injection  method;  fourth, 
to  summarize  the  indications  and  contra-in- 
dications to  treatment ; fifth,  to  emphasize 
the  rationale  of  this  method  of  treatment ; 
and  last,  to  emphasize  its  practical  use. 

In  discussing  the  history  of  the  injection 
treatment  of  varicose  veins,  it  is  only  neces- 
sary to  go  back  as  far  as  the  history  of  the 
hypodermic  syringe.  In  1945  Rvnd,  a French 
physician,  introduced  the  syringe  as  a meth- 
od of  administering  medication  hypoder- 
mically and  intravenously.  In  1853  it  was 
Pravaz  who  popularized  the  syringe  method 
of  administering  medicine  and  who  was  the 
first  to  observe  the  obliteration  of  veins  by 
injection  of  caustic  solutions.  He,  in  collab- 
oration with  Chassaignac,  did  considerable 
work  of  obliterating  varicose  veins  with  fer- 
ric chloride  solution,  which  was  indeed  very 
irritating  and  not  altogether  satisfactory, 
Among  the  other  solutions  used  by  various 
men  of  the  times  were  iodo-tannic  liquor, 
red  iodide  of  mercury,  tincture  of  iodine,  five 
per  cent  alcohol  and  five  per  cent  phenol.  It 
must  be  remembered  that  this  was  the  time 
when  Pasteur  and  Virchow  were  just  intro- 
ducing bacteriology  and  pathology ; hence, 
asepsis  was  practically  unknown  and  hazard- 
ous comp’ications,  such  as  sloughs,  thrombo- 
sis, gangrene,  embolism  and  septicemia, 
were  common.  This  then  led  the  Surgical 
Congress  of  Lyon  in  1894  to  hold  the  method 
too  dangerous  and  impracticable.  Little 
more  work  was  done  upon  the  subject  until 
1911,  when  Blum,  in  treating  diabetic  coma 
with  intravenous  injections  of  sodium  bicar- 
bonate, observed  the  obliteration  of  veins 
without  inflammation,  pain,  or  embolism. 
From  this  time  until  1921  the  injection  treat- 


ment of  varicose  veins  may  truly  be  said  to 
have  passed  through  its  renaissance.  Lisner, 
in  the  treatment  of  syphilis,  noticed  that 
mercuric  chloride  gave  satisfactory  oblitera- 
tion of  veins,  and  in  1922  he  changed  to 
sodium  chloride  because  mercuric  chloride 
in  large  doses  gave  systemic  reactions.  So- 
dium chloride  at  the  present  is  in  very  com- 
mon use.  During  the  war,  it  was  Sichard 
who  put  the  injection  treatment  on  a ration- 
al basis,  and  to  him  must  be  given  credit  for 
the  restoration  of  a very  valuable  surgical 
procedure  which  was  started  by  Pravaz  some 
seventy  years  before.  Sicard’s  observation 
resulted  from  the  use  of  alkaline  solutions 
with  their  excellent  sclerosing  properties  in 
the  veins  of  the  arm.  In  1921  he  introduced 
sodium  salicylate,  which  is  also  a very  com- 
monly used  solution  at  the  present  time.  By 
1924,  he  renorted  thousands  of  cases  and  no 
fatalities.  The  results  of  these  French  work- 
ers soon  spread  to  England,  Sweden,  Aus- 
tria, and  this  country.  Forestier,  in  1928,  re- 
ported five  thousand  cases  of  varicose  veins 
treated  with  various  solutions  and  no  embo- 
lism or  fatality  resulting.  At  the  present 
time  many  clinics  in  this  country  have  en- 
tirely  done  away  with  operative  measures 
and  are  using  altogether  the  intravenous 
method. 

In  order  to  understand  this  method  of 
treatment  we  must  briefly  recall  the  anatomy 
and  physiology  of  the  circulation  in  the  lower 
extremities.  First,  the  histology  of  the  vein 
wall  itself  should  be  recalled.  There  are 
three  distinct  layers  composing  the  wall : 
namely,  the  intima,  with  its  cuboid  epithe- 
lium and  underlying  elastic  membrane;  sec- 
ond, the  media,  which  is  comeosed  mostly  of 
smooth  muscle  and  some  fibrous  element ; 
and,  third  the  adventitia,  which  is  composed 
almost  entirely  of  fibrous  element.  The 
media,  in  a normal  vein,  is  the  thickest 
layer.  In  the  varicose  vein,  the  smooth 
muscle  of  the  media  is  almost  entirely  lost. 
Next,  we  must  understand  the  venous  drain- 
age of  the  leg.  It  will  be  recalled  that  there 
are  two  systems  of  veins:  first,  the  deep, 
comprising  the  tibials,  the  popliteal  and  the 
femoral  from  below  upward;  second,  the  su- 
nerfic’al.  with  the  long  and  short  saphenous. 
Between  these  two  systems  there  are  anas- 
tamosing  branches  numbering  four  to  six.  In 
the  deep,  the  superficial,  and  the  anasta- 
mosing  branches,  there  are  found  valves 
with  their  free  edge  directed  upward.  In  the 
long  saphenous  alone,  it  is  estimated,  there 
are  from  six  to  twelve  valves.  The  deep 
circulation,  by  virtue  of  its  position  in  the 
muscles  and  fascia  of  the  leg,  prevents  vari- 
cosities, while  the  superficial,  located  as  it 
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is  in  the  subcutaneous  fat,  is  less  well  sup- 
ported and  more  prone  to  their  formation. 

In  spite  of  the  various  theories  of  the  eti- 
ology of  varicose  veins,  there  is  very  little 
definitely  known  at  the  present  time.  There 
are  many  factors  which  are  known  to  be  as- 
sociated with  the  formation  of  varices,  but 
no  one  condition  explains  the  whole  story. 
First,  the  infection  theory  is  held  by  many 
because  it  is  common  knowledge  that  vari- 
cose veins  often  develop  after  prolonged  gen- 
eralized infection,  such  as  typhoid,  diphthe- 
ria. pel’agra,  inf’uenza,  and  many  other  de- 
bilitating diseases  which  tend  to  lower  the 
tone  of  the  blood  vessels.  To  the  pathologist, 
it  is  common  knowledge  that  there  is  a mild 
peripMebiUs  in  varicose  veins  and  the  con- 
version of  the  smooth  muscle  to  fibrous  tis- 
sue. It  is  believed  that  the  infection,  or  the 
toxin  from  the  infection,  first  involves  the 
valves  and  secondly  the  walls  of  the  veins. 
The  next  theory,  introduced  bv  Sicard,  is 
that  the  endocrines,  especially  the  ovary  and 
thvroid,  plav  a part  in  the  causation  of  vari- 
cose veins,  since  they  are  so  frequently  as- 
sociated with  pregnancies  and  the  meno- 
pause. Against  this  theory,  the  administer- 
ing of  the  various  endocrines  has  not  cured 
or  limited  the  formation  of  varices.  It  is 
common  knowledge  that  pelvic  tumors,  with 
their  resulting  pressure  upon  the  iliac  veins, 
do  cause  enlarged  veins  of  the  legs.  Too, 
varicose  veins  are  often  associated  with 
other  things  which  increase  the  intra-abdom- 
inal pressure,  such  as  coughing  in  chronic 
bronchitis.  The  theory  of  mechanical  ob- 
struction from  tight  bands,  such  as  garters, 
seems  to  be  the  least  important.  Age  inci- 
dence is  as  follows:  From  twenty  to  thirty, 
18  per  cent ; from  thirty  to  forty,  27  per  cent ; 
from  fortv  to  fifty,  24  per  cent ; and  from 
fifty  to  sixty,  16  per  cent.  As  to  sex,  the 
occurrence  is  equal  up  to  the  age  of  twenty 
and  after  that  it  is  four  times  more  common 
in  the  female  than  in  the  male.  Heredity  has 
played  a part  in  from  only  6 to  10  per  cent 
of  the  cases.  Occupations  requiring  standing 
in  one  position  for  long  hours,  such  as  bar- 
bers, clerks  and  so  forth,  seem  to  be  an 
added  factor. 

To  understand  the  mechanism  involved  in 
the  production  of  varicose  veins,  we  must 
also  understand  the  physiology  of  the  cir- 
culation in  the  legs  and  its  variation  from 
the  normal,  with  the  resulting  pathology. 
Normally,  both  the  deep  and  superficial 
venous  system  drain  'blood  from  the  ex- 
tremity toward  the  heart.  The  deep  circula- 
tion is  aided  in  its  work  by  the  negative  ab- 
dominal pressure,  as  a result  of  respiration, 
plus  the  pumping  action  of  the  muscles  in 
the  leg.  The  superficial,  on  the  other  hand, 


which  is  supported  by  fat,  must  depend  en- 
tirely upon  the  negative  abdominal  pres- 
sure. Hence,  under  normal  conditions,  when 
the  valves  of  both  systems  are  functioning 
perfectly,  it  is  easily  seen  that  the  deep  cir- 
culation is  by  far  the  most  efficient.  Let  us 
suppose  now  that  the  valves  in  both  systems 
are  destroyed  bv  some  disease  process,  then 
in  the  superficial  circulation,  having  only  the 
negative  abdominal  pressure  to  assist  it,  and 
with  no  valves  in  the  inferior  vena  cava  or 
the  iliac  veins,  there  will  be  a column  of 
blood  extending  from  the  foot  to  the  right 
auricle  of  the  heart.  This  proves  too  much 
for  the  superficial  circulation,  and  the  walls 
of  the  vein  must  distend  to  compensate.  The 
result  is  a reversed  flow  of  blood  in  the  su- 
perficial circulation  and  the  blood  finds  its 
way  from  the  superficial  to  the  deep  circula- 
tion by  means  of  the  communicating 
branches,  and  must  be  carried  back  to  the 
heart  by  the  deep  valves.  But  in  part,  at 
'east,  this  same  blood  is  spilt  back  into  the 
superficial  circulation  again  at  the  sapheno- 
femoral  junction.  Then  we  have  a reversed 
flow  in  the  superficial  circulation  of  blood 
which  is  poorly  oxygenated.  This  leads  to 
malnutrition  of  the  tissues,  especially  in  the 
lower  leg,  which  lymphatic  edema  and  later 
sclerosis  and  lowered  resistance  to  infection. 
It  is  necessary  now  only  to  receive  a slight 
injury,  and  a var'cose  ulcer  is  the  result. 
McPheeters,  of  Minnesota,  who  has  done 
considerable  work  on  the  injection  treat- 
ment of  varicose  veins,  has  proved  this  re- 
verse flow  by  injecting  lipiodol  high  in  the 
saphenous  and  observing  its  course  distally 
by  means  of  the  x-ray. 

Since  it  is  the  purpose  of  this  method  of 
treatment  to  form  obliterating  thrombi  in 
the  lumen  of  the  veins,  it  is  only  logical  that 
one  of  the  greatest  criticisms  against  this 
method  would  be  the  production  of  emboli. 
But  with  this  explanation  and  proof  of  the 
reversed  circulation  in  the  veins  so  treated, 
one  can  see  that  any  emboli  formed,  instead 
of  going  to  the  main  circulation,  would  trav- 
el distally  into  a small  section  of  the  vein 
and  would  have  to  pass  through  even  smaller 
communicating  branches  between  the  two 
systems  of  veins  before  they  could  get  into 
the  general  circulation.  These  emboli  have 
been  found,  in  pathological  sections,  to  have 
lodged  in  the  various  branchings  of  the  veins 
distal  to  the  point  of  thrombosis. 

In  the  consideration  of  the  various  solu- 
tions, I have  mentioned  in  the  history 
strong  caustic  solutions,  which  soon  met 
their  death.  The  following  is  a list  of  the 
more  common  solutions  in  use  today,  in  their 
order  of  importance,  as  used  by  McPheeters. 
First,  calarose,  which  is  an  invert  and  cane 
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sugar;  second,  quinine  and  urethane;  third, 
invertose,  50  to  70  per  cent  solution;  fourth, 
sodium  salicylate,  20  to  40  per  cent  solution ; 
and,  fifth,  sodium  chloride,  20  per  cent  so- 
lution. Sodium  chloride  is  very  irritating 
and  when  injected  outside  of  the  vein  it 
gives  a slough.  It  is  used  chiefly  in  the 
larger  varices,  where  thrombosis  is  difficult 
with  the  more  mild  solutions.  Glucose  and 
other  sugar  solutions  are  not  as  effective 
and  give  intense  cramp  from  three  to  five 
minutes  following  injection.  An  equal  mix- 
ture of  20  per  cent  sodium  chloride  and  50 
per  cent  glucose,  I believe,  is  the  most  ef- 
ficient and  practical  of  all  the  solutions. 
Quinine  and  urethane  are  very  effective  and 
painless,  but  only  2 c.c.  can  be  given  at  a 
single  time  due  to  its  systemic  effect. 

Before  any  injections  are  attempted,  one 
must  first  test  the  circulation  of  the  leg,  for 
this  we  have  the  so-called  Trendelenburg 
test.  This  is  merely  a test  of  the  presence 
or  absence  of  the  reversed  flow  in  the  saph- 
enous. The  patient  is  asked  to  stand  and 
the  varices  are  noted.  Then  the  patient  is 
asked  to  lie  down  and  the  leg  is  elevated  to 
drain  the  superficial  system.  Pressure  is  now 
made  over  the  sapheno-femoral  junction  suf- 
ficient to  block  the  saphenous  body,  and  then 
the  patient  is  asked  to  stand.  If  the  vein 
fills  s'owly,  sav  in  20  to  30  seconds,  the 
Trendelenburg  test  is  negative  for  we  do 
not  have  a back  flow,  but,  instead,  the 
saphenous  is  filled  naturally.  This  also 
proves  that  the  valves  in  the  communicating 
branches  are  functioning.  Next  repeat  the 
experiment,  relieve  the  pressure  over  the 
saphenous  quickly  and  if  the  vein  fills  sud- 
denly, in  from  5 to  10  seconds,  the  Trendel- 
enburg test  is  positive  because  the  blood  is 
draining  backward  from  the  femoral  vein 
into  the  saphenous  and  a reverse  flow  is  in 
evidence. 

The  injection  treatment  of  varicose  veins 
is  definitely  contra-indicated  when  it  is 
proved  that  for  any  reason  the  deep  circula- 
tion is  not  functioning,  so  we  next  apply  a 
tight  bender  bandage  over  the  varices,  thus 
depleting  the  superficial  circulation,  and  ask 
the  patient  to  walk  briskly  for  a few  min- 
utes. If  there  is  no  cramping  or  aching,  we 
know  that  the  deep  circulation  is  function- 
ing and  the  obliteration  of  the  superficial 
circulation  is  justified.  This  test  is  called 
the  Perthe  modification  of  the  Trendelen- 
burg. 

The  technic  of  the  injection  method  is 
something  that  must  be  worked  out  by  the 
individual  clinician,  but  the  clinician  must 
understand  the  pathology  of  varicose  veins 
in  order  to  develop  a technic  that  is  logical 
and  effective.  A thorough  history  and 


physical  examination  of  the  patient  must  be 
done  first,  or  we  will  make  grave  mistakes, 
as  will  be  seen  later  in  the  contra-indications 
to  treatment.  Next,  the  patient  is  asked  to 
stand,  exposing  both  legs  so  that  the  vari- 
cosities are  in  plain  view.  The  following 
technic  is  that  used  by  MePheeters.  The  en- 
tire leg  is  bathed  in  alcohol  and  the  more 
prominent  varices  are  marked  with  mercuro- 
chrome  or  iodine.  The  patient  is  next  placed 
on  the  table  and  the  injections  begun  from 
below  upward.  Two  tourniquets  are  applied, 
about  six  inches  apart,  after  the  leg  has 
been  elevated  and  the  veins  depleted  of  their 
blood.  The  needle  is  introduced  and  the  so- 
lution injected  in  sufficient  amount  moder- 
ately to  distend  the  vein.  The  needle  is  left 
in  the  vein  from  three  to  five  minutes,  or 
until  the  solution  has  had  time  to  act  upon 
the  intima.  If  the  needle  is  withdrawn  too 
quickly,  some  of  the  solution  may  leak  out 
and  cause  a slough,  or  if  the  needle  is  with- 
drawn quickly  and  pressure  is  applied  over 
the  site  of  its  introduction,  the  solution  that 
has  been  injected  will  be  pushed  away  and 
become  diluted  with  blood,  and  our  purpose 
defeated.  Next,  a small  gauze  sponge  is 
placed  over  the  site  of  the  injection  and  an 
adhesive  plaster  over  this,  to  hold  it  snugly  in 
place.  The  number  of  injections  varies  with 
the  clinician,  but  MePheeters  likes  to  inject 
all  the  varices  at  one  time.  After  he  has 
injected  all  the  varices  between  the  two 
tourniquets,  he  applies  another  tourniquet 
six  inches  higher  and  continues  his  injec- 
tions. After  the  entire  leg  has  been  inject- 
ed, he  raises  the  leg  high  to  drain  out  any 
excess  of  the  sclerosing  solution,  so  that  it 
will  not  get  into  the  deep  circulation  and 
cause  thrombosis  there.  The  entire  leg  is 
then  supported  from  below  upward  with  an 
elastic  Ace  bandage.  He  then  asks  the 
patient  to  walk  for  a few  minutes.  This  also 
aids  in  relieving  the  deep  circulation  of  ex- 
cess solution  due  to  the  pumping  action  of 
the  muscles  on  the  veins.  In  three  or  four 
months,  he  has  his  patients  come  back  so 
that  any  scattered  varices  may  be  taken  care 
of. 

The  armamentarium  for  this  method  of 
treatment  is  very  small.  All  that  is  neces- 
sary is  a 5 to  10  c.c.  syringe,  which  can  be 
easily  manipulated  with  one  hand,  a 21  to  25 
gauze  needle,  varying  with  the  type  of  so- 
lution that  is  being  used  (the  needle  should 
be  about  % to  1 inch  in  length,  of  a short 
bevel  and  very  sharp),  two  tourniquets,  two 
or  three  Ace  cotton  elastic  bandages,  and 
a few  gauze  sponges. 

The  indications  and  contra-indications 
vary  with  the  physician,  but  it  is  generally 
conceded  that  all  varices  can  be  treated  by 
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this  method  where  the  general  condition  of 
the  patient  permits  and  when  the  deep  cir- 
culation is  sufficient  to  carry  all  the  return- 
ing blood  from  the  extremity.  Some  of  the 
more  common  contra-indications  are  as  fol- 
lows: First,  the  history  or  the  presence  of 
an  attack  of  acute  thrombo-phlebitis,  which 
has  destroyed  the  deep  circulation ; second, 
chest  or  pelvic  pathology  should  be  eliminat- 
ed, if  present,  before  treating  the  veins ; 
third,  varicose  veins  associated  with  ele- 
phantiasis should  not  be  treated,  due  to  the 
already  poor  circulation  associated  with  the 
elephantiasis ; fourth,  treatment  is  also  con- 
tra-indicated, or  should  be  carefully  guarded, 
in  the  arterio-sUerosis  of  the  aged,  in  car- 
diac decompensation,  hyperthvrodism,  and 
in  latent  tuberculosis ; and  fifth,  it  is  defi- 
nitely contra-indicated  in  thrombo-angitis 
obliterans.  In  diabetes,  the  diabetic  condi- 
tion should  be  taken  care  of  first,  or  gan- 
grene might  result. 

Earlier  in  this  discussion  I mentioned  the 
mechanism  of  ulcer  formation.  It  is  past 
the  limit  of  this  paper  to  discuss  in  full  the 
treatment  of  varicose  ulcers.  Briefly,  ulcers 
respond  very  favorably  when  supportive  and 
injection  treatments  are  carried  out  togeth- 
er. The  ulcer  is  first  treated  with  10  per 
cent  silver  nitrate  and  covered  with  a gauze 
saturated  with  some  antiseptic  ointment, 
preferably  containing  zinc  oxide.  Over  this 
is  placed  a large  sponge  and  this  is  snugly 
compressed  with  an  ordinary  gauze  bandage 
to  hold  it  in  place.  The  entire  foot  and  leg  is 
then  supported  with  an  Ace  bandage  and,  at 
a later  date,  varices  in  the  region  of  the  ulcer 
are  iniected.  This  method  is  far  superior  to 
any  of  the  various  surgical  procedures  pre- 
viously used. 

It  is  only  left  now  to  discuss  the  safety 
and  rationale  of  this  method  of  treatment  in 
comparison  with  operative  measures.  Mc- 
Pheeters,  from  questionnaires  sent  out  to 
surgeons  over  all  the  country,  received  the 
following  data:  Out  of  6771  operative  cases, 
there  were  35  deaths  from  postoperative 
pulmonary  embolism,  or  .53  per  cent,  and  37 
non-fatal  cases.  The  average  stay  in  the 
hospital  was  15.1  days.  On  an  average  the 
patients  resumed  their  work  in  34.8  days.  A 
check  up  as  to  recurrence  at  the  end  of  one 
year  showed  5 per  cent,  and  at  the  end  of 
five  years,  19.2  per  cent.  In  comparison 
with  this,  out  of  53,000  cases  treated  by  the 
injection  method,  there  were  only  four  fatal- 
ities, or  .00754  per  cent  as  compared  to  53 
per  cent  from  operations.  This  is  exactly 
seventy  times  less.  As  to  recurrence,  Kil- 
bourne,  of  Los  Angeles,  collected  the  follow- 
ing data  from  questionnaires:  Out  of  1400 


operative  cases,  there  was  30  per  cent  recur- 
rence, while  the  average  recurrence  after 
the  injection  method  is  only  6 per  cent,  or 
one-fifth  that  after  operation. 

The  complications  may  be  briefly  summar- 
ized as  follows:  First,  embolism,  which  we 
have  just  discussed;  second,  sclerosing  phle- 
bitis, which,  after  all,  is  not  a complication 
but  a desired  effect  because  it  obliterates 
the  entire  saphenous  and  has  never  caused  a 
fatality  as  far  as  is  known.  In  this  condi- 
tion there  is  some  tenderness  and  pain  over 
the  saphenous  but  this  usually  disappears 
in  a few  days,  if  there  is  no  infection.  Third, 
an  acute  thrombo-phlebitis  is  a complication 
due  to  poor  technic.  When  this  condition 
arises  it  must  be  dealt  with  in  the  usual 
manner.  Fourth,  sloughs,  another  break  in 
the  technic,  likewise  treated  in  the  usual 
manner.  Fifth,  septicemia  is  a rare  compli- 
cation not  nearly  as  common  as  following  op- 
erative methods. 

In  conclusion,  there  are  many  factors  fav- 
oring the  injection  treatment  over  the  oper- 
ative, on  behalf  of  both  the  patient  and  the 
surgeon.  The  patient  is  subjected  to  less  risk 
from  fatal  sequelae  if  he  is  in  careful  hands ; 
the  treatment  allows  him  to  be  ambulatory 
and,  away  from  his  work  but  a few  days  at 
most;  it  is  far  less  expensive  since  hospitali- 
zation is  not  necessary;  and,  lastly,  recur- 
rences are  much  less  common.  On  the  other 
hand,  the  surgeon  is  assured  of  less  worry 
from  embolism  and  septicemia,  the  method 
requires  less  time  than  dressings  following 
the  operative  treatment,  and  he  is  assured 
of  more  permanent  results  and  greater 
satisfaction  on  the  part  of  his  patient.  It 
is  true  that  this  method  of  treatment  js  new 
to  most  of  us  and  is  not  as  simple!  as  it  may 
seem.  But  from  the  standpoint  of  physiology 
and  pathology,  it  is  logical  and  since  it  can 
be  carried  out  in  the  office,  it  is  practical, 
so,  with  the  development  of  a careful  tech- 
nic, I believe  it  will  become  a more  universal 
method  of  treatment  of  varicose  veins  and 
will  largely  replace  operative  measures. 


At  the  American  Medical  Assoacition  Convention 
held  in  Philadelphia  on  June  8-12— -visiting  phy- 
sicians noticed  among  the  familiar  exhibits,  an  at- 
tractive display  of  Cocomalt,  the  delicious  choco- 
late flavor  food  drink.  Cocomalt  was  served  daily 
to  the  visiting  physicians.  The  Cocomalt  booth  was 
one  of  the  most  popular  booths  at  the  Convention- 
The  physicians  took  advantage  of  the  opportunity 
to  have  samples  of  Cocomalt  forwarded  direct  to 
their  homes  and  offices. 

Readers  of  this  journal  are  well  acquainted  with 
Cocomalt  and  what  it  will  accomplish.  Cocomalt  is 
an  easily  digested  nourishing  food  that  is  as  val- 
uable for  adults  as  it  is  for  children. 
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REVIEW  OF  LITERATURE  AND  SOME 
SUGGESTIONS  ON  SEPTIC  SORE 
THROAT 

M.  B.  CULPEPPER,  M.D. 

Carlsbad,  N.  M. 

(Read  before  the  New  Mexico  Medical  Society, 
at  its  Forty-ninth  Annual  Meeting,  Albuquerque, 
N.  M.,  May  20-22,  1931.) 

Definition:  An  acute  infection  of  the  ton- 
sils and  throat  caused  by  the  streptococcus 
group  of  bacteria  and  characterized  by  ex- 
treme swelling  and  soreness  of  the  throat, 
enlargement  of  the  cervical  lymph  glands 
and  marked  prostration.  It  is  communica- 
ble, often  appears  in  epidemic  form,  and  is 
frequently  spread  through  milk.  But  prob- 
ably the  most  common  cause  in  this  country 
is  contact,  las  children  congregated  in  schools, 
or  people  in  assemblies  contract  it,  and  usu- 
ally when  one  member  of  a family  is  affect- 
ed, several  or  all  of  the  family  likewise  have 
it. 

Synonyms:  Streptococcus  angina,  epidem- 
ic sore  throat,  streptococcic  sore  throat, 
glandular  fever.  The  most  applicable  term 
is  probably  septic  sore  throat. 

HISTORY 

The  relationship  between  an  explosive 
epidemic  of  acute  sore  throat  in  sharply  lo- 
calized areas  and  the  milk  supply  of  such 
areas,  has  been  recognized  in  England  for 
many  years.  Savage  has  abstracted  reports 
of  eighteen  such  epidemics  which  occurred 
in  England  between  1880  and  1904  and  one 
which  appeared  in  Christiana  which  in- 
volved 548  reported  cases  and  probably  many 
unreported  ones.  In  all  of  these  epidemics 
there  is  reasonable  evidence  to  suppose  that 
the  infection  was  spread  by  the  milk  sup- 
ply, although  the  means  by  which  the  milk 
became  infected  was  not  discovered. 

The  first  outbreak  reported  in  America 
was  the  Boston  epidemic  of  1911,  which  in- 
volved fourteen  hundred  persons  living  in 
good  residential  sections  of  Boston  and 
neighboring  towns.  It  was  studied  by  Win- 
slow with  the  full  cooperation  of  the  dairy 
involved.  It  was  found  that  70  per  cent  of 
the  cases  occurred  in  the  area  of  distribution 
of  one  branch  of  the  dairy,  while  the  custom- 
ers supplied  by  a seccond  branch  of  the 
same  dairy  escaped  infection.  Nine  other 
large  epidemics  have  since  been  reported  and 
extensively  studied.  Limited  epidemics  of 
sore  throat  due  to  infected  milk  are  believed 
to  be  far  more  common  than  is  indicated  by 
published  reports,  for  in  the  smaller  centers 
of  population  where  laboratory  facilities  are 
not  readdy  available  they  attract  less  notice 
and  are  less  likely  to  be  reported. 

In  our  own  southwestern  territory,  septic 


sore  throat  apparently  made  its  appearance 
much  later  than  in  the  east.  Personally,  I 
do  not  recall  that  I saw  the  disease  before 
about  1925,  and  then  it  resembled  diphthe- 
ria so  much  that  it  was  only  after  laboratory 
tests  that  I was  convinced  of  the  difference. 
However,  its  causative  factor  was  easily 
demonstrated  by  laboratory  investigations, 
as  the  streptococci  bacteria  were  very  prom- 
inent in  all  examinations. 

BACTERIOLOGY 

Streptococci  which  are  definitely  hemoly- 
tic are  frequently  isolated  from  the  throats 
of  persons  ill  from  epidemic  sore  throat  and 
also  from  the  infected  milk.  These  organ- 
isms closely  resemble  Streptococcus  pyo- 
genes and  are  pathogenic  for  rabbits.  Strep- 
tococcus lacticus,  which  is  always  present  in 
milk,  is  non-hemolytic  and  is  non-virulent 
for  man  and  rabbits. 

Streptococcic  infections  are  relatively 
common  both  in  men  and  cows.  A milk 
handler  may  readily  infect  milk  through 
coughing  or  sneezing.  S'uch  contaminations 
can  account  for  an  acute  epidemic  of  several 
weeks’  duration  only  when  the  infected  milk 
handler  continues  at  his  work,  which  is  un- 
likely unless  he  be  a healthy  carrier. 

It  is  apparent  that  there  must  be  some 
continued  source  of  infection  which  is  re- 
lated to  the  milk  supply.  Mastitis  is  not  an 
uncommon  cause.  Were  the  organisms  ot 
this  disease  pathogenic  to  man,  milk  would 
be  almost  constantly  infected  by  milk  hand- 
lers, which  is  not  the  case.  In  five  of  the 
American  epidemics,  a virulent  Streptoc- 
occus hemolyticus,  distinct  from  the  bovine 
types  of  streptococccus,  has  been  recovered 
from  the  infected  milk.  Davis  found  these 
practicallv  identical  with  the  cocci  isolated 
from  septic  sore  throat  cases. 

Davis  and  Capps  have  shown  that  hemoly- 
tic streptococci  from  sore  throat  produce 
mastitis  when  injected  directly  into  the 
cow’s  milk  ducts.  This  mastitis  may  be  se- 
vere, leading  to  caked  bag,  or  the  organism 
may  grow  and  multiply  in  the  milk  ducts 
without  producing  visible  changes  in  the 
udder.  Cows  so  infected  produce  milk  which 
contains  hemolytic  streptococci  and  an  in- 
creased number  of  leukocytes.  The  infec- 
tions may  persist  over  a long  period  in  the 
form  of  chronic  mastitis.  These  workers 
found  that  swabbing  the  streptococci  around 
the  meatus  of  healthy  teats  did  not  produce 
an  infection,  but  if  the  teat  were  scarified, 
an  ascending  infection  occurred,  marked  by 
an  increase  in  the  number  of  leukocytes  and 
the  presence  of  large  numbers  of  streptococci 
in  the  milk.  The  organisms  were  still  pres- 
ent at  the  end  of  four  weeks. 
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One  is  led  to  conclude  that  the  causative 
organism  is  a human  strain  of  streptococcci 
which  reaches  the  cow’s  udder,  probably 
through  the  hands  of  a milker  coming  in  con- 
tact with  an  abrasion  on  the  teat.  Subse- 
quently, the  milk  from  this  cow  infects  the 
entire  quantity  of  milk  marketed. 

These  streptococci  retain  their  viability  in 
milk,  cream  and  milk  products.  Ice  cream, 
especially,  has  been  found  to  preserve  the 
organisms  for  at  least  three  weeks  without 
appreciable  diminution  in  number  or  viru- 
lence. Cream  contains  more  organisms  than 
milk,  since  the  bacteria  cling  to  the  fat 
globules.  The  organisms  survive  the  flash 
method  of  pasteurization,  but  cannot  with- 
stand the  usual  method  of  pasteurizing  at 
145°  F.  for  thirty  minutes. 

Instances  have  been  recorded  in  the  Uni- 
ted States  in  which  epidemics  have  developed 
from  the  milkman  with  a boil  or  lesion  on 
his  hand,  and  laboratory  tests  showed  that 
the  milk  was  not  infectious  until  it  had  pass- 
ed through  the  milkman’s  hands.  Then,  hav- 
ing become  infectious,  it  produced  septic  sore 
throat.  Upon  removal  of  the  milkman  from 
his  occupation,  the  epidemic  would  cease. 

EPIDEMIOLOGY 

The  outbreaks  are  seasonal,  occurring 
during  the  winter  and  spring.  They  are  ex- 
plosive in  character,  several  members  of  a 
household  often  being  stricken  at  the  same 
time.  The  disease  runs  a course  of  one  to 
three  weeks.  In  most  epidemics,  the  rela- 
t'onship  to  the  milk  supply  seems  definitely 
established.  Further  studies  may  show  that 
other  media  may  serve  to  convey  the  dis- 
ease. Secondary  contact  cases  occur,  but  are 
few  in  comparison  to  the  original  infection. 

INCIDENCE 

Age  and  Sex.  Winslow  found  that  children 
were  less  frequently  affected  than  adults 
and  that  infants  were  almost  free  from  the 
disease.  Children  of  school  age  furnished 
a comparatively  small  number  of  cases,  while 
young  adults  between  sixteen  and  forty-five 
comprised  more  than  half  of  the  total.  In  my 
observation,  those  with  diseased  tonsils  or 
tobacco  throats  have  been  most  frequent 
sufferers,  being  much  more  unhealthy  than 
those  with  more  healthful  throats. 

SIGNS  AND  SYMPTOMS 

The  incubation  period  is  short,  from  one 
to  three  days.  The  onset  is  sudden,  with 
malaise,  chills,  dull  headache,  with  rather 
gneral  pains  through  the  entire  body  and  ex- 
tremities and  especially  around  the  joints, 
last’m-  from  one  to  two  days,  after  which 
the  body  pains  quiet.  Then  the  soreness  of 
the  throat  becomes  a prominent  symptom, 
attended  with  fever  and  headaches.  After  a 
few  hours,  exudate  appears  on  the  tonsils, 


at  first  grayish  to  a yellowish  color  and  fin- 
ally presenting  the  appearance  of  thick 
membrane,  resembling  that  of  diphtheria. 
This  membrane  is  usually  situated  upon  the 
tonsillar  surface,  not  often  spreading  to  sur- 
rounding tissues.  Swallowing  is  painful 
throughout.  Temperature  rises  and  some- 
times reaches  as  high  as  104°,  but  usually 
is  around  101°  and  102°.  This  lasts  from  two 
to  four  days,  about  which  time  the  exudate 
cn  the  tonsil  disappears. 

Enlargement  of  the  cervical  glands  is  a 
very  frequent  accompaniment  of  this  dis- 
ease. Adenitis  may  appear  early  or  after 
several  days.  The  glands  may  be  consider- 
ably swillen  and  very  tender  to  the  touch, 
but  very  rarely  go  on  to  suppuration.  They 
may  be  palpable  for  weeks  after  the  acute 
attack.  A skin  eruption  is  frequently  pres- 
ent. It  may  be  erythematous  and  closely 
resemble  the  rash  of  scarlet  fever,  or  may 
show  small  hemorrhagic  spots. 

In  milk  cases  the  acute  symptoms  subside 
in  from  three  to  five  days,  but  complica- 
tions are  common  and  relapses  frequently  oc- 
cur, especially  a recurrence  of  the  tonsillitis 
after  an  interval  of  a week  or  ten  days. 

COMPLICATIONS 

The  most  important  complications  are  en- 
largement of  the  cervical  lymph-nodes,  ery- 
sipelas, otitis  media,  bronchopneumonia,  ar- 
thritis, pleurisy,  nephritis  and  endocarditis. 
Peritonitis,  where  postmortem  shows  no  evi- 
dence of  an  append'citis  or  intestinal  perfor- 
ation, is  a part  of  the  general  septicemia.  It 
has  been  noted  in  most  of  the  epidemics  and 
is  one  of  the  most  frequent  complications. 

The  persistence  of  foci  of  streptococci 
which  later  flare  up,  accounts  for  the  ar- 
thritis, muscular  rheumatism  and  endocar- 
ditis. Blood  cultures  in  severe  cases  show 
the  presence  of  streptococci.  The  cases  oc- 
curring in  an  epidemic  are  apt  to  have  more 
frequent  and  more  serious  complications. 

DIAGNOSIS 

The  diagnosis  of  the  individual  case  may 
present  some  difficulty  until  the  explosive 
nature  of  the  outbreak  is  recognized.  Cases 
are  found  among  those  who  are  patronizing 
a certain  milk  dealer  or  who  go  to  the  same 
restaurants  or  ice  cream  parlors. 

The  glandular  swelling,  extreme  swelling 
and  soreness  of  the  throat,  the  marked  pros- 
tration and  recurrence  of  sore  throat  after 
a drop  in  the  fever,  differentiate  the  con- 
dition from  ordinary  tonsillitis. 

Appendicitis  with  rupture  may  be  sus- 
pected when  peritonitis  occurs,  but  a lapar- 
otomy will  reveal  a peritonitis  with  the  ap- 
pendix intact. 

Scarlet  fever  is  not  easily  differentiated 
if  the  rash  is  severe,  but  the  blanching  test 
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is  negative,  there  is  no  strawberry  tongue, 
and  the  rash  appears  on  the  third  or  fourth 
day. 

PROGNOSIS 

The  mortahtv  in  recent  epidemics  ranges 
from  2 to  5 per  cent.  The  disease  takes  its 
heaviest  toll  from  those  over  fifty-five  years 
of  age.  Peritonitis  is  the  most  common  cause 
of  death. 

The  disabihty  in  mdd  cases  continues 
from  nine  to  ten  days,  but  relapses  and  com- 
plications may  prolong  the  disease  indefi- 
nitely. 

PROPHYLAXIS 

Present  evidence  indicates  that  efficient 
pasteurization  of  milk  and  milk  products,  in- 
cluding cream  and  ice  cream,  will  protect  the 
consumer  from  a strepocoecus  infection. 
The  cocci  cannot  withstand  a temperature 
of  145°  F.  for  thirty  minutes.  The  flash 
method  is  not  effective.  Certified  raw  milk 
is  not  proof  against  streptococcic  infection, 
as  was  shown  by  the  Boston  epidemic. 

Every  case  of  septic  sore  throat  should 
be  isolated  with  as  much  care  as  one  of  diph- 
theria or  scarlet  fever. 

TREATMENT 

Children  who  may  present  only  mild 
symptoms  should  be  kept  in  bed  until  all 
constitutiona1  and  local  symptoms  have  dis- 
appeared. Small  doses  of  aspirin  or  phena- 
cetin  can  be  given  to  relieve  the  pain  and 
fever.  It  is  doubtful  if  the  benefit  which 
may  possibly  result  from  the  use  of  anti- 
streptococcus serums  is  worth  the  pain  and 
discomfort  of  the  injection. 

Local  irrigations  of  the  nose,  pharynx  and 
th’’"at  w;th  large  Quantities  of  hot  normal 
salt  solution  are  of  great  benefit  and  are 
not  disturbing  to  the  child.  Spraying  or 
directly  applying  weak  solutions  of  argyrol, 
mercurochrome,  gentian-violet,  and  so  forth, 
is  of  decided  advantage  in  shortening  the 
attack  and  relieving  the  throat.  Older  chil- 
dren can  gargle  with  mild  antiseptics  or  a 
sahne  solution,  and  the  use  of  perborate  of 
soda,  or  Vince.  The  application  of  warm 
poultices  to  enlarged  glands  is  very  benefi- 
cial, as  well  as  soothing. 

If  diphtheria  is  suspected,  the  use  of  diph- 
theria antitoxin  is  advised,  so  that  no  time 
may  be  lost  pending  the  report  of  the  bac- 
teriological examination. 

PUBLIC  HEALTH  REGULATIONS 

The  Sanitary  Code  of  the  New  York  State 
Department  of  Health  includes  septic  sore 
throat  among  the  communicable  diseases 
that  must  be  reported  to  the  local  health 
officer.  The  report  must  be  made  within 
twentv-four  hours  from  the  time  the  case 
is  first  seen  by  the  physician.  Children  suf- 
fering from  this  disease  are  excluded  from 


school  and  gatherings.  The  length  of  time 
and  other  conditions  are  prescribed  by  tbe 
local  health  authorities. 

DISCUSSION 

DR.  F.  D.  VICKERS,  Deming,  N.  M.:  In  Deming 
last  year  we  had  more  cases  of  sore  throat  than  I 
had  ever  seen  there  before.  We  tried  to  trace  them 
to  a certain  dairy  but  could  not  run  down  the  or- 
igin. Dr.  Culpepper’s  paper  is  very  interesting  to 
me  and  is  very  timely  as  well,  and  I want  to  con- 
gratulate him  upon  the  able  way  in  which  he  has 
set  forth  the  facts. 

DR.  C.  W.  GERBER,  Las  Cruces,  N.  M. : In  New 
Mexico,  septic  sore  throat  is  considered  a formid- 
able disease.  There  is  absolutely  no  reason  why 
medical  men  should  not  send  the  specimen  to  the 
State  Laboratory.  There  is  no  doubt  but  that  sep- 
tic sore  throat  is  a serious  condition.  The  death 
rate  is  a little  higher  than  that  Dr.  Culpepper  stat- 
ed. The  patients  are  often  very  sick — they  look  and 
act  ill : the  septic  condition  becomes  rapidly  intense. 
We  have  had  a certain  number  of  deaths  in  Dona 
Ana  County  from  this  cause  and  I should  like  to 
urge  that  cultures  be  taken  in  every  case  of  sore 
throat,  even  follicular  tonsillitis,  which  you  may 
come  across. 

DR.  CULPEPPER  (closing)  : In  regard  to  the 
death  rate,  it  is  probably  somewha,t  larger  than  I 
stated  in  my  paper.  There  might  be  some  compli- 
cations that  I have  not  mentioned,  glandular  in- 
volvements and  stiff  neck,  due  perhaps  to  spinal 
lesions.  I believe  that  is  something  we  must  work 
out,  and  agree  with  Dr.  Gerber  that  a culture  should 
be  taken  in  every  case. 


MALUNION  AND  NON-UNION  OF 
FRACTURES 
JACOB  E.  SHEARER,  M.D., 

Surgeon,  U.  S.  Veterans’  Hospital,  Whipple,  Ariz. 

(Before  the  Arizona  subcommittee  of  the  Com- 
mittee on  Fractures  of  the  American  College  of 
Surgeons  at  Prescott,  July  11,  1931.) 

Malunion  and  non-union  of  fractures  is 
a very  comprehensive  subiect  about  which 
much  has  been  written.  It  is  not  my  pur- 
pose to  give  a lenvthv  discussion  of  the 
subject,  but  to  consider  in  a brief  manner: 
(1)  the  outstanding  causes  of  malunion 
and  non-union;  (2)  the  correct  treatment 
of  fresh  fractures  in  order  to  prevent  the 
occurrence  of  malunion  and  non-union ; (3) 
the  treatment  of  these  conditions  once  they 
have  occurred. 

Fortunately,  during  the  nast  few  years, 
since  the  more  extensive  use  of  v-r^  Fit- 
ter hospital  equipment  for  handling  frac- 
tures, and  the  deve’opment  of  a better  un- 
derstanding of  the  treatment  of  certain 
types  of  fractures,  we  are  seeing  fewer 
cases  which  result  in  malunion  and  non- 
union However,  they  are  still  common 
enouvh  to  encourage  further  study  of  the 
cause  of  these  conditions  and  to  influence 
us  to  use  every  possible  care  in  the  treat- 
ment of  fresh  fractures  to  prevent  their 
occurrence. 

The  process  of  union  of  fractures  is  not 
thoroughly  understood.  We  do  know  that 
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the  hemorrhage  at  the  site  of  fracture, 
fragment  s of  bone  and  periosteum,  marrow 
substance,  certain  cellular,  elements,  and 
calcium  and  phosphorus  salts,  enter  into 
the  formation  of  callus  and  the  repair  of 
fractures.  The  manner  of  changes  from 
the  time  of  fractures  to  the  time  of  union 
is  not  known  and  until  they  are  better  un- 
derstood many  questions  in  regard  to  non- 
union will  go  unanswered. 

When  is  a fracture  to  be  considered  a 
non-union  ? Only  when,  after  a satisfactory 
reduction  has  been  obtained,  all  attempts  at 
union  have  ceased,  as  shown  by  x-ray  and 
examination. 

OUTSTANDING  CAUSES 

The  apparent  outstanding  known  causes 
of  malunion  and  non-union  are  closely  asso- 
ciated and  may  be  discussed  together.  They 
are:  (1)  inadequate  reduction,  (2)  improp- 
er sp' in Mng.  (3)  fragments  of  muscles  be- 
tween bone  fragments,  (4)  loss  of  bone,  (5) 
interference  with  blood  supply,  (6)  infec- 
tion at  the  seat  of  fracture,  (7)  removal  of 
splints  before  union  is  solid,  or  too  early  use 
of  fractured  parts  without  protection,  (8) 
early  massage  and  physiotherapy,  (9)  cer- 
tain diseases  of  bone  and  general  debilitat- 
ing diseases,  (10)  lowered  or  deficient  cal- 
cium and  phosphorus  content  of  the  blood, 
(11)  old  age,  :(12)  improper  operative 
measures. 

(1)  Inadequate  Reduction.  Every  frac- 
ture should  be  reduced  as  accurately  as  pos- 
sible, bedause  a perfect  reduction  p'laces 
bone  elements  in  correct  approximation, 
equalizes  the  tension  on  the  fragments,  and 
increases  the  chances  for  union.  A perfect 
reduction,  however,  is  not  necessary  for 
union,  as  we  often  see  union  in  unreduced 
fractures.  Imperfect  reduction  does  pro- 
duce malunion  and  disability,  and  enhances 
the  chances  for  non-union. 

(2)  Improper  Splinting.  Th:s  is  one  of 
the  chief  causes  of  malunion  and  non-union. 
A splint,  to  serve  its  purpose,  must  immo- 
bilize a fracture  until  union  is  solid.  A 
splint  wh’ch  allows  the  fragments  to  be- 
come displaced  or  motion  at  the  site  of 
fracture,  causes  injury  to  the  callus  and 
destruction  of  the  delicate  newly  formed 
blood  vessels,  ultimately  resulting  in  mal- 
union or  non-union. 

(3)  Fragments  ot‘  Muscle  P>etween  Pone 
Fragments.  Union  will  not  take  place  when 
musUe  tissue  is  interposed  between  frag- 
ments of  a fractured  bone,  until  it  is  re- 
moved or  destroyed  bv  the  pressure  of 
the  bone  fragments,  as  callus  will  not  pene- 
trate muscle  tissue. 


(4)  Loss  of  Bone.  In  compound,  crush- 
ing, and  gun-shot  fractures,  when  a consid- 
erable amount  of  bone  is  destroyed  or 
removed  by  debridement,  non-union  or 
malunion  often  occurs.  It  has  been  observ- 
ed in  fractures  of  the  tibia  without  fracture 
of  the  fibula  and  in  fracture  of  one  bone  of 
the  forearm,  where  the  fragments  are  held 
apart  by  the  unfractured  bone,  that  non- 
union occurs. 

(5)  Interference  with  Blood  Supply.  This 
may  occur,  due  to  an  injury  of  the  nutrient 
vessel,  by  a separation  of  the  periosteum 
from  the  fragments,  by  separation  of  the 
soft  tissues  from  the  periosteum,  by  crush- 
ing injuries  and  thrombosis  of  neighboring 
vessels,  and  by  tight  splinting.  It  must 
also  be  remembered  that  in  certain  frac- 
tures, such  as  that  of  the  neck  of  the  fe- 
mur, the  blood  supply  of  one  fragment  is 
much  impaired. 

It  is  a fact  that,  when  the  blood  supply  to 
a fracture  is  deficient,  the  processes  of 
union  are  absent  or  retarded,  and  we  fin4 
a non-union  or  a delayed  union.  There  may 
not  only  by  a slowing  down  of  callus  forma- 
tion, but  there  may  even  be  an  atrophy  of 
the  ends  of  the  fragment. 

(6)  Infection  at  the  Seat  of  Fracture,  it 
has  been  observed  that  a very  mild  infec- 
tion at  the  seat  of  fracture  may  accelerate 
the  process  of  repair.  On  the  other  hand, 
an  uncontrolled  infection  will  cause  a de- 
struction of  callus,  death  and  sequestration 
of  the  ends  of  the  fragments,  resulting  in 
non-union. 

(7)  Removal  of  Splints  before  Union  is 
Solid  or  Too  Early  Use  of  Fractured  Parts 
Without  Proper  Protection.  This  is  a com- 
mon cause  of  malunion  and  non-union. 
Many  fractures  which  are  apparently  firm- 
ly united,  according  to  examination  by 
x-ray,  will  separate  or  angulate  if  early  use 
without  protection  is  allowed.  This  is  due 
to  the  fact  that  the  callus  is  not  firm 
enough  to  withstand  the  forces  to  which  it 
is  exposed.  This  is  especially  true  of  frac- 
tures of  the  neck  and  shaft  of  the  femur. 
Often  fractures  of  the  neck  of  the  femur 
separate  after  weight-bearing  is  begun. 
Recently  I saw  a malunion  of  a fracture  of 
the  shaft  of  the  femur  in  a child  10  years  of 
age.  A practically  perfect  reduction  was 
obtained  on  the  day  the  fracture  occurred, 
as  shown  by  x-ray.  The  child  was  kept  in 
a plaster  of  paris  cast  for  six  weeks.  At 
this  time,  physical  and  x-ray  examination 
showed  the  fracture  had  united  solidly, 
with  the  fragments  in  good  position  and 
alignment.  On  weight-bearing  a deformity 
gradually  developed,  resulting  in  a marked 
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anterior  and  outward  bowing  with  one-ineh 
shortening  of  the  femur.  This  could  eas- 
ily have  been  prevented  by  a suitable  walk- 
ing brace. 

(8)  Early  Massage  and  Physiotherapy.  I 
do  not  believe  in  early  massage  and  other 
types  of  physiotherapy  to  fractures,  unless 
given  by  an  expert  and  then  with  extreme 
care.  I believe  the  harm  done  in  the  use 
of  physiotherapy  far  outweighs  the  good 
effect  obtained.  There  is  too  great  a chance 
of  allowing  fragments  to  slip,  causing  mo- 
tion at  the  seat  of  fracture  violent  enough 
to  destroy  the  forming  callus.  Good  results 
have  been  reported  from  this  type  of  treat- 
ment in  children  and  young  people,  but  I 
think  the  same  results  could  have  been  ob- 
tained without  physiotherapy.  I have 
seen  no  advantage  of  its  use  in  middle-aged 
and  older  patients  and  I believe  that,  if  it 
were  more  extensively  used  by  inexperienc- 
ed technicians,  we  should  hear  more  of  its 
bad  results. 

(9)  Certain  Diseases  of  Bone  and  Gen- 
eral Debilitating  Diseases.  Severe  hemor- 
rhage, general  debilitating  diseases,  glan- 
dular disturbances,  and  many  other  dis- 
eases, have  been  given  as  causes  of  non- 
union. I believe  they  have  little,  if  any- 
thing, to  do  with  the  un'on  of  fractures.  In 
certain  conditions,  as  osteomalacia,  and  os- 
teogenesis imperfecta,  union  is  delayed  or 
non-umon  may  occur.  Svphilis  delays  union, 
probably  by  delaying  the  formation  of  cal- 
lus and  the  denosit  of  calcium  and  phos- 
phorus salts.  It  has  been  observed,  in 
many  cases  with  syphilis,  where  union  was 
delayed,  that  anti-syphilitic  treatment  has- 
tened the  process  of  repair  to  a marked  de- 
gree. In  cases  of  non-union  in  svphilitie 
patients  where  open  operation  was  resorted 
to,  the  periosteum  was  found  to  be  greatly 
thickened,  the  cortex  sclerotic  and  hard. 
Callus,  of  course,  was  small  in  amount. 

(10)  Lowered  or  Def;cient  Calcium  and 
Phosphorus  Content  of  the  Blood.  Although 
little  is  known  in  regard  to  the  effect  of 
deficient  calcium  and  phosphorus  content 
of  the  blood,  and  experimental  work  has 
proved  little,  it  seems  reasonable  to  be- 
lieve that,  with  this  condition  present,  the 
process  of  repair  would  be  slow.  I think 
that,  in  cases  of  multiple  fractures  where 
so  often  we  see  non-union  of  one  or  more 
fractures,  it  may  be  accounted  for,  partial- 
ly, by  a deficiency  of  calcium  and  phos- 
phorus. 

(11)  Old  Age.  The  age  of  the  patient 
affects,  to  some  degree,  the  union  of  frac- 
tures. Fractures  in  children  unite  quickly. 
From  twenty-five  to  fifty  years  of  age, 


there  is  very  litfe  difference  in  callus  for- 
mation and  the  time  required  for  union. 
After  fifty  years  of  age,  the  process  of  re- 
pair is  slow  and  the  older  the  patient,  the 
slower  the  process  of  union. 

(12)  Improper  Operative  Measures.  It 
is  a great  tendency  of  most  men  to  reduce 
by  open  operation  many  types  of  fractures 
which  cou'd  be  reduced  by  the  closed  meth- 
od. No  fracture  should  be  reduced  by  open 
operation  that  is  reducible  by  the  closed 
method.  It  is  too  often  the  case  that,  dur- 
ing open  operation,  foreign  substances, 
such  as  wire,  lane  p’ates,  and  so  forth,  are 
used  for  fixation.  These  repel  callus  and 
are  a cause  of  non-union. 

THE  CORRECT  TREATMENT  OF  FRESH 
FRACTURES  TO  PREVENT  MALUNION 
AND  NON-UNION. 

When  treating  fresh  fractures  we  should 
avoid  the  above  causes  of  non-union  and 
malunion.  Each  fraccture  should  be  con- 
sidered as  an  individual  problem.  The  cor- 
rect type  of  treatment  and  suitable  sp'ints 
should  be  determined  from  a careful  studv 
of  the  patient  and  x-ravs  of  the  fracture. 
Every  fracture  should  be  reduced  as  soon 
as  possible  after  it  has  occurred,  ,md  it 
should  be  reduced  accuratelv,  with  the  least 
possib'e  amount  of  manipulation,  so  as  to 
avoid  secondary  injury  to  the  tissues.  After 
reduction,  suitable  splints  or  a paster  of 
Paris  cast  should  be  applied,  immobilizing 
the  fracture  until  union  is  solid. 

There  are  many  obiections  to  plaster  of 
Paris  casts,  but,  cons'dering  the  advanta- 
ges and  disadvantages,  I believe  it  is  the 
best  external  splint  in  use  todav  for  most 
fractures.  Skeletal  and  adhesive  traction 
ave  advisable  in  selected  ca=es,  but  are  out 
of  the  question  as  a routine  type  of  treat- 
ment. These  tvpes  of  traction  have  been  em- 
phasized in  the  treatment  of  the  tibia  and 
shaft  of  the  femur.  This  is  probablv  due 
to  the  difficulty  of  manual  reduction  of 
these  fractures.  Most  of  them  can  be  re- 
duced bv  traction,  angulation  and  manipu- 
lation, and  held  satisfactorilv  with  a plaster 
of  paris  cast.  I think  the  results  are  bet- 
ter when  the  latter  method  of  treatment  is 
used. 

In  fractures  of  the  shaft  of  the  femur, 
we  see  many  cases  of  malunion  due  to 
over-lapping  of  fragments,  angulation,  and 
rotation.  Correct  reduction  and  good  post- 
reduct'on  care  will  avo'd  the  occurrence  of 
these  conditions. 

Let  me  emphasize  here  *he  use  of  x-rays 
as  a check  on  position  of  fragments  and 
the  progress  of  union.  It  is  one  of  the 
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most  valuable  assets  in  the  treatment  of 
fractures. 

Avoid  repeated  attempts  at  reduction. 
Often  the  final  result  of  a fairly  accurately 
reduced  fracture  is  better  than  one  more 
accurately  reduced  by  repeated  manipula- 
tion. 

In  regard  to  the  operative  treatment  of 
fresh  fractures,  I can  add  nothing  to  the 
statement  of  Whitman  that  “Operative 
treatment  is  indicated  when  a satisfactory 
reduction  can  not  be  obtained  and  main- 
tained by  non-operative  methods,  provided 
there  is  no  contraindication,  and  when  the 
expected  result  of  the  open  method  is  suf- 
ficiently better  than  that  of  the  closed  to 
justify  the  additional  r'sk.”  Of  course,  we 
are  all  aware  of  the  fact  that  there  are 
certain  fractures,  such  as  fractures  into 
joints,  which  can  not  be  reduced  by  closed 
method — transverse  fractures  of  the  patella 
with  separation  of  the  fragments,  and  oth- 
ers, where  open  reduction  is  practically  al- 
ways indicated. 

In  treating  compound  fractures,  I have 
for  several  years  adhered  to  the  following 
plan:  If  seen  early,  before  infection  has  had 
time  to  develop,  a thorough  debridement  is 
done.  All  crushed  and  devitalized  tissue 
is  removed,  the  fracture  is  reduced,  thor- 
ough drainage  is  established  and  a suitable 
splint  and  wet  dressing  applied  until  infec- 
tion is  controlled.  If  compound  fractures 
are  not  seen  until  after  considerable  infec- 
tion is  present,  thorough  drainage  should 
be  established  and  the  infection  controlled 
before  reduction  is  attempted. 

TREATMENT  OF  MALUNION  AND 
NON-UNION 

The  desired  result  from  the  treatment  of 
a malunited  fracture  is  to  overcome  defor- 
mity and  to  restore  the  deformed  part  to  as 
near  normal  as  possible.  If  malunions  are 
discovered  before  union  is  solid,  as  all 
should  be,  then  the  partial  union  should  bo 
broken  up  manually  and  a correction  made 
by  the  closed  method,  if  possible.  If  union 
is  solid,  then  some  operative  procedure, 
such  as  osteotomy,  bone-lengthening  oper- 
ation, or  open  reduction,  must  be  done. 

In  selecting  the  course  of  treatment  for 
non-union,  it  is  well  to  keep  in  mind  the 
fact  that  many  cases  of  apparent  non-union 
are  in  reality  delayed  union,  and  with  the 
proper  non-operative  treatment,  will  nro- 
gress  to  a solid  union,  if  given  t;me.  This 
type  of  case  should  have  proper  braces  or 
splints  to  immobilize  the  fracture  and  yet 
allow  use  of  the  injured  part.  The  general 
condition  of  the  patient  should  be  built  up. 


Exercise,  proper  diet,  cod-liver  oil,  calcium, 
and  sun  baths  or  violet  ray  treatments,  are 
indicated. 

If  a true  non-union,  with  or  without 
pseudo  arthrosis,  has  developed,  and  the 
reparative  process  has  stopped,  then  op- 
erative measures  are  the  only  procedure. 
At  operation,  all  scar  tissue  should  be  re- 
moved from  the  vicinity  of  the  fracture,  to 
insure  a good  blood  supply.  Old  callus 
should  be  removed  and  the  hard,  eburnated 
ends  of  the  fragments  cut  away  until 
healthy  tone  tissue  is  reached.  As  little 
bone  should  be  removed  as  possible,  to  pre- 
vent undue  shortening.  The  medullary  cav- 
ity should  be  re-established.  After  this 
procedure,  when  reduction  is  accompplish- 
ed,  some  type  of  internal  fixation  should 
be  used.  The  best  material  for  this  purpose 
is  the  autogenous  bone  graft  which  may 
be  used  as  an  osteoperiosteal,  intra-medul- 
lary,  inlay  or  onlay  graft.  The  autogenous 
graft  servis  not  only  as  an  internal  splint, 
but  as  a stimulation  to  callus  formation,  be- 
coming incorporated  in  the  newlv  formed 
cal1  us  and  an  internal  part  of  the  union. 

CONCLUSIONS 

1.  The  careful  study  of  end  results  of 
fractures  during  the  last  few  years  has 
shown  that  the  end  results  can  and  should 
be  made  better. 

2.  The  public,  as  well  as  the  profession, 
are  demanding  shorter  neriods  of  disabil- 
ity and  better  functional  results. 

3.  Better  results  may  be  obtained  bv  a 
more  careful  treatment  of  fresh  fractures. 

4.  Malunion  and  non-union  can  be  avoid- 
ed in  nearly  100  per  cent  of  fractures  by 
the  correct  treatment  of  fresh  fractures. 

5.  A careful  distinction  should  be  made 
between  delayed  union  and  non-union,  in 
order  to  avoid  unnecessary  operative  pro- 
cedures and  added  risk  to  the  patient,  as 
most  cases  of  delayed  union  will  progress  to 
solid  umon  without  ooerat've  interference, 
if  t>e  proper  treatment  is  instituted. 

6.  The  autogenous  bone  graft  as  a 
means  of  internal  fixation  and  a stimulus 
to  callus  formation,  is  the  best  method  of 
treatment  of  non-union. 


The  Western  Branch  of  the  American  Urological 
Association  will  hold  its  Seventh  Annual  Session 
in  San  Francisco  on  November  6 and  7,  1931  at  the 
St.  Francis  Hotel. 

The  program  will  consist  of  scientific  papers, 
wet  and  dry  clinics,  an  onportunity  to  see  the  Uni- 
versity of  Washington  versus  the  University  of 
California  football  game,  a golf  tournament  and  a 
dinner  dance  at  Tait’s-at-the-Beach. 

The  official  hotel  will  be  the  St.  Francis. 
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THE  MINIMUM  EQUIPMENT  OF  GEN- 
ERAL HOSPITALS  FOR  THE  TRANS- 
PORTATION AND  EMERGENCY 
TREATMENT  OF  FRACTURES 

H.  T.  SOUTH  WORTH,  M.D.,  F.A.C.S. 

Prescott,  Ariz. 

(Before  the  Arizona  Subcommittee  of  the  Com- 
mittee on  Fractures  of  the  College  of  Surgeons, 
Prescott,  Ariz.,  July  11,  1931). 

Two  years  ago,  Dr.  John  Bacon,  in  his 
paper  on  fracture  read  before  the  members 
of  the  Arizona  Medical  Association  at  its 
meeting  in  Prescott,  called  attention  to  the 
great  numbers  of  fractures  resulting  from 
the  swift  and  reckless  transportation  on 
land,  sea  and  air,  and  commented  on  the 
great  numbers  of  fractures  first  seen  by  the 
general  practitioner.  In  the  splendid  illus- 
tration which  Dr.  C.  E.  Yount  has  just 
given,  he  shows,  by  the  various  parts  of  the 
wagon  wheel — the  hub,  spokes,  felloe  and 
tire — the  relationship  from  the  General 
Committee  on  Fractures  of  the  American 
College  of  Surgeons  (the  hub)  out  through 
the  various  sub-committees,  represented  in 
his  illustration  as  the  spokes  and  felloes,  to 
the  general  practitioner,  the  tire.  He  makes 
the  simi’e  that,  as  the  tire  comes  in  intimate 
contact  with  the  earth,  so  does  the  general 
practi+ioner  come  in  intimate  contact  with 
the  fracture  case. 

After  making  a casual  survey,  I am  per- 
suaded that,  in  this  age  of  good  roads  and 
the  almost  universal  use  of  the  automobile, 
we  have  passed  into  another  phase  in  non- 
industrial fractures  than  that  referred  t" 
Dr.  Bacon’s  and  Dr.  Yount’s  illustration.  If 
it  is  true  locally,  we  see  no  reason  to  believ^ 
that  it  is  otherwise  in  other  communities. 
The  phase  in  which  we  are  living  is,  that  it  is 
not  the  general  practitioner  who  first  sees 
and  prepares  the  fracture  case  for  transpor- 
tation but  the  chance  motorist  who  first  ar- 
rives at  the  scene  of  the  accident. 

Consider  the  change  in  the  order.  T^e 
was  when  the  doctor  was  called  to  see  t>~ 
fracture,  regardless  of  distance,  but  now 
the  fracture  case,  whether  simple  or  com- 
pound, single  or  multiple,  whether  of  finger, 
femur  or  frontal,  unheralded  and  untreated, 
is  transported  to  the  hospital  or  doctor’s  of- 
fice, by  fami’y,  frier  ds  or  passing  motorist. 

The  industrial  fracture  case  continues  to 
receive  excellent  first  aid  and  proper  immo- 
bilization before  transportation,  but  that  is 
not  true  of  the  great  majority  of  non-indus- 
tr'al  fractures.  For  the  past  fifteen  vest’s 
the  medical  profession  has  been  trying  to 
learn  to  “sp’int  them  where  thev  lie”  and 
now,  when  it  has  begun  to  appreciate  the 


necessity  of  practising  the  teaching  of  that 
slogan,  the  opportunity  has  passed  out  of  its 
hands  to  those  of  lay  people. 

Please  note  the  splendid  ambulance  service 
which  this  community  has  at  its  disposal 
for  the  transportation  of  fracture  cases. 
Note  the  Thomas  arm  and  leg  splints  which, 
when  applied,  so  effectually  minimize  the 
additional  trauma  incidental  to  transporta- 
tion. Are  you  surprised  to  learn  that  this 
equipment  is  seldom  used?  An  extreme  case 
of  lay  transportation  in  Arizona  is  that  of 
the  man  who  sustained  a minor  injury  and 
was  given  transportation  by  a lady  motorist. 
In  her  haste  to  get  the  patient  to  the  hos- 
pital, she  wrecked  her  car,  killing  herself 
and  seriously  injuring  the  patient. 

Mr.  Chairman,  we  believe  that  your  com- 
mittee and  the  General  Committee  on  Frac- 
tures of  the  American  College  of  Surgeons 
have  before  them  the  stupendous  task  of  ed- 
ucating diversified  groups  of  lay  people  to 
the  fact  that  “Splint  them  where  thhev  lie” 
or  let  them  lie.  rather  than  transportation, 
is  the  first  aid  in  fracture  cases. 

It  is  true  that  such  groups  as  Boy  Scouts, 
Red  Cross,  City  Firemen  and  many  indus- 
trial workers,  are  given  instruction  in  first 
aid.  but  these  groups  are  seldom  along  the 
highway  where  these  non-industrial  acci- 
dents occur.  Therefore,  we  believe  that 
safety  first  and  first  aid  must  be  taught  to 
much  larger  groups  of  lav  people  if  the 
number  of  accidents  is  to  be  reduced  and 
if  fractures  are  to  be  properlv  immobilized 
before  transportation.  We  think  the  sugges- 
tion that  immobilization  splints,  with  in- 
structions how  to  use,  be  prominently  dis- 
played in  every  road-side  service  station,  is 
a good  one,  and  would  be  one  step  in  advance 
of  the  present  condition. 

At  this  time  your  attention  is  called  to 
the  disolay  of  the  minimum  equipment  for 
the  transportation  and  emergency  treatment 
of  fractures.  It  consists  of  the  following: 

1.  Thomas  upper  extremity  splints. 

2.  Thomas  lower  extremity  splints  with 
traction  straps,  sling  and  buckle  straps. 

3.  Hodgen  splints. 

4.  Coaptation  splints,  assorted  sizes. 

5.  Cabor  wire  splints. 

6.  Straight  pieces  of  wood  (of  assorted 
length,  width,  and  thickness)  for  splints. 

7.  Plaster  of  Paris  bandages. 

8.  Suitable  x-rav  apparatus,  including  a 
portable  machine,  if  practicable. 
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CASE  OF  STREPTOCOCCIC  PNEUMONIA 
(With  Discussion  and  Autopsy  Report) 
HOWELL  RANDOLPH,  M.D., 

Phoenix,  Arizona. 

(Presented  before  Staff  of  St.  Joseph’s  Hospital, 
Phoenix,  at  meeting  of  April  13,  1931.) 

Patient  was  admitted  to  the  hospital  March  22  by 
ambulance  with  chief  complaint  shortness  of  breath, 
fever,  sweating  and  pain  in  the  right  side  of  the 
chest. 

Family  History:  Father  and  mother  living  and 
well.  Wife  living  and  well,  no  children.  One  broth- 
er well. 

P.  H.  On  admission  patient  was  too  sick  to 
tell  much  of  his  past  troubles.  He  stated,  how- 
ever,  that  he  had  never  had  tuberculosis,  and  that 
he  had  always  been  in  good  health  until  about 
three  weeks  before  admission.  A few  days  after 
the  death  of  the  patient  a brother  told  me  that  he 
had  had  “pneumonia”  twice  during  the  previous 
three  years. 

P.  I.  About  three  weeks  before  admission  the  pa- 
tient had  developed  a head  cold.  One  week  before 
he  had  noticed  a cough  with  a small  amount  of  ex- 
pectoration, and  he  thought  it  was  a chest  cold.  He 
continued  to  work,  however,  until  the  day  before, 
when  he  was  too  weak  to  get  out  of  bed.  He  de- 
veloped a soreness  in  the  right  side  of  the  chest,  and 
the  expectoration  became  very  profuse.  The  tem- 
perature rose  and  he  began  to  perspire  a great 
deal.  These  symptoms  increased  during  the  day  and 
that  night.  The  following  morning  he  decided  to  be 
taken  to  the  hospital. 

P.  E.  Patient  was  a fairly  well  nourished  man  of 
middle  age.  He  was  evidently  in  great  respiratory 
distress.  The  face  was  flushed,  with  prominent  ves- 
sels on  forehead  and  temples.  Moderate  degree  of 
cyanosis.  The  pharynx  was  injected,  the  tonsils 
small.  Examination  of  the  chest  showed  marked 
dullness  to  flatness  of  the  right  upper  chest  down 
to  the  4th  rib  anteriorly  and  slight  impairment  of 
resonance  of  the  base  on  the  right.  The  breath 
sounds  over  the  upper  right  were  amphoric  to 
coarse  bronchial  over  the  central  nortion  of  the 
right  chest,  and  of  about  normal  intensity  over  the 
base.  Numerous  moist  rales,  crepitant  and  coarse, 
over  the  upper  right  and  extending  down  to  the 
right  base.  Abdomen  moderately  distended.  Heart 
rapid  but  otherwise  normal.  Temperature  ranged 
from  104  on  admission  to  about  102,  averaging  about 
103.  Pulse  around  120  to  130  and  the  respirations 
between  30  and  40.  Blood  examination  made  three 
times,  13.050  on  day  of  admission,  5,400  two  days 
later,  10,900  on  day  of  death.  Polymorphonuclear 
cells  ranged  from  68  on  the  first,  35  on  the  second 
and  44  on  the  third.  Four  sputum  analyses  showed 
many  streptococci,  no  tubercle  bacilli.  The  urine 
was  normal  except  for  few  hyaline  and  granular 
casts. 

Diagnosis  made  on  admission  of  right  lobar  pneu- 
monia. The  second  day  in  the  hospital  showed  some 
increase  in  the  amphoric  quality  at  the  right  apex, 
with  a marked  increase  in  the  amount  of  sputum. 
It  was  felt  that  an  abscess  was  present  in  the  upper 
lobe.  The  patient’s  general  condition  had  become 
much  worse,  as  was  also  evidenced  by  the  marked 
dr-op  in  the  white  cells  in  the  blood,  and  the  shift  to 
mononuclear  forms.  The  following  day  the  respira- 
tion became  even  more  labored,  there  was  a gradual 
increase  in  the  amount  of  moisture  in  the  lungs,  and 
bronchial  rattles  developed  from  which  the  patient 
never  recovered. 

The  treatment  in  this  case  was  largely  sympto- 
matic. Heat  and  camphorated  oil  to  the  chest  for 
pain,  together  with  an  empirin  capsule  three  grains 
every  four  hours.  Atropine  for  excessive  sweating. 
Codeine  given  for  severe  cough. 


Oxygen  was  given  during  the  last  day  when  the 
patient  would  permit  it,  as  it  seemed  to  make  him 
more  uncomfortable.  This  with  digifolin  one  ampule 
every  four  hours  did  not  relieve  the  cyanosis. 

SUMMARY 

This  was  a case  of  lobar  pneumonia  with 
abscess  formation  in  a patient  with  some 
chronic  lung  condition,  possibly  empyema. 
At  the  time  of  admission  his  blood  count  had 
a ready  passed  its  peak  and  was  falling,  to- 
gether with  the  patient’s  resistance  to  the 
virulent  streptocococcus  pneumonia.  It  is 
probable  that  nothing  could  have  altered  the 
result  in  this  case.  Specific  serum,  we  have 
none.  Non  specific  protein  therapy,  as  with 
the  vaccines,  might  have  affected  the  blood 
count  and  thus  the  resistance. 

A proper  oxygen  chamber,  in  which  hu- 
midity and  temperature  can  be  regulated, 
and  thus  oxygen  administered  without  off- 
setting much  of  the  good  that  is  done  by  the 
oxygen,  by  the  discomfort  caused  the  patient 
in  taking  it,  would  be  of  value.  It  is  doubtful 
whether  this  would  have  materially  benefit- 
ed this  patient,  however. 

Diagnosis ; lobar  pneumonia  of  the  right 
upper  and  middle  lobes,  with  abscess  for- 
mation in  the  upper  lobe.  Streptococcus  eti- 
ology. 

Discussion  by  Dr.  Norman  J.  Ross 

We  all  admit  two  types  of  pneumonia,  acute  lo- 
bar or  croupous  and  bronchopneumonia.  Some  auth- 
ors (MacCallum  and  Stephens)  list  a third  type, 
streptococcic  pneumonia.  By  definitions  of  these 
pneumonias  I will  attempt  to  differentiate  them. 

Lobar  pneumonia  is  a specific,  self  limited,  acute, 
infectious  disease,  caused  by  the  encapsulated  diplo- 
coccus  of  Frankel  and  Weichselbaum,  characterized 
clinically  by  onset  with  chill,  high  continuous  tem- 
perature, toxemia  and  a tendency  to  terminate  by 
crisis;  pathologically,  by  three  stages  of  engorge 
ment,  red  hepatization  and  grey  hepatization.  In 
these  stages  a lobe  or  lobule  is  uniformly  involved. 
In  the  stage  of  grey  hepatization  we  find  charac- 
teristically, several  appearances  on  microscopic  ex- 
amination; decolorization  and  complete  disappear 
ance  of  the  red  blood  corpuscles,  disintegration  of 
the  fibrin,  extensive  leukocytic  infiltration  not  only 
of  the  alveoli  but  also  of  the  interstitial  connective 
tissue,  the  white  cells  show  all  grades  of  fatty  de- 
generation, with  no  connective  tissue  ingrowth  or 
proliferation.  Complications  may  be  empyema, 
pleurisy,  otitis  media,  endocarditis,  meningitis, 
thrombophlebitis,  lung  abscess  and  gangrene.  There 
is  some  question  as  to  whether  lung  abscess  is  a 
complication  of  pneumonia,  many  authors  consider- 
ing such  a lesion  to  be  always  primary  and  the 
pneumonia  found  at  autopsy  in  such  cases  to  be  sec- 
ondary, of  the  bronchial  type  or  streptococcic. 

Bronchopneumonia  (lobular,  catarrhal  or  capil- 
lary) is  a disease  of  the  infant,  the  debilitated  and 
the  senile,  caused  by  a number  of  organisms.  It 
may  be  primary  in  children  and  the  aged,  following 
exposure,  but  is  usually  secondary.  It  is  character- 
ized clinically  by  variable  fever,  generally  remittent 
or  intermittent,  dyspnea  and  cyanosis;  pathologi- 
cally, by  inflammation  of  terminal  bronchioles  and 
contiguous  vesicular  tissue,  and  usuallly  affects 
groups  of  lobules  rather  than  an  entire  lung.  A 
grey  exudative  process  in  the  bronchioles  with  a 
red  hyperemic  area  surrounding  it  is  characteristic. 
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Complications  of  the  primary  disease,  as  in  in- 
fants, are  the  same  as  lobar  pneumonia;  of  the  sec- 
ondary bronchopneumonia,  more  or  less  atelectasis 
is  always  present,  pneumothorax  sometimes,  empy- 
ema. Complications  are  less  frequent  than  in  lobar 
pneumonia,  though  the  mortality  is  greater. 

Streptococcic  pneumonia  may  be  epidemic  and  en- 
demic, is  caused  by  the  streptococcus,  is  most  fre- 
quently secondary  (to  rhinitis,  tonsilitis,  pharyn- 
gitis or  flu),  is  characterized  by  a remittent  tem- 
perautre,  marked  cyanosis  and  dyspnea,  frequently 
out  of  proportion  to  the  findings,  which  are  those 
of  bronchopneumonia.  There  is  a severe  toxemia, 
most  frequently  due  to  septicemia,  and  an  extreme- 
ly high  mortality  rate.  The  diagnosis  is  based  on 
the  large  numbers  of  streptococci  in  the  sputum,  on 
positive  blood  culture,  or  on  x-ray  findings.  Path- 
ologically, there  is  extensive  infiltration  of  alveolar 
walls  and  tendency  of  the  exudate  to  undergo  organ- 
ization at  an  early  date.  The  lesions  are  distinctly 
peribronchial,  having  the  appearances  of  miliary 
tuberculosis  on  cut  section,  and  it  may  be  impos- 
sible to  differentiate  them  from  bronchial  or  lobar 
pneumonia  under  the  microscope. 

In  the  particular  case  under  discussion,  I offer 
for  diagnosis  the  following: 

Arteriosclerosis;  primary  lung  abscess  as  the  de- 
bilitating factor;  streptococcic  septicemia;  strepto- 
coccic pneumonia,  with  pneumothorax,  lung  collapse 
and  exudative  pleurisy;  septic  spleen;  death  from 
vasomotor  cardiac  failure  with  the  usual  hypostatic 
congestion. 

The  treatment  then  was  correct.  Rest  and  nurs- 
ing. Counterirritation  is  indicated,  such  as  heat, 
camphor  and  oil,  pneumonia  jacket  or  mustard  plas- 
ter. He  should  receive  1500  calories  of  carbohy- 
drate daily  and  3000  c.  c.  of  fluids.  For  oxygen 
administration  we  have  the  latest  equipment  here, 
and  its  use  in  35  to  40  per  cent  concentration  for 
dyspnea  and  cyanosis  is  invaluable.  The  use  of  digi- 
talis is  a matter  of  opinion  and  judgment;  I am  for 
its  intelligent  use.  I would  suggest  adrenalin  and 
pituitrin,  along  with  caffeine  for  the  vasomotor 
cardiac  treatment.  I would  most  certainly  give 
sodium  chloride  t.  i.  d.  unless  there  is  considreable 
kidney  damage.  Sodium  chloride  is  excreted  in 
large  amounts  in  the  sputum  and  perspiration,  and 
the  fact  that  it  is  usually  absent  from  the  urine, 
demand  its  use.  It  is  a necessary  food  for  the  pa- 
tient, aiding  metabolism  and  overcoming  toxemia. 
A five  per  cent  solution  in  one  ounce  doses  every 
two  hours  or  in  bulk  is  i-ecommended.  For  a nar- 
cotic I suggest  alcohol;  it  is  both  narcotic  and  food, 
being  the  only  food  absoi’bed  through  the  gastric 
mucous  membrane;  can  be  given  in  one  ounce  doses 
of  whiskey  or  brandy  every  three  hours;  if  the  pa- 
tient is  an  alcoholic,  more  is  recommended.  Mor- 
phine or  codeine  are  seldom  needed;  if  they  are,  we 
prefer  codeine.  With  the  diagnosis  we  have  made, 
salicylatis  would  be  indicated.  Many  authors  state 
that  the  salicylates  locally  in  the  throat  are  anti- 
streptococcic, either  bactericidal  or  antitoxic.  If 
sodium  salicylate  is  used,  it  is  better  given  intrave- 
nously, because  of  gastric  irritation;  30  to  60  grains 
in  20  c.  c.  of  water,  two  to  four  times  daliy.  Rectal 
medication  may  be  used  supplementary,  or  alone  in 
children  (100  grams  in  six  ounces  of  water  daily, 
single  dose).  I would  say  that  salicylates  were  in- 
dicated in  massive  doses,  either  as  aspirin  up  to 
500  grains  or  until  patient  is  salycilized  with  ring- 
ing in  ears  and  some  tingling,  or  sodium  salicylate. 
This  latter  plus  antistreptococcic  serum  offers  the 
only  specific  treatment,  and  the  onlv  treatment  oth- 
er than  supportive  given  in  the  New  York  Hos- 
pital. Other  measures  that  should  be  tried  with 
septicemia  are  transfusions  of  intravenous  saline  if 
too  little  fluid,  with  adrenalin,  pituitrin  and  caf- 
feine, sodium  benzoate,  carbon  dioxide  and  oxygen. 
As  for  quinine,  or  camphor  and  creosote,  if  their 


effect  is  pneumococcidal  as  some  men  contend,  they 
are  valueless  in  streptococcic  pneumonia.  There  is, 
of  course,  no  call  for  surgical  intervention;  the  case 
is  entirely  medical  until  the  pneumonia  is  relieved. 

Report  of  Autopsy  by  Dr.  H.  I*.  Mills. 

The  body  is  that  of  a well  nourished  and  well 
developed  white  male  adult. 

Examination  confined  to  the  thorax  and  abdomen. 
Usual  incision  was  made,  the  breast  plate  removed 
and  the  left  lung  removed.  It  was  quite  heavy  and 
crepitant  in  the  upper  lobe,  not  crepitant  in  the 
lower  lobe.  On  cut  section  there  was  a vast  amount 
of  fluid  escaped  from  both  lobes,  the  lower  lobe 
showing  patchy  areas  of  hyperemia.  The  right 
lung  was  firmly  adherent  by  numerous  bands  to 
the  parietal  pleura;  these  were  broken  and  the  lung 
removed.  On  removing  the  lung  there  was  one  ab- 
scess cavity  in  the  upper  lobe  which  was  broken 
through  and  a thick,  bloody  fluid  expressed.  The 
lower  lobe  presented  an  area  along  its  outer  mar- 
gin of  compression  and  collapse.  This  area  was  cov- 
ered over  by  fairly  firm,  fibrous  material.  Cut  sec- 
tion on  the  right  lung  shows  a consolidation  of  the 
entire  lung.  There  is  abscess  formation  involving 
the  middle  and  a small  portion  of  the  upper  lobe. 
There  is  an  old  unresolved  pneumonia  process  of  the 
lower  lobe,  gray  in  color. 

The  heart  was  small.  No  excess  amount  of  peri- 
cardial fluid  and  no  evidence  of  valvular  or  myo- 
cardial disease.  The  left  coronary  artery  showed 
patchy  areas  of  atheroma,  otherwise  no  pathology. 

Abdomen:  Liver  was  pale  and  quite  firm.  Gall 
bladder  was  collapsed,  no  stones  or  no  evidence  of 
any  lymph  nodes  around  the  cystic  or  common 
ducts.  The  appendix  was  retrocecal  and  bound  down 
by  one  or  two  firm,  fibrous  bands.  The  right  kid- 
ney was  slightly  enlarged,  capsules  strip  easily. 
On  cut  section  the  cortex  was  normal  with  some 
areas  of  hyperemia  present.  No  excess  amount  of 
fat  present.  The  left  kidney  apparently  the  same. 
Spleen  was  enlarged  to  about  three  times  normal 
size  and  was  very  friable  on  cut  section. 

Anatomical  Diagnosis: 

Right  lower  pneumothorax  with  adhesive  pleuri- 
tis. 

Right  lobar  pneumonia  involving  all  the  lobes 
with  abscess  formation. 

Hypostatic  congestion,  left  lobe  with  patchy  areas 
of  hyperemia. 

Some  arteriosclerosis  of  coronary  arteries. 

Septic  spleen. 

General  Discussion. 

DR.  H.  P.  MILLS: — It  is  difficult  to  harmonize 
the  history  of  a few  days  illness  with  the  postmor- 
tem findings;  e.  g.,  the  empyema  and  cavity  forma- 
tion. The  streptococcic  pneumonia  and  breaking 
down  of  lung  tissue  could  have  occurred  in  a few 
days,  but  if  the  empyema  pocket  was  of  long  stand- 
ing, some  of  the  other  pathology  probably  was  also. 
I think  the  man  was  sick  a longer  time  than  the 
history  indicates. 

DR.  HOWELL  RANDOLPH: — A brother  of  the 
patient  said  that  he  had  had  pneumonia  twice  in 
the  past  four  years.  Was  it  pneumonia  or  some- 
thing else?  Was  it  spontaneous  pneumothorax  with 
empyema?  The  salicylates  were  used  primarily  for 
pain  in  this  case.  Morphine  is  indicated  where  there 
is  much  pain  and  codeine  seemed  to  give  him  con- 
siderable relief. 

DR.  W.  W.  WILKINSON: — We  have  heard  pneu- 
monia discussed  at  this  hospital  and  at  the  Good 
Samaritan  Hospital,  and  at  neither  institution  have 
we  heard  diathermy  mentioned  in  the  treatment. 
It  is  one  of  the1  things  which  the  physicians  should 
bear  in  mind  in  treating  pneumonia. 

DR.  R.  B.  RANEY : — I recall  this  man  as  coming 
up  before  the  Veterans'  Bureau  several  times,  so 
that  he  must  have  had  a chronic  illness.  When  he 
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came  into  the  hospital  he  certainly  was  very  sick, 
with  physical  signs  of  extensive  lung  disease.  This 
patient  had  definite  cavity  in  the  apex  which  had 
existed  for  some  (time,  with  dissemination  ,and 
formation  of  an  upper  right  lobe  pneumonia.  There 
was  a solitary  abscess  from  which  the  infection 
probably  disseminated. 


DEATHS  IN  GOOD  SAMARITAN 
HOSPITAL,  (Phoenix.) 

(March,  April  and  May,  1931). 

J.  LI.  Hamer,  M.D., 

Chairman  of  Records  Committee. 

There  were  twenty-one  deaths  in  March. 

Case  10755  was  a premature  child  who  expired  18 
hours  after  birth,  autopsy  showing  numerous  areas 
of  atelactasis. 

Case  10678  was  a premature  child  who  expired 
on  the  seventh  day  after  birth  from  broncho-pneu- 
monia. This  case  was  autopsied. 

Cases  10907  and  10980  were  both  premature  ba- 
L ies  of  about  seven  months. 

Case  10838  was  a premature,  one  of  twins,  who 
died  eight  days  post-delivery. 

Case  10788,  an  infant  of  one  month,  expired  on 
the  pediatric  service  of  toxemia  from  diarrhea,  bi- 
lateral ototis  media,  and  possible  septicemia.  This 
child  was  found  living  with  its  parents  under  the 
South  Central  Ave.  bridge  in  a very  critical  con- 
i ition  at  the  onset. 

Case  10835,  a male  of  28  who  expired  from  ad- 
vanced pulmonary  tuberculosis,  complicated  by 
severe  hemorrhage. 

Case  10822,  a female  of  50,  whose  clinical  diag- 
nosis was  bronchopneumonia,  dry  pleurisy  and 
acute  dilatation  of  stomach  and  duodenum.  The 
essential  findings  at  autopsy  were  bronchopneumo- 
nia of  right  lung,  massive  hyperemia  of  left  lung, 
old  tuberculosis  of  both  apices,  slight  hypertrophy  of 
left  side  of  heart  atheroma  of  ascending  aorta  and 
sclerosis  of  coronaries,  and  chronic  glomerular 
nephritis.  The  duodenum  was  dilated. 

Case  10992,  a male  of  71  who  expired  of  myocar- 
ditis, with  associated  chronic  nephritis. 

Case  10904,  a male  of  55,  diagnosis  of  essential 
hypertension,  cardiac  hypertrophy,  compensated, 
vascular  nephropathy  with  insufficiency,  and  diabe- 
tes mellitus.  There  was  some  question  about  this 
patient  having  a low-grade  meningitis  due  to  cer- 
ta  n symptoms,  but  a study  made  before  death  quite 
ruled  out  this  possibility,  as  well  as  that  of  neuro- 
syphilis. 

Case  10789,  a male  of  43,  died  of  cerebral  hem- 
orrhage, attending  a case  of  tertiary  lues.  An  au- 
topsy showed  a large  antemortem  clot  filling  the 
entire  left  lateral  ventricle. 

There  were  four  deaths  on  the  surgical  service. 

Case  10949  and  Case  10736  were  both  deaths  from 
acute  appendicitis,  ruptured,  with  peritonitis.  The 
first  was  complicated  by  an  intestinal  obstruction, 
six  days  after  the  surgery  was  done,  and  necessitat- 
ing reopening  the  abdomen. 

The  second  case,  10736,  was  a child  of  3 years. 
The  operative  notes  of  the  surgeon  state  that  the 
appendix  was  enlarged  and  reddened,  but  point  of 
rupture  was  not  found.  Much  pus  was  in  the  abdo- 
men. and  the  mesentery  was  hemorrhagic.  Patho- 
logical report  of  the  appendix  was  “walls  fibrous, 
section  shows  slight  lymphoid  hyperplasia,  but  no 
recent  inflammatory  changes,-”  This  case  again  illus- 
trates the  advisability  of  trying  to  make  the  clinical, 
operative  and  pathological  findings  agree,  as  stat- 
ed on  our  charts  Here  is  a case  where  the  surgeon 


definitely  states  that  he  finds  no  ruptured  appendix, 
and  the  pathologist  states  there  is  no  recent  in- 
flammatory change;  yet  the  final  summary  record 
st  ten  the  diagnosis  of  “ruptured  appendix.” 

Case  10745,  a male  of  12,  who  expired  follow- 
ing surgery  for  an  acute  appendicitis,  with  abscess 
formation  and  peritonitis.  This  case  developed  an 
obstruction  and  was  re-operated  the  third  day  after 
the  initial  surgery. 

Case  1C811,  a male  of  42,  moribund  when  operat- 
ed, with  a diagnosis  of  intestinal  obstruction, 
wh  ch  was  thought  to  be  either  from  a ruptured  ap- ■, 
pendix,  malignancy  or  ruptured  liver  abscess  with 
peiitonitis.  Nothing  was  done  at  operation  but  a>i 
colostomy,  due  to  the  patient’s  condition  and  exten- 
sive pvrulant  peritonitis.  Expiring  four  days  later 
the  body  was  opened  at  autopsy,  and  a complete 
stenosis  of  the  bowel  at  the  level  of  the  mid-portion 
of  the  descending  colon  was  found,  together  with 
generalized  peritonitis. 

Case  10777,  a male  of  47,  who  expired  from  a 
basal  skull  fracture. 

Case  10781,  was  an  infant  of  3,  badly  mangled 
in  an  acc'dent,  the  essential  injuries  being  fractured 
skull,  intra-cranial  hemorrhage,  fractured  pelvis, 
and  ruptured  bladder. 

Case  10842,  femals  of  36,  who  died  from  the  ef- 
""  a gunshot  wound,  with  injury  to  the  1 
cervical  cord.  Surgery  was  contemplated,  but  not 
attempted. 

Case  10939  was  another  child  of  5 years,  who 
expired  as  the  result  of  an  accident,  receiving 
fracture  of  femur  and  tibia  of  right  leg,  fractured 
skull  and  fractured  right  clavicle. 

Case  10870  was  a man  who  received  a fractured 
skull  when  thrown  from  a moving  freight  train.  A 
trenhine  was  done  on  this  case  for  the  alleviation 
of  pressure.  An  autopsy  was  done. 

Summarizing,  we  have  21  deaths  as  follows:  Six 
premature  babies,  one  infant  on  the  pediatric  ser- 
vice. five  on  the  medical  service,  four  on  the  sur- 
gical service  and  f've  due  to  acts  of  violence  and 
accidents.  There  were  fix  autopsies. 


During  the  month  of  April  there  were  thirteen 
deaths,  as  follows: 

Case  11223  was  a woman,  who  expired  from  ex- 
tensive body  burns,  following  an  explosion  of  an  oil 
stove. 

Case  11157,  a male  of  61,  died  of  concussion  of 
the  brain,  and  fracture  of  the  skull,  complicated  by 
a pneurr.ocoecic  meningitis,  as  determined  by  ex- 
amination of  the  spinal  fluid.  One  curious  phen- 
omenon was  the  presence  of  positive  agglutination 
test  with  all  three  types  of  the  pneumococcus. 

Case  11041,  a female  of  55,  who  lived  for  four 
days  after  being  stri  ken  by  cerebral  hemorrhage. 

Case  11250,  a woman  who  committed  suicide  by 
ingesting  a large  amount  of  bichloride  of  mercury. 

Case  11097,  a male  of  70,  entered  the  hospital 
April  7,  and  expired  April  10.  His  condition  was 
extreme  upon  admission,  and  the  chief  cause  of 
death  was  a cardio-vaseular-renal  combination. 

Case  11313,  an  infant  of  3 months,  expired  of 
acute  intestinal  indigestion  and  pyelitis. 

Case  11067  was  a case  of  prematurity  and  icterus 
neonatorum. 

Case  11081,  was  a premature  with  broncho- 
pneumonia. 

Case  11188  was  an  infant  of  3 months  with  an- 
hydremia,  acute  acidosis,  gastroenteritis,  and  bron- 
cho-pneumonia. 

Case  11096,  an  infant  of  two  months,  with  pyloric 
stenosis  was  operated  upon,  and  expired  the  fol- 
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lowing  day.  The  cause  of  death  is  reported  as 
broncho-pneumonia. 

Case  11045  was  an  old  man  of  88,  who  expired 
from  shock  while  under  an  anesthetic,  and  during 
the  process  of  a Cotton  reduction  and  application 
of  a double  spica  cast  to  a broken  left  femur. 

Case  11205,  a female  of  19,  who  developed  signs 
and  symptoms  of  pelvic  infection  three  days  post- 
partum, with  peritonitis,  and  was  operated  upon  on 
April  24,  one  week  after  her  admission,  because  of 
the  onset  of  an  intestinal  obstruction.  A cecostomy 
was  done.  Patient  expired  six  days  later. 

Case  11276,  a female  of  39,  expired  as  the  result 
of  toxemia  of  pregnancy,  and  an  old  nephritis  with 
suppression  of  urine.  A valiant  but  vain  effort  was 
made  to  save  this  patient’s  life  by  supportive  treat- 
ment, intravenous  medication  and  fluids,  and  as  a 
final  resort,  the  introduction  of  the  Vorheis  bag  to 
induce  labor,  but  she  expired  because  she  did  not 
respond  to  any  treatment. 

Summarizing,  we  have  thirteen  deaths,  and  no  au- 
topsies. Three  deaths  from  acts  of  violence  and 
Occidents,  a burn  case,  a fractured  skull,  and  a 
mercury  poison  case.  Two  cases  on  medical  service, 
a cerebral  hemorrhage,  and  one  from  a cardio-renal 
s^pdrome.  Two  cases  of  pediatrics,  one  an  acute 
intestinal  indigestion  and  pyelitis,  and  one  from 
,anhydremia  and  broncho-pneumonia.  Two  prema- 
ture babies,  and  one  eclampsia  on  the  obstetric 
service ; three  cases  on  the  surgical  service,  one  case 
of  peritonitis  following  a pelvic  infection  post- 
partum, one  under  anesthesia  from  shock  attending 
nld  age,  and  one  case  of  pyloric  stenosis  following 
operation. 


During  the  month  of  May  there  were  eighteen 
{deaths,  as  follows: 

Twelve  of  the  eighteen  deaths  in  the  hospital  dur- 
ing May  were  on  the  medical  service,  and  are  classi- 
fied as  follows: 

Male  of  79,  decompensation  of  heart,  and  aortic 
regurgitation. 

Male  of  82,  interstitial  nephritis  and  aortic  regur- 
gitation. 

Male  of  61,  acute  catarrhal  jaundice. 

Male  of  38,  bronchial  asthma,  and  non-specific 
encephalitis  probably  an  allergic  intoxication. 

Male  of  18,  hemophilia  and  epistaxis. 

Male  of  55,  multiple  sclerosis  and  arteriosclerosis 
of  heart  and  kidneys.  (Autopsy.) 

Male  of  49,  primary  carcinoma  of  stomach,  with 
metastasis  to  liver  and  right  lung;  secondary  ane- 
mia. 

Male  of  69,  chronic  nephritis  and  myocarditis. 

Male  of  58  abscess  of  right  lung. 

Female  of  two  years,  gastro-enteritis. 

Female,  age  not  stated,  pulmonary  tuberculosis 
with  hemorrhage  and  myocarditis. 

Female  of  3,  probable  streptococcus  blood  infec- 
tion and  status  lymphaticus;  an  autopsy  on  the  case 
indicated  to  the  pathologist  that  the  child  probably 
expired  of  an  acute  leukemia,  lymphatic  in  type, 
and  status  lymphaticus. 

One  death  from  accident,  was  a female  of  51,  who 
expired  from  concussion  and  contusion  of  the 
cerebrum. 

Five  deaths  occurred  on  the  surgical  service. 
Oh  ldren  with  ruptured  appendices  continue  to  lead 
the  list,  as  they  have  in  the  past  few  months.  There 
were  three  last  month,  one  female,  age  7,  and  two 
boys,  both  age  13. 

Also,  a male  of  53,  after  cholecystectomy,  with  a 


diagnosis  of  chronic  cholecystitis,  with  periduode- 
nal adhesions,  chronic  peptic  ulcer,  expired  of  car- 
diac failure. 

The  other  death  on  the  surgical  service  is  to  be 
discussed,  that  of  a thyroid  case. 

I wanted  again  to  call  attention  of  the  staff  to 
a few  matters  which  are  vital  in  the  routine  clas- 
sification of  causes  and  minor  causes  of  death.  In 
addition,  there  are  numerous  other  bits  of  informa- 
tion, which,  if  incorporated  would  greatly  assist  in 
correlating  our  material,  both  for  statistics  and  for 
study.  This  is  particularly  true  of  postoperative 
morbidity  and  mortality.  It  was  not  so  many 
years  ago  that  the  survival  of  a patient  from  some 
major  type  of  operation  was  considered  a triumph, 
end  when  complications  arose  that  were  not  wholly 
the  result  of  an  operation,  such  as  shock  or  hem- 
orrhan-e  the  incident  was  regarded  as  unavoidable, 
and  for  which  there  could  be  no  blame  attached  to 
the  surgeon.  But  that  attitude  has  changed,  and 
it  should  be  our  aim  to  keep  abreast  of  the  times 
in  the  Good  Samaritan  Hospital.  This  must  be  so  in 
order  to  maintain  the  required  standardization  and 
cr’edit  among  the  hospitals.  There  is  nothing  to  in- 
dicate to  us  the  trouble  with  a patient,  what  was 
done  for  him,  and  what  became  of  him,  except  from 
the  chart. 

We  must  realize  that  the  greatest  hope  of  re- 
ducing the  mortality  of  surgery  rests  on  the  con- 
stant and  critical  discussion  of  the  causes  of  surgi- 
cal treatment,  on  the  causes  of  death,  accurately 
recorded,  and  on  postoperative  complications.  The 
factor  of  postoperative  complications  is  being  stud- 
ied more  and  more  over  the  world  in  medical  cen- 
ters, and  from  this  study  no  doubt  will  continue 
to  pour  into  literature  many  contributions  on  the 
causes  and  effects,  and  information  dealing  with 
the  treatment.  I have  noticed,  in  our  records,  that 
this  one  phase  of  our  case  record  is  neglected  bad- 
ly. Our  charts  are  improving,  for  statistical  pur- 
poses especially  in  the  incidence  of  postoperative 
complications,  and  in  the  proper  correlation  of  the 
clinical  diagnosis  with  postmortem  findings  in 
fatal  cases.  I would  suggest  that  we  summarize 
our  clinical  diagnosis  of  all  pathological  conditions 
according  to  their  importance,  then  give  a sum- 
marv  of  the  autopsy  findings,  if  one  is  done,  and  I 
would  suggest  that  we  carefully  study  postoperative 
complications,  and  accurately  record  them. 

Take,  for  instance  the  postoperative  pulmonary 
complications.  We  find  here  on  our  charts  on  some 
occasions  not  even  major  estimations  of  postoper- 
ative morbidity,  and  causes  of  mortality.  In  an  an- 
alysis of  the  causes  for  this  condition,  one  could 
blame  some  of  them  on  carelessness,  forgetfulness 
or  lack  of  concerted  actions  and  agreement  of  nom- 
enclature on  the  part  of  different  members  of  the 
staff,  or  to  failure  to  record  the  minor  complica- 
tions in  non-fatal  cases,  or  in  the  diversity  of  inter- 
pretation given  to  common  pathologic  states  by  the 
different  members  of  the  staff.  Also,  by  a lack  of 
postmortem  information  on  most  of  our  cases.  Rec- 
ords of  the  lungs  for  instance  refer  to  the  compli- 
cations as  pneumonia,  bronchitis,  or  pleurisy,  oc- 
ra  ionally  with  such  diagnostic  variations  as  bron- 
cho-pneumonia or  lobar  pneumonia.  We  do  not 
systematize  our  efforts  at  differentiation  between 
the  purely  infectious,  inflammatory  and  the  em- 
bolic or  infarct  pneumonia,  and  perhaps  we  could 
even  mention  atelectasis,  which,  of  course  has  only 
recently  come  into  prominence  in  clinical  discus- 
sions. And  so  it  is  with  the  heart  and  vascular 
system,  the  abdomen,  or  blood  stream.  We  can  at 
least  try  to  diagnose  with  reasonable  certainty  the 
exact  cause  of  postoperative  morbidity  or  mortality. 
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THE  NEW  MEXICO  MEDICAL  SOCIETY 
FORTY-NINTH  ANNUAL  MEETING,  AT  AL- 
BUQUERQUE, NEW  MEXICO,  MAY  20-22, 
1931. 

May  20,  1931. 

The  Forty-Ninth  Annual  Meeting  of  the  New 
Mexico  Medical  Society,  convened  at  Albuquerque, 
May  20,  1931,  despite  the  general  business  depres- 
sion, set  a new  record  for  attendance,  as  well  as  a 
new  standard  of  quality  and  excellence  in  the  sci- 
entific sessions. 

Registration  headquarters  were  established  in  the 
Hotel  Alvarado,  where  all  business  and  scientific 
sessions  were  held. 

Meeting  of  the  Council. 

Called  to  order  by  the  President,  Dr.  R.  0.  Brown 
(Santa  Fe),  at  9 a.  m.,  there  were  present:  Ex- 

officio  members,  Drs.  R.  O.  BTown  and  L.  B.  Cohe- 
nour;  members,  Dr.  Carl  Mulky  (Albuquerque),  Dr. 
W.  T.  Joyner  (Roswell),  Dr.  C.  W.  Gerber  (Las 
Cruces),  Dr.  C.  B.  Elliott  (Raton). 

Minutes  of  the  last  meeting  were  read  and  ap- 
proved. 

Financial  report  of  the  Treasurer,  Dr.  L.  B 
Cohenour  (Albuquerque),  was  read  by  him,  as  fol- 
lows: 

“Gentlemen:  I hereby  submit  a report  of  the 

financial  affairs  of  the  New  Mexico  Medical  Soci- 
ety ending  this  date: 

Balance  on  hand  at  annual  report 

June  4,  1930  $1,551.57 

Delinquent  dues  collected,  2 members  1930..  10.00 

Annual  dues,  10  new  members 50.00 

Annual  dues,  8 memb'ers  1930 40.00 

Annual  dues  collected  for  1931  from 

213  members  1,065.00 

Cash  from  Dr.  C.  F.  Beeson  by  mistake 10.00 


Total  cash  received  to  May  20,  1931 $2,726.57 

Disbursements 
Reporter  for  1930  meeting 

(Balance  half  fee) $ 100.00 

Secretary’s  salary  for  1930 300.00 

Southwestern  Medicine  for  234  members 

for  1930  468.00 

Reporter  for  1931  meeting 

(advance  half  fee)  100.00 

Treasurer’s  bond  for  1930-1931 5.00 

Southwest  Printing  Co.,  300  programs 

for  State  Meeting  at  Raton,  N.  M. 35.00 

Commercial  Service  Co.,  L.  C.  Typewriter 
$105,  less  credit  on  old  typewriter  of 

$20  85.00 

Gordon-Horton  Co.,  250  2c  stamped  en- 
velopes   7.46 

Gordon-Horton  Co.,  250  letter  heads 4.25 

Albuquerque  Stationery  Co.,  Financial 

Journal  , 2.75 

Western  Union  Telegraph  Co.  Legislation 

on  Naturopath  Bill  4.62 

Gordon-Horton  Co.,  250  2c  stamped  en- 
velopes   7.50 

May  1,  1931,  Refund  to  Dr.  C.  F.  Beeson 

(on  $10  per  capita  too  much) 10.00 


Total  expenditures  for  1930-1931 $1,129.58 

Total  balance  on  hand  May  20,  1931 $1,596.99 

Outstanding  Indebtedness 
Southwestern  Medicine,  dues  213  members$  426.00 

Secretary’s  salary  for  1930-31  300.00 

Reporter  for  1931  meeting  (balance  half 

fee)  100.00 

Medical  Directory  for  1931 15.00 

Treasurer’s  bond  for  1931-1932 5.00 


846.00 


Expected  Balance  after  all  bills  are  paid..  749.99 
Respectfully  submitted, 

(Signed)  L.  B.  COHENOUR, 

Secretary  and  Treasurer;” 

Motion  that  the  Treasurer’s  Report  be  accepted 
and  approved  as  read  was  made  by  Dr.  Gerber  (Las 
Cruces),  seconded  by  Dr.  Mulky  (Albuquerque), 
and  carried. 

The  President,  Dr.  Brown,  spoke  in  regard  to 
work  done  by  the  Legislative  Committee  in  connec- 
tion with  attempt  to  have  a B’asic  Science  Bill 
passed  at  the  Legislature.  A bill  was  drawn  up  af- 
ter the  model  sponsored  b'y  the  American  Medical 
Association  and  introduced  in  both  Houses.  The 
Committee  in  the  House,  to  which  it  was  referred, 
finally  voted,  by  a majority  of  one,  to  report  it  un- 
favorably but  this  was  held  up  with  the  thought 
that  perhaps  later  a more  favorable  vote  could  be 
secured;  however,  it  was  plainly  seen  later  that 
there  would  be  no  chance  at  this  time  for  favor- 
able action.  The  Naturopathy  Bill  was  referred  to 
the  House  Committee,  was  reported  favorably,  and 
the  House  went  into  it  as  a whole.  The  Bill  finally 
passed  the  House  and  got  as  far  as  a public  hearing 
in  the  Senate.  Colonel  Gilbert,  a lawyer  in  Santa 
Fe,  conducted  hearings  for  the  State  Medical  Soci- 
ety and  did  such  a good  job  of  it  that  the  Bill  was 
finally  laughed  out  of  court.  While  it  is  regretted 
that  the  passage  of  a Basic  Science  Act  was  not 
accomplished,  yet  in  the  matter  of  education,  it  is 
felt  that  much  was  accomplished.  Expenses  in- 
curred were  $9.80  for  telegrams  and  $50  fee  of  law- 
yer in  drawing  up  and  working  on  the  Bill. 

Dr.  Brown  further  stated  that  Drs.  Joyner  and 
Ingalls  from  Roswell  came  up  to  Santa  Fe  and 
were  of  much  assistance  and  that  he  thought  their 
expenses  should  be  taken  care  of  by  the  Society. 
Dr.  Joyner  stated  that  Dr.  Ingalls  and  he  went  to 
Santa  Fe  on  their  own  responsibility  to  a great  ex- 
tent, that  they  were  very  much  interested  and  felt 
that  every  man  who  was  interested  should  go  and 
do  what  he  possibly  could  in  getting  a Basic  Science 
Bill  through  and  the  Naturopathy  Bill  defeated. 
The  Naturopathy  Bill  was  virtually  a similar  prop- 
osition to  that  of  the  chiropractors  and  the  work 
done  by  Dr.  B’rown  was  what  defeated  it.  Just  such 
measures  as  this,  he  said,  are  going  to  arise  from 
time  to  time,  which  we  must  fight,  and  while  the 
Society  appropriated  $500  at  the  meeting  last  year 
for  the  purpose  of  meeting  expenses  in  connection 
with  this  work,  he  had  no  thought,  so  far  as  their 
personal  expenses  were  concerned,  that  they  would 
be  paid  out  of  this  fund.  Dr.  Mulky  expressed  the 
opinion  that  the  expenses  of  Drs.  Joyner  and  In- 
galls should  b’e  paid  by  the  Society.  Dr.  Brown  stat- 
ed that  they  were  of  great  assistancee  to  him  and 
he  thought  likewise  they  should  be  reimbursed  the 
amount  of  their  expenses. 

Motion  was  made  by  Dr.  Mulky  that  Drs.  Joyner 
and  Ingalls  be  reimbursed  to  the  extent  of  $60  ($30 
each),  on  account  of  expenses  incurred  in  connec- 
tion with  trip  to  Santa  Fe  and  work  on  the  Basic 
Science  Bill,  seconded  by  Dr.  Gerber,  and  carried. 

Motion  by  Dr.  Cohenour  that  Dr.  Brown  be  re- 
imbursed for  expenses  of  telegrams,  $9.80,  and  le- 
gal services,  $50.00,  was  seconded  by  Dr.  Gerber 
and  carried. 

The  Secretary,  Dr.  Cohenour,  read  applications 
for  membership  in  the  Society  from  the  following, 
stating  that  dues  had  already  been  paid,  and  since 
the  applications  had  been  approved  by  the  com- 
ponent county  societies,  they  had  virtually  been  ac- 
cepted : 

New  members:  Dr.  W.  A.  Onstein,  Taos,  N.  M.; 
Dr.  G.  L.  Langworthy,  Hob’bs,  N.  M.;  Dr.  M.  D. 
Moran,  Farmington,  N.  M/,  Dr.  Byron  B.  Thorpe, 
Tucumcari,  N.  M. ; Dr.  A.  J.  Burch,  Reserve,  N.  M. 


Approximate  total 
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Reinstatement:  Dr.  C.  Plumlee,  Roy,  N.  M.; 
Dr.  C.  J.  Amble,  Mountainair,  N.  M. 

Membership  was  granted  to  each  upon  favorable 
vote. 

Dr.  Joyner,  referring  to  the  work  of  the  Coun- 
cillors, stated  that  originally  one  councillor  was  ap- 
pointed for  each  Judicial  District,  at  which  time 
there  were  six  Judicial  Districts,  and  therefore 
there  are  six  councillors.  Now  there  are  more  than 
six  Judicial  Districts  and  it  would  seem  there  should 
be  a reapportionment  of  councillors  to  cover  the 
new  districts  and  each  councillor  should  be  in- 
formed as  to  just  what  territory  he  should  cover. 

The  President  appointed  as  a committee,  Drs. 
Elliott,  Mulky  and  Joyner,  to  lay  out  the  districts 
each  councillor  is  supposed  to  cover,  to  report  at 
next  meeting. 

The  Secretary,  Dr.  Cohenour,  read  a letter  from 
Dr.  H.  W.  Gibbs,  Las  Vegas,  N.  M.,  dated  March 
24,  1931,  in  regard  to  the  San  Miguel  County  So- 
ciety, stating  in  effect  that  no  meeting  has  been 
held  for  at  least  four  years  and  there  is  practically 
no  organization. 

Dr.  Joyner  expressed  the  opinion  that  this  was 
a matter  for  the  Councillor  for  that  District. 

Motion  for  adjournment  was  carried  with  the  un- 
derstanding that  another  meeting  would  be  held 
Thursday  morning  at  8:30  a.  m.,  May  21,  1931. 

House  of  Delegates 

Called  to  order  by  the  President,  Dr.  R.  0.  Brown 
(Santa  Fe)  at  9:30  a.  m.  Present:  Dr.  R.  0.  Blown 
(Santa  Fe),  Dr.  L.  B.  Cohenour  (Albuqueqrque) , 
Dr.  W.  H.  Woolston  (Albuquerque),  Dr.  W.  T. 
Joyner  (Roswell),  Dr.  C.  F.  Milligan  (Clayton), 
Dr.  F.  D.  Vickers  (Deming),  Dr.  H.  A.  Ingalls 
(Roswell),  Dr.  E.  E.  Royer  (Albuquerque),  Dr. 
Troy  C.  Sexton  (Las  Cruces),  Dr.  R.  L.  B'radley 
(Roswell)  and  Dr.  E.  C.  Mathews  (Albuquerque). 

Minutes  of  the  meeting  of  the  Council  were  read 
and  approved. 

The  President,  Dr.  Brown,  spoke  in  regard  to 
work  done  by  the  Legislative  Committee  in  connec- 
tion with  attempt  to  have  a Basic  Science  Bill 
passed,  reiterating  his  remarks  made  at  the  Coun- 
cil meeting. 

The  Secretary,  Dr.  L.  B.  Cohenour,  read  his  an- 
nual report  as  follows: 

“Gentlemen:  I hereby  render  a report  of  the  af- 
fairs of  the  office  of  Secretary-Treasurer  for  the 
term  ending  with  this  session: 

“At  the  meeting  held  in  Raton,  N.  M.,  June  4, 
1930,  there  were  10  members  suspended  for  non- 
payment of  dues,  and  immediately  following  ten 
members  reinstated  and  ten  new  members  were  ad- 
mitted to  the  Society  following  this  meeting,  by  af- 
filiation with  County  Societies. 

“Members  in  the  Society  at  this  time  are  as  fol- 
lows : 

1930  1931 


Bernalillo  County  45  52 

Chaves  County  19  20 

Colfax  County  15  18 

Curry  County  12  10 

Dona  Ana  County  11  11 

Eddy  County  9 5 

Grant  County  16  18 

San  Miguel  County  6 5 

Luna  County  6 6 

McKinley  County  11  11 

Santa  Fe  County  17  16 

Union  County  9 9 

Members  at  Large  37  32 

Total  in  good  standing  this  date 213 


“Seven  applications  for  membership  were  receiv- 
ed to  be  presented  at  this  meeting  and  membership 


cards  issued  to  them  in  advance.  No  deaths  of  mem- 
bers of  this  Society  occurred  during  the  past  year. 

Respectfully  submitted, 

(Signed)  L.  B.  COHENOUR, 

Secretary  and  Treasurer.’’ 

Motion  by  Dr.  Troy  Sexton  (Las  Cruces)  that 
the  Secretary’s  report  be  approved,  as  read,  was 
seconded  by  Dr.  R.  L.  Bradley  (Roswell),  and  car- 
ried. 

The  Secretary  read  the  applications  of  five  for 
membership  and  two  for  reinstatement,  which  had 
already  been  acted  upon  favorably  by  the  Council. 

Dr.  R.  O.  Brown  (Santa  Fe),  announced  that  as 
a delegate  from  the  Santa  Fe  County  Medical  So- 
ciety, he  had  been  instructed  to  invite  the  Society 
to  hold  its  next  annual  meeting  at  Santa  Fe. 

The  Secretary  read  a telegram  dated  Santa  Fe, 
N.  M.,  May  19: 

“Dr.  M.  K.  Wylder,  Presiding  Officer,  New  Mex- 
ico Medical  Society  Convention,  Albuquerque,  N.  M. : 
Santa  Fe  Chamber  of  Commerce  sends  you  and 
through  you  to  the  delegates  in  Convention  assem- 
bled cordial  greetings  and  best  wishes,  and  equally 
cordial  invitation  to  hold  next  Convention  here. 

CARL  A.  BISHOP,  President. 

Action  was  deferred  until  the  business  meeting 
of  the  House  of  Delegates,  for  election  of  officers. 

Dr.  Cohenour  (Secretary)  read  a letter  from  the 
Colorado  State  Medical  Society,  dated  Denver, 
Colo.,  January  21,  1931,  as  follows: 

“Dear  Dr.  Cohenour:  Our  Committee  on  Scientific 
Work,  in  charge  of  the  program  for  our  next  an- 
nual session,  to  be  held  in  Colorado  Springs,  Sep- 
tember 15,  16  and  17,  directed  me  to  invite  you  and 
the  other  officers  of  your  Society  to  attend  the 
meeting  as  Fraternal  Delegates.  The  thought  oc- 
curred to  the  Committee  that  perhaps  some  repre- 
sentative of  your  Society  would  like  to  appear  on 
our  program  with  a timely  paper  and,  if  such  is  the 
case,  we  should  like  very  much  to  have  your  sug- 
gestions. With  this  in  view  it  should  be  borne  in 
mind  that  our  Committee  is  endeavoring  to  com- 
plete arrangements  for  the  program  by  March  1st. 
In  any  case  I trust  we  shall  have  the  pleasure  of 
greeting  several  members  of  your  Society  as  our 
guests  in  Colorado  Springs  next  September. 
“Sincerely, 

COMMITTEE  ON  SCIENTIFIC  WORK, 

B*y  Harvey  T.  Sethman, 

Executive  Sec’y.” 

Afetr  informal  discussion  it  was  decided  to  de- 
fer this  matter  until  the  meeting  set  for  election  of 
officers. 

Dr.  Cohenour  (Secretary)  read  a letter  from  Dr. 
Kemper,  of  the  Colorado  State  Medical  Society, 
which  proposed  that  the  official  journal  of  that  or- 
ganization, now  known  as  “Colorado  Medicine,’’  be 
changed  to  “Rocky  Mountain  Medicine,’’  and  be- 
come the  official  journal  of  New  Mexico  as  well  as 
Colorado  and  Wyoming.  Dr.  Brown  (President) 
stated  that  he  had  heard  something  in  regard  to 
the  proposition  from  the  Director  of  the  Bureau  of 
Public  Health,  who  is  one  of  the  Editors  of  Colo- 
rado Medicine,  and  that  he  would  like  to  know  the 
opinion  of  the  members  on  the  subject.  Dr.  Joyner 
(Roswell)  stated  that  he  did  not  see  how  the  mat- 
ter could  be  taken  up  without  the  consent  of  the 
Arizona  State  and  El  Paso  County  Medical  Soci- 
eties; that  the  New  Mexico  State  Society  had  one- 
third  interest  in  Southwestern  Medicine,  which  is 
the  official  journal  of  the  three  organizations,  as 
well  as  the  Southwestern  Medical  and  Surgical  As- 
sociation. Dr.  Mulky  (Albuquerque)  suggested  that 
the  proposition  should  be  taken  up  with  the  other 
Societies  as  well  as  the  New  Mexico  State  Society. 
The  President  suggested  that  the  Secretary  corre- 
spond with  Dr.  Kemper  and  suggest  that  the  ques- 
tion be  taken  up  with  the  Arizona  State  Society, 
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the  El  Paso  County  Medical  Society  and  the  South- 
western Medical  and  Surgical  Association. 

At  this  point  Mr.  Harvey  T.  Sethman,  Executive 
Secretary  of  the  Colorado  State  Medical  Society, 
entered  and  was  asked  to  explain  the  movement. 
Mr.  Sethman  stated  that  it  had  been  the  dream  of 
a number  of  men  in  Colorado  for  a good  many  years 
that  there  should  be  an  amalgamation  of  interests 
in  medical  publication  of  the  so-called  Rocky  Moun- 
tain States;  that  the  matter  was  taken  up  by  the 
House  of  Delegates  at  the  meeting  last  year  and 
authority  given  to  the  Committee  on  Publication  to 
invite  the  neighboring  states  not  now  associated 
with  Colorado  Medicine  to  unite  with  them  and  ex- 
pand all  into  a Rocky  Mountain  Journal.  The  Jour- 
nal at  the  present  time  is  about  the  fourth  largest 
in  the  country  and  is  the  official  sponsor  of  the 
Colorado  State  Medical  Society,  the  Wyoming  State 
Medical  Society  and  the  Colorado  Hospital  Associa- 
tion. Wyoming  has  no  hospital  association.  The 
Publicity  Committee  has  extended  invitations  to 
Montana  and  to  New  Mexico.  While  not  wishing  to 
be  in  the  position  of  using  any  high-pressure  sales- 
manship to  bring  this  about,  it  is  desired  that  the 
matter  be  considered,  as  it  would  be  of  great  mu- 
tual advantage  to  the  Rocky  Mountain  States.  He 
presented  letter  dated  Colorado  State  Medical  So- 
ciety, May  18,  1931,  as  follows: 

“To  Officers  and  Delegates  of  the  New  Mexico 
Medical  Society  Convention  in  Albuquerque,  N.  M., 
Greeting:  Under  authority  of  the  House  of  Dele- 
gates and  the  Committee  on  Publication  of  the  Col- 
orado State  Medical  Society,  it  becomes  my  privi- 
lege to  extend  to  your  Society  an  invitation  to  des- 
ignate Colorado  Medicine  as  your  official  journal. 

“May  I call  to  your  attention  the  following  reso- 
lution unanimously  adopted  by  the  House  of  Dele- 
gates on  September  9,  1930: 

“BE  IT  RESOLVED  by  the  House  of  Delegates 
of  the  Colorado  State  Medical  Society  that  the  Com- 
mittee on  Publication  and  the  Executive  Secretary 
are  hereby  jointly  empowered  to  invite  on  behalf  of 
this  Society  the  recognized  medical  societies  of  other 
States  in  the  Rocky  Mountain  region  to  designate 
the  official  journal  of  this  Society  as  the  official 
journal  of  their  Societies. 

“BE  IT  FURTHER  RESOLVED  that  the  Com- 
mittee on  Publication  and  the  Executive  Secretary 
are  further  jointly  empowered  to  execute  such  con- 
tracts with  such  other  State  Medical  Societies  as, 
in  the  judgment  of  the  Committee  on  Publication 
and  the  Executive  Secretary,  are  proper  and  neces- 
sary to  effect  the  establsihment  of  a working  plan 
for  the  inclusion  of  such  additional  State  Medical 
Societies  in  the  sponsorship  of  the  official  journal 
of  this  Society. 

“Leaders  of  medical  thought  in  our  State  and  in 
Wyoming  have  for  many  years  planned  that  the 
diagnostic  and  therapeutic  problems  of  all  states  in 
the  Rocky  Mountain  Region  are  so  similar  that  a 
common  journal  for  this  region  would  be  of  great 
value.  They  believe  that  such  a journalistic  enter- 
prise will  constitute  a progressive  step  and  will 
form  the  foundation  for  a more  logical  representa- 
tion of  medical  thought  in  the  Rocky  Mountain  tier 
of  states  than  now  exists. 

“Colorado  Medicine  now  is  the  official  organ  of 
the  Colorado  State  Medical  Society,  the  Wyoming 
State  Medical  Society  and  the  Colorado  Hospital  As- 
sociation. Our  own  House  of  Delegates  has,  through 
an  amendment  of  our  By-laws,  authorized  our  Com- 
mittee on  Publication  and  our  Board  of  Trustees  to 
change  the  name  of  Colorado  Medicine  to  some 
name  that  would  more  properly  describe  the  journal 
as  representative  of  the  principal  Rocky  Mountain 
States.  The  name  will  be  changed  as  soon  as  one 
additional  state  besides  Wyoming  joins  with  us  in 
this  enterprise.  Should  your  Society  consider  this 
invitation  favorably,  we  should  naturally  desire  to 


confer  with  you  as  to  a proper  name  for  the  ex- 
panded publication. 

“It  is  quite  natural  that,  before  your  Society 
would  be  willing  to  ratify  definitely  such  a merger 
of  interests,  you  would  wish  to  know  in  full  detail 
what  our  Journal  could  offer  you.  In  this  regard 
may  I say  that  it  will  b’e  a pleasure  for  such  of- 
ficers of  our  Society  as  are  empowered  to  complete 
any  necessary  arrangements  to  meet  with  the  ap- 
propriate officers  of  your  Society  at  your  conveni- 
ence. 

“It  is  the  hope  of  our  officers  and  our  House  of 
Delegates  that  after  careful  deliberation  your  Soci- 
ety will  see  with  us  the  mutual  advantages  of  the 
arrangement  suggested  and  that  in  the  not  too  far 
distant  future  negotiations  may  be  completed  for 
uniting  in  the  publication  of  a Rocky  Mountain 
Medical  Journal. 

“By  order  of  the  Publication  Committee  under 
authority  of  the  House  of  Delegates. 

(Signed)  HARVEY  T.  SETHMAN, 

Executive  Secretary.” 

Dr.  Brown  asked  if  any  overtures  had  been  made 
to  the  Arizona  State  Medical  Society  or  to  the  El 
Paso  County  Medical  Society,  to  which  Mr.  Seth- 
man replied  “No!  not  as  yet,  the  Publication  Com- 
mittee has  full  authority  of  the  House  of  Delegates 
to  work  out  all  details  with  the  Trustees,  but  so 
far  invitations  have  been  issued  only  to  the  New 
Mexico  and  the  Montana  State  Societies.” 

Adjournment  10  a.  m. 

General  Session 

The  meeting  was  formally  opened  at  10  a.  m.,  the 
call  to  order  being  made  by  the  President,  Dr.  R. 
O.  Brown  (Santa  Fe). 

Invocation  was  delivered  by  Dr.  George  Weber. 

Dr.  James  F.  Zimmerman,  President  of  the  Uni- 
versity of  New  Mexico,  was  introduced,  and  ex- 
pressed his  pleasure  at  having  the  honor  of  giving 
a word  of  welcome  to  the  medical  profession  of  New 
Mexico — a welcome  that  carried  an  invitation  to 
every  man  working  in  the  profession  to  forward  a 
program  of  health  preservation  and  all  things  that 
go  to  make  up  a cleaner  life  and  better  citizenship. 
Dr.  Zimmerman  deplored  the  fact  that  there  is  no 
medical  college  at  the  University  and  the  men  tak- 
ing up  pre-medical  work  having  to  go  elsewhere  to 
complete  their  courses,  are  thus  confronted  by  a 
very  difficult  problem.  He  suggested  that  an  In- 
stitute of  Health  might  be  created  and  all  those 
engaged  in  medical  research  work  or  health  prob- 
lems, whether  rural  sanitation,  infant  mortality, 
child  welfare,  or  other  forms,  cooperate  and  further 
such  a movement.  This  would  be  of  great  service 
to  physicians,  surgeons,  and  other  scientists,  and 
would  be  of  great  value  in  the  study  of  tuberculo- 
sis and  other  diseases.  He  also  advocated  health 
demonstrations  and  talks  in  communities,  at  county 
fairs  and  other  public  gatherings,  as  an  aid  in  ed- 
ucating the  public  towards  bettering  health  condi- 
tions. 

Dr.  Crum  Epler  (Pueblo,  Colo.),  in  response  to 
the  address  of  welcome  by  Dr.  Zimmerman,  called 
attention  to  the  fact  that  he  is  virtually  a member 
of  the  Society  since  he  always  attends  the  annual 
meetings,  deriving  much  pleasure  and  benefit  there- 
from, since  the  New  Mexico  doctors  are  not  only 
good  medical  men,  but  genuine,  real  fellows,  and  for 
this  reason  visitors,  particularly  visitors  from  the 
sister  state  from  which  he  comes,  Colorado,  are  al- 
ways glad  to  meet  with  them. 

Dr.  B'rown  (President)  in  introducing  Dr.  M. 
K.  Wylder  (Albuquerque),  incoming  President,  re- 
marked he  was  afraid  he  might  not  now  enjoy  the 
meeting  as  much  as  some  of  the  others,  since  he 
would  no  longer  have  a chance  to  talk  without  dan- 
ger of  an  argument. 

Dr.  Wylder,  in  his  opening  address,  besides  touch- 
ing on  medical  legislation  in  which  the  profession 
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was  misunderstood,  urged  the  profession  to  think 
in  terms  of  the  patient  and  not  in  terms  of  pathol- 
ogy and  disease,  in  administering  service. 

In  referring  to  cults,  Dr.  Wylder  said:  “I  believe 
that  we  owe  a great  deal  to  the  cults  and  should, 
perhaps,  let  them  alone,  for  they  do  two  things  for 
us  by  their  activities.  They  stimulate  us  to  better 
work,  and  once  in  a while,  they  do  discover  a grain 
of  wheat  in  many  bushels  of  chaff  and  regular 
medicine  does  now  and  always  has,  gladly,  and  I 
might  say  anxiously,  appropriated  any  beneficial 
measure  that  has  been  brought  out  from  no  matter 
what  source.  Homeopathy  taught  us  to  modify  the 
enormous  doses  that  were  in  vogue  a hundred  years 
ago;  the  Eclectics  taught  us  to  give  more  attention 
to  the  relief  of  symptoms ; the  Osteopaths,  while 
working  on  a false  premise,  developed  some  meth- 
ods that  have  been  adopted  by  the  Physiotherapists, 
and  the  Christian  Scientists  have  emphasized  the 
cultivation  of  optimism,  hopefulness  and  cheerful- 
ness.” 

Dr.  Hugh  Jones  (Los  Angeles,  Cal.),  in  a lecture 
on  “Plastic  Reconstructive  Surgery  of  the  Extrem- 
ities,” presented  slides  and  moving  pictures  of  vari- 
ous interesting  cases,  including  a congenital  web 
finger;  a contracture  of  knuckle  joints  following 
injury  by  fallen  timbers;  a large  bump  on  leg  from 
a compound  fracture;;,  scarring  on  front  of  shin 
from  severe  burns;  scar  contraction  of  axilla  due  to 
burn  from  scalding  water;  and  others.  He  empha- 
sized the  fact  that,  in  reconstructive  plastic  sur- 
gery, each  case  is  a definite  problem  in  itself  and 
there  is  no  fixed  or  set  rule  which  can  be  followed 
in  this  class  of  work. 

In  discussion,  Dr.  J.  R.  Earp,  Director  of  the 
New  Mexico  State  Bureau  of  Health,  brought  up 
the  possibility  of  repairing  the  wreckage  of  war  and 
industry  with  “spare  parts”  of  victims  who  had 
been  killed.  He  recalled  an  incident  occurring  dur- 
ing the  war.  A girl  working  in  a wartime  indus- 
trial plant  had  been  virtually  scalped  in  an  accident 
and  was  placed  in  the  improvised  hospital  to  which 
he  was  attached.  Shortly  after,  a bomb  was  dropped 
near  the  building  by  a party  of  German  air  raiders 
and  among  those  killed  was  a very  beautiful  young 
girl,  with  a fine  head  of  hair.  It  seemed  a great 
pity  not  to  try  to  transplant  the  scalp  of  the  girl 
just  killed  to  the  girl  in  the  hospital  who  needed 
and  wanted  one  so  b’adly,  but  the  Chief  refused  to 
sanction  the  attempt. 

Dr.  Crum  Epler  (Pueblo)  asked  Dr.  Jones  what 
he  did  to  prevent  keloids  and  scars  following  graft- 
ing. 

In  closing  the  discussion,  Dr.  Jones  expressed  the 
belief  that  grafting  the  scalp  from  one  person  to 
another  would  not  be  successful,  that  skin  grafting 
from  different  persons  had  been  tried,  but  does  not 
pay,  and  skin  from  the  patient  alone  is  successful- 
ly used.  He  recalled  Dr.  Mann’s  telling  him  that  he 
was  not  convinced  that  skin  could  not  be  grafted 
from  one  person  to  another,  and  ad.vising  him,  if  he 
did  that  work,  to  be  sure  to  take  pictures  of  it  be- 
cause there  were  only  two  or  three  cases  in  the  lit- 
erature in  which  such  grafts  had  been  successful. 

“I  thought  he  was  wrong,  and  when  I had  a child 
whose  skin  was  severely  burned  and  whose  mother 
was  in  the  same  blood  group,  I made  a graft  from 
her  which  took  perfectly.  I had  pictures  taken  of 
it  and  told  Dr.  Mann  all  about  it.  At  the  end  of 
two  weeks  everything  looked  fine.  Shortly  after 
this,  however,  the  child  had  to  go  home,  and  not 
long  after,  the  physician  who  was  caring  for  the 
case  told  me  every  one  of  the  grafts  turned  black 
and  came  off  except  some  little  pieces  which  I had 
taken  from  the  child  itself,  and  those  pieces  lived. 
I have  tried  a number  of  times  since  to  make  grafts 
from  other  persons,  but  without  success.  Dr.  Mann 
tried  to  graft  kidneys  from  one  man  to  another. 
They  lived  for  a few  months,  but  never  healed  en- 


tirely. We  make  use  of  radium,  which  softens  the 
skin  remarkably  and  takes  a lot  of  the  keloid  away. 

Adjournment  for  luncheon. 

Luncheon,  Alvarado  Hotel 

At  the  luncheon  session,  Attorney  Henry  H. 
Clark,  of  Gillett  & Clark,  Denver,  Colo.,  addressed 
the  assembly  on  “Medical  Jurisprudence.”  He  re- 
ferred to  the  days  when  common  law  did  not  per- 
mit a physician  to  sue  and  recover  pay  for  his  serv- 
ices. The  theory  of  the  law  followed  the  etiquette 
of  the  profession  and  forb'ade  him  contracting  for 
pay  for  his  ministrations,  so  obliged  him  to  receive 
whatever  a patient  chose  to  give  him.  At  present, 
the  consensus  of  opinion  in  both  the  medical  and 
legal  profession  is  that  practitioners  are  not  re- 
quired to  take  chances,  "but  may  themselves  appraise 
the  value  of  their  services.  While  a physician  is 
not  bound  to  accept  a call,  once  he  has  taken  a 
case,  he  is  expected,  under  law  and  ethics,  to  give  it 
his  best  services,  and  the  patient  is  obligated  to 
pay  him  a just  compensation.  The  patient  also 
contracts  to  obey  the  doctor’s  orders  and  to  give 
him  a full  and  complete  description  of  his  case. 
The  physician  is  not  required  to  guarantee  a cure, 
or  be  responsible  for  success  or  failure,  unless  it 
is  due  to  his  lack  of  ability  or  failure  to  exercise 
ordinary  care.  As  to  the  nature  of  suits  frequent- 
ly brought  against  doctors  for  alleged  malpractice, 
Mr.  Clark  said  that  he  had  defended  cases  involv- 
ing the  following  conditions: 

1.  A shortened  leg,  resulting  from  a re-fracture 
and  a re-setting  of  a badly  united  bone. 

2.  Volkman’s  paralysis  or  contracture  of  a boy’s 
hand  claimed  to  have  been  caused  by  too  tight 
bandaging  of  a broken  arm. 

3.  Alleged  blood  poisoning  from  use  of  bad 
serum. 

4.  Miscarriage  caused  by  alleged  wrong  pre- 
scription. 

5.  Burns  caused  by  electrical  treatment  for 
eczema. 

6.  Burns  from  hot-water  bottles  following  op- 
erations. 

7.  Drainage  tube  entering  thoracic  cavity  and 
not  removed  for  six  months. 

8.  Ill  health  following  operation  for  a prolapsed 
kidney. 

9.  Death  of  baby  in  childbirth  (which  case  took 
four  weeks  to  try  and  in  which  nineteen  doctors 
testified) . 

10.  Alleged  re-fractured  neck  of  femur  from 
breaking  of  overhead  pulley  rope  suspending  a 
twenty-pound  bag  of  shot. 

11.  Death  from  alleged  illegal  operation  (which 
in  fact  was  not  performed). 

12.  Severing  of  ureter  in  operation  for  removal 
of  cancer  of  cervix  of  uterus. 

13.  Hernia  and  other  disabilities  following  op- 
eration for  lacerated  perineum  (cystocele  and  rec- 
tocele. 

14.  Setting  of  a boy’s  fractured  arm  without  an 
open  operation,  necessitating  a second  operation. 

15.  Premature  removal  of  bandages  following  a 
reduction  of  a dislocated  shoulder  in  an  elderly 
woman,  causing  permanent  re-dislocation. 

16.  Alleged  unnecessary  amputation  of  leg  fol- 
lowing infection  from  a gunshot  wound. 

17.  Alleged  fracture  of  sacrum  by  an  osteopath 
in  reducing  a sacro-iliac  dislocation. 

18.  Amputation  of  leg  following  infection  al- 
leged to  have  been  caused  by  use  of  the  Steinmann 
pin. 

19.  Sponge  alleged  to  have  been  left  in  ab'domen 
following  an  appendectomy,  and  ibeing  removed 
per  ani  several  months  later. 

20.  Burning  and  permanently  disfiguring  a 
woman  s face  by  use  of  radium  to  remove  birth- 
mark. 
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21.  Breaking  of  bones  and  crippling  patient  in 
an  effort  to  remedy  flat  feet. 

22.  Use  of  fifty  per  cent  silver  nitrate  solution 
in  error  for  a two  per  cent  solution  in  case  of  acute 
conjunctivitis,  destroying  eyesight. 

Afternoon  Scientific  Session. 

Dr.  William  C.  Finnoff,  Department  of  Ophthal- 
mology, University  of  Colorado,  Denver,  Colo., 
opened  the  afternoon  program  with  a paper  entitled 
“The  Relation  of  the  Eye  to  General  Diseases,”  in 
which  he  stressed  the  value  of  ophthalmoscopic  ex- 
aminations, since  many  times  some  general  disease 
is  discovered  thereby,  often  otherwise  not  detected. 
Dr.  Finnoff  claimed  the  ophthalmoscope  should  be 
in  more  common  use  than  the  syhygmomanometer, 
for  it  gives  more  accurate  information  regarding 
the  state  of  the  blood  vessels,  in  addition  to  throw- 
ing light  on  other  obscure  conditions.  He  also  men- 
tioned the  perimeter  and  other  instruments  for  the 
examination  of  the  visual  fields  as  of  great  value 
in  uncovering  certain  pathological  conditions,  but 
stated  that  these  have  a limited  field  of  usefulness 
and  belong  to  the  field  of  ophthalmology.  General 
diseases  with  obvious  ocular  manifestations  were 
mentioned,  as  toxic  goiter  with  exophthalmos,  pal- 
sies of  the  extraocular  muscles,  ptosis  or  drooping 
of  the  upper  eyelid  occurring  after  paralysis  of  the 
elevator  muscle  of  the  upper  lid,  paralysis  of  the 
cervical  sympathetic,  in  which  the  syndrome  of 
Home’s  occurs,  usually  due  to  pressure  from  tumor 
masses  in  the  neck  or  enlarged  lymphatic  glands. 

Dr.  Finnoff  divided  defects  in  the  field  into  four 
groups:  (1)  those  due  to  diseases  of  the  eyeball, 
viz.,  glaucoma,  chorioretinitis,  optic  neuritis,  optic 
atrophy,  and  so  forth,  which  are  usually  indepen- 
dent of  general  diseases;  (2)  those  due  to  lesions 
of,  or  to  the  effect  of  pressure  on,  the  visual  tracts 
or  centers  in  back  of  the  eyeball;  (3)  those  due  to 
the  absorption  of  toxins  (toxic  amblyopia)  ; (4) 

functional.  The  first  group  is  of  interest  only  in 
making  a differential  diagnosis,  but  the  second  is 
of  extremg  importance. 

In  the  discussion.  Dr  R.  O.  Brown  (Santa  Fet. 
asked  as  to  the  best  method  of  examining  the  fundus 
and  if  there  is  any  distinctive  movement  of  the 
eye  that  goes  with  postsyphilitic  Parkinson’s  syn- 
drome. He  mentioned  a case  he  had  treated  in  which 
the  trouble  dated  back  to  the  end  of  the  war.  The 
patient  had  a retrospasm  of  the  eye,  the  eyeball 
would  go  around  and  finally  turn  up.  After  work- 
ing the  case  out  as  postsyphilitic  Parkinson’s  syn- 
drome, under  proper  treatment  the  muscles  of  the 
eye  cleared  up. 

Dr.  S.  D.  Swope  (El  Paso.  Texas)  expressed  his 
appreciation  of  Dr.  Finnoff’s  paper,  stating  that 
men  engaged  in  neurology  or  psvchiati-y  can  hardly 
do  without  the  opthalmologist:  that  it  is  his 
routine  practice  to  send  all  cases  to  the  ophthal- 
mologist and  a»k  his  report  on  the  subject,  and  fre- 
quently ophthalmologists  send  cases  to  him  for  light 
on  nerve  conditions  or  on  the  matter  of  diagnosis  of 
the  condition  found,  the  reports  of  the  ophthalmolo- 
gist frequently  being  of  great  advantage  in  making 
a diagnosis.  Dr.  Swope  remarked  that  one  of  the 
unusual  things  he  runs  up  against,  which,  however, 
is  verv  simple  to  the  ophthalmologist,  is  the  p°cu- 
Far  pigmentation  of  the  nerve  in  dark-skmned  peo- 
ple. He  also  commented  upon  the  changes  in  the 
activity  of  the  muscles  of  the  eye  in  Parkinson’s 
syndrome. 

Dr.  G.  W.  Griswold  (Roswell)  complimented  Dr. 
Finnoff  on  the  able  manner  in  which  he  covered 
a very  extensive  subject  and.  sneaking  from  the 
standpoint  of  erroneous  diagnosis,  recalled  the  case 
of  a young  man  about  30  years  of  agm  who  had  a 
very  severe  double  lobar  pneumonia,  in  which  his 
colleague  assured  him  only  three  small  doses  of 
ethyl  hydrocupreine  had  been  given.  In  24  hours 


the  dimness  of  vision  of  which  he  had  complained 
became  total,  following  which,  for  fully  thirty  days, 
he  had  no  light  perception,  after  which  it  gradual- 
ly returned  and  cleared  up  entirely. 

Dr.  Finnoff,  in  closing  the  discussion,  advocated 
the  use  of  the  method  that  seemed  best  and  appeal- 
ed to  the  physician  most  in  making  examinations  of 
the  fundus.  “The  direct  method,”  he  stated  “has 
advantages  over  the  indirect  in  that  you  can  see 
minute  changes  that  are  not  possible  with  the  indi- 
rect method.  A comparison  might  be  made  in  the 
use  of  the  low  power  of  the  microscope  with  the 
high  power.  You  get  a higher  power  microscopiza- 
tion  with  the  direct  method.  With  the  ophthalmo- 
scope, it  is  very  easy  to  master  the  examination  of 
the  fundus  and  especially  with  some  of  the  newer 
frames,  the  fundus  can  be  satisfactorily  examined 
with  undilated  pupil.  In  Parkinson’s  disease,  one 
occasionally  finds  a rotary  or  mixed  nystagmus.  It 
is  possible,  with  a ptosis  and  a mixed  nystagmus, 
tha  + there  might  be  some  lesion  in  the  cerebellum 
as  the  cause.  There  is  a marked  difference  in  the 
pigmentation  in  persons  with  light  complexion  from 
those  of  dark  skin,  those  with  dark  complexion  hav- 
ing mom  pigmentation.  The  case  of  bilateral  neu- 
ritis that  followed  ethylhydrocupreine  may  possibly 
have  been  an  optic  neuritis  from  the  pneumonia  and 
rot  due  to  the  other.  Usually  cases  of  quinine 
blindness  are  permanent.” 

Dr.  T.  E.  Carmody  (Denver,  Colo.),  in  an  address 
on  “Some  Points  in  Bronchoscopv,”  mentioned  the 
metallic  form  of  foreign  body  as  the  easiest  to  diag- 
nose, then  the  vegetable  cr  non-ooaoue  foreign  body. 
Diagnosis  was  generally  done  bv  the  stethoscope, 
but  of  late  years  by  the  x-ray.  It  has  been  only  in 
fh°  last  fifteen  years  that  vary  good  diagnoses  have 
Veen  made  by  the  x-ray  of  the  non-opaaue  or  vege- 
table foreign  bodies.  Infection  in  the  bronchial 
tubes  is  due  to  the  aspiration  of  a foreign  body:  it 
mav  be  a metallic  foreign  body,  a vegetable  foreign 
body,  a clump  of  bacteria,  or  a clump  of  cells  that 
degenerate.  In  the  last  few  years,  we  can  make  di- 
agnosis of  tumor  of  the  lung  by  means  of  the  bron- 
choscope. Dr.  Carmody  showed  manv  interesting 
slides  of  foreign  bodies  in  the  bronchus,  and  x-ray 
pictures  in  connection  therewith. 

In  the  discussion.  Dr.  S.  D.  Swope  (El  Paso) 
asked  in  regard  to  hematogenous  abscess  of  the 
lung. 

Dr.  R.  O.  Brown  (Santa  Fe)  asked  if  the  bron- 
chial activities  clear  up  without  operation  on  the 
sinuses,  or  whether  that  is  necessary. 

Dr.  W.  A.  Gek'er  (Albuouerque)  asked  if  there 
are  any  data  as  to  whether  there  is  any  delayed  ab- 
sorption in  bronchiectasis. 

In  closing  the  discussion.  Dr.  Carmody  said  there 
is  no  question  but  that  we  have  hematogenous  ab- 
scesses of  the  lung,  but  whether  blood-b'orne  or  from 
aspiration,  we  cannot  alwavp  tell.  We  always  find, 
in  these  cases,  infection  of  the  =inus°s  and  asoira 
tion  sometimes  of  particles  of  infected  material 
from  the  tonsils.  In  using  the  aspirator,  we  very 
frequently  find  that  the  plug  will  hit  the  aspirator, 
and  from  that  standpoint  I feel  that  nracticallv  all 
are  aspirated  and  verv  few  are  blood-borne.  Mov- 
ing the  bronchoscope  from  one  side  to  the  other  will 
cause  cough.  “Dr.  B'rown  asked  if  bronchiectasis 
cleared  up  without  operation  on  the  sinuses.  I do 
net  think  so:  I do  not  think  we  ever  get  a cure.  In 
manv  of  these  bronchial  cases  wp  have  a loss  of 
'"'any  layers  of  enitvelinm  • we  must  have  a loss  of 
Q^r^e  of  our  muscular  and  subcutaneous  tissue,  and 
fV,p-r  never  clear  nn  entirely.  Posterior  drainage 
,-■11  Vein  all  of  tV,p«o  eases  J have  a cas°  now  of  a 
e'-qq  v,p0  Was  1-iripging  up  ab0”t  a cupful  a 
r'n—  Agnr  Gearing  nn  tVie  cinug.  she  has  gone  dewn 
to  pi-fist  1 U,  ounces,  hut  will  nrobablv  not  reduce 
much  further  though  her  sinus  is  entirely  clear.” 
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Dr.  S.  D.  Swope  (El  Paso)  presented  a paper  en- 
titled “Brain  Injuries,”  in  which  he  brought  forth 
that  injuries  of  the  brain  can  be  divided  into  four 
classes : those  resulting  from  external  violence; 

those  resulting  from  infection  (of  the  encephalon 
or  its  covering  membranes,  b'y  some  hemolytic,  mor- 
bific agent),  acute,  chronic,  general  and  localized 
in  character;  those  arising  from  new  growths  (of 
biologic  origin)  ; and  those  arising  from  psychic 
shock.  Those  injuries  arising  from  external  force 
may  be  divided  into  concussion,  compression,  com- 
pound and  comminuted  fractures  of  the  bony  pro- 
tection, with  lacerations  and  punctures  resulting. 
As  to  hemolytic  infections,  the  bountiful  supply  of 
the  circulation  within  the  brain  makes  infection 
throughout  the  blood  stream  easily  accomplished.  A 
blood  stream  infection  is  a constant  menace  to  cere- 
bral injury.  In  regard  to  compound  comminuted 
fractures  of  the  bony  vault,  they  are  serious  in  pro- 
portion to  the  injury  done  to  the  underlying  struc- 
tures. The  most  common  injury  is  compression  due 
to  the  depression  of  the  bone.  The  next  most  fre- 
quent is  infection,  which  may  be  either  local  or  dis- 
tributed by  the  circulation  to  any  part  of  the  brain 
substance.  If  we  can  be  assured  there  is  no  serious 
injury  to  the  brain  substance  or  its  covering  mem- 
branes, and  can  remove  the  pressure  and  prevent 
infection,  we  need  not  be  anxious  about  the  results, 
regardless  of  the  extent  of  the  injury.  The  com- 
monest morbific  agent  we  have  to  contend  with  in 
brain  infections  is  influenza  bacillus.  Then  we  have 
diphtheria,  scarlet  fever,  measles,  rabies,  mumps, 
malaria,  vaccines,  and  even  tapeworm  and  others, 
to  think  about.  Then  we  have  cerebral  syphilis, 
with  its  baleful  influence  on  the  central  nervous 
system,  including  the  mental  conditions.  Relative 
to  treatm°nt  the  most  important  element  is  diag- 
nosis, and  the  most  difficult  element  of  the  diag- 
nosis is  its  physical  character  and  regional  distri- 
bution. Pressure  upon  the  cerebral  tissue  should 
be  removed  at  the  earliest  possible  moment  com- 
mensurate with  the  conditions  existing,  whether 
that  pressure  be  from  external  pressure  (depressed 
bone)  or  internal  pressure  from  hemorrhage,  edema, 
swelling,  hydrocephalic  conditions,  or  neoplasms. 
Spinal  puncture  with  manometric  control  gives  a 
means  of  controlling  a considerable  percentage  of 
intracranial  pressure.  Cisternal  puncture  and  ven- 
tricular puncture  are  justifiable  and  practical,  but 
are  extreme  measures  which  should  be  in  the  hands 
of  experts  only. 

In  discussion.  Dr.  John  R.  Evans  (Denver)  stat- 
(Continued  on  page  438). 
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reeking  in  disease  and  establish  an  up-to-date  clin- 
ic, the  medical  schools,  hospitals  and  a public  health 
department.  Never  before  has  there  been  the  op- 
portunity to  detail  just  such  a story.  Dr.  Parsons 
has  told  it  succinctly  and  modestly  and  therefore  is 
all  the  more  impressive. 

O.  H.  B-ROWN. 
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NORTHEASTERN  MEXICO  MEDICAL 
ASSOCIATION 

The  following  interesting  report  of  the 
second  annual  meeting  of  the  Northeastern 
Medical  Association  of  Mexico  has  been  fur- 
nished by  Dr.  W.  R.  Jamieson,  of  El  Paso. 

“I  have  just  returned  from  Torreon,  Mexico, 
where  I attended  the  second  annual  meeting  of 
the  Northeastern  Medical  Association. 

Leaving  El  Paso  at  6 a.  m.  Monday,  Sept.  15th, 

1 arrived  by  plane  at  my  destination  at  10:45  a.  m. 

I was  met  at  the  airport  by  Drs.  Salvador  de  Lara, 
President  and  Alberto  Madrid,  Secretary.  The  lat- 
ter is  a member  of  the  Medical  and  Surgical  Asso- 
ciation of  the  Southwest. 

At  the  Casino,  the  principal  social  club,  I reg- 
istered. At  1:30  p.  m.  a lunch  was  served  at  the 
Alperca  Esperanza,  a beautiful  spot  about  two 
miles  outside  the  city.  After  lunch,  the  program 
was  taken  up  and  several  very  interesting  papers 
were  presented. 

The  following  day  there  were  clinics  at  the 
Hospital  Civil  (City  Hospital)  .jnd  the  Hospital  Es- 
panol,  a private  institution.  This  was  followed 
by  another  lunch  given  in  one  of  the  downtown 
restaurants  by  the  representative  of  one  of  the 
drug  manufacturing  concerns.  This  was  very  elab- 
orate. After  lunch  the  reading  of  papers  was  con- 
tinued. In  the  evening,  the  session  came  to  a close 
with  a business  meeting. 

Later  in  the  evening,  the  annual  Independence 
Ball  took  place  in  the  Casino  wwhich  was  very  well 
attended  by  the  beauty  and  the  chivalry  of  Torreon 
and  the  surrounding  country. 

I extended  to  the  meeting  a most  cordial  invita- 
tion to  attend  our  meeting  in  Phoenix.  Dr.  Alber- 
to Madrid,  a member  of  the  program  committee  of 
our  Association  told  me  that  he  has  about  six  men 
lined  up  already  who  intend  to  be  present.  As  he 
is  a man  of  great  energy  and  personality.  I am  sure 
that  by  the  time  the  meeting  takes  place  he  will 
have  several  others  come  with  him. 

Many  physicians  and  surgeons  of  prominence 
from  all  over  the  country  were  present,  including 
Dr.  Luis  Rivero  Borrell,  President  of  the  National 
Medical  Association.  Dr.  Lecmoldo  Escobar,  Presi- 
dent of  the  National  Hospital  Association.  Dr. 
Ulises  Valdes,  ^eoretai"7  General  of  the  Depart- 
ment of  Public  Health  and  manv  others.  Dr.  Pedro 
de  Alba  of  Mexico  City  made  the  principal  speech 
at  the  closing  session  and  never  have  had  the  op- 


portunity and  pleasure  of  listening  to  such  beauti- 
ful sentiments  clothed  in  Spanish  of  purest  Castilian 
as  he  put  forth  to  the  assembled  profession. 

I had  the  great  pleasure  of  renewing  old  friend- 
ships made  when  I practiced  in  Torreon.  Dr.  Adol- 
fo Mondragon,  Dr.  Julio  Castrillon,  dean  of  the  pro- 
fession in  the  Laguna,  Dr.  Jose  Cuevas,  Dr.  Leo- 
pold Escobar,  formerly  of  Torreon,  now  of  Mex- 
ico City  and  others. 

On  Wednesday  I left  by  plane  for  El  Paso  at  1:10 
p.  m.  arriving  in  El  Paso  at  5:40  p.  m.” 

It  is  hoped  that  this  visit  by  the  president 
of  our  Medical  & Surgical  Association  of  the 
Southwest  to  a sister  organization  of  our 
southern  neighbor  will  inaugurate  a closer 
fellowship  between  the  medical  groups  of 
the  two  nations. 


DATA  FOR  ARIZONA  MEDICAL 
HISTORY 

In  the  April  1931  issue  of  Southwestern 
Medicine  the  request  was  made  that  each 
Arizona  physician  give  a biography  of  him- 
self according  to  the  outline  suggested  at 
the  t'me.  Several  physicians  have  comolied 
with  the  request. 

We  are  again  asking  that  this  biography 
be  supplied.  There  are  no  funds  for  this 
work  and  it  is  a laborious  task. 

If  each  member  will  take  upon  himself  to 
supply  his  own  data  and  such  other  as  he 
can,  especially  about  deceased  members,  it 
w'H  materiaby  heln  out  in  this  wonderful 
work  we  are  undertaking. 

In  the  front  of  this  Journal  is  a page 
which  can  be  torn  out  and  used  for  this  pur- 
post. 


LOREN  CALL  BARLOW 

Dr.  Loren  C.  Bar’ow  was  born  April  8, 
1895  at  Bountiful,  Utah.  He  was  educated 
in  the  University  of  Utah,  and  the  Iowa 
State  College  at  Ames.  He  came  of  a pio- 
neer Utah  family  who  had  lived  in  the  west 
for  many  years.  He  served  in  the  air  forces 


SEPTEMBER,  1931 


437 


of  the  United  States  Marines  during  the 
World  War.  After  discharge  from  the  army 
he  undertook  to  operate  a large  ranch  but 
the  desire  to  study  medicine  that  he  had 
had  since  a youth  could  not  be  submerged. 
It  was  then  that  he  was  determined  to  study 
medicine  and  have  the  work  that  would  be  of 
the  greatest  jov  to  him.  He  went  to  Wash- 
ington University,  St.  Louis  and  graduated 
in  1926.  He  served  an  internship  in  the 
service  of  Dr.  Willard  Bartlett  in  the  Mis- 
souri Baptist  Sanatorium  in  St.  Louis. 

After  the  year  of  interne  service  he  asso- 
ciated himself  as  assistant  to  Dr.  Willard 
Bartlett  and  thus  was  afforded  him  an  un- 
usual opportunity  to  gain  surgical  exper- 
iencce  and  judgment.  In  Mav  of  1929  he 
moved  to  Phoenix,  Arizona  and  associated 
himself  with  Dr.  Orville  Harry  Brown  where 
he  had  two  good  years  in  surgical  practice. 

He  married  Irene  Smith  of  Logan,  LTtah, 
June  2,  1920.  Much  of  Dr.  Barlow’s  suc- 
cess can  be  directed  to  his  good  wife  who 
was  ever  cheerful  and  helpful  to  him  in  his 
efforts  in  getting  an  education  and  estab- 
lishing himself  in  surgery. 

There  are  two  children,  Rachel  and  Loren 
Jr.,  nine  and  five  years  of  age  who  will  re- 
member their  father  with  a great  deal  of 
pride. 

Dr.  Barlow’s  charming  smile,  his  radiance 
of  good  cheer,  his  general  optimism,  perse- 
verence  and  integrity  made  him  a delightful 
associate,  husband  and  parent.  His  excellent 
training  and  his  seasoned  judgment  made 
him  a surgeon  superior  to  what  his  age 
m'ght  have  indicated. 

He  was  a diplomate  of  the  National  Board 
of  Medical  Examiners,  a member  of  the  Phi 
Beta  Fi  Medical  Fraternity,  and  a Fellow  of 
the  American  Medical  Association. 

Dr.  Barlow  died  on  June  2,  after  a very 
brief  illness  with  an  extremely  malignant 
attack  of  epidemic  meningitis. 


WILLIAM  CLYDE  ELLIS 

Dr.  Wm.  C.  Ellis,  a practitioner  of  Phoenix 
for  a quarter  of  a century  died  in  July  of 
cancer  of  the  tongue.  Dr.  Ellis  continued 
his  work  up  to  within  a few  weeks  of  his 
death  which  occurred  while  on  a vacation  in 
northern  Arizona. 

Dr.  Elk's  was  born  in  1875,  was  a gradu- 
ate of  the  Med'cal  College  of  Ohio,  Cincin- 
nati, in  1899.  He  located  in  Phoenix  in  1907 
and  became  one  of  the  leading  business  men 
of  the  city,  as  well  as  a prominent  member 
of  the  profession.  He  bulit  the  Physicians’ 
Buildine-  and  a larger  office  building  known 
as  the  Ellis  Building.  He  was  a member  of 
the  local  and  national  medical  associations ; 


he  was  the  first  chairman  of  the  staff  of 
the  Deaconess  Hospital,  when  that  staff 
was  organized.  He  served  one  term  as  mayor 
of  Phoenix.  He  is  survived  by  his  widow  and 
a daughter. 


PUBLIC  HEALTH  NOTES 
J.  ROSSLYN  EARF,  Dr.  P.  H. 

Director  New  Mexico  State  Bureau  of 
Public  Health. 

BEDBUGS  AND  TYPHUS 

To  us  in  the  Southwest  typhus  and  the  typhus- 
like diseases  are  of  particular  interest.  To  the  south 
ot  us  is  a reservoir  oi  Mexican  typhus,  or  tarbar- 
cullo ; to  tne  north  of  us  a reservoir  of  Rocky  Moun- 
tain spotted  fever.  At  the  present  time  the  ten- 
dency is  to  emphasize  the  differences  to  be  found 
between  these  typhus-like  diseases,  and  the  failure 
to  secure  cross  immunity  between  them  is  certainly 
striking.1  The  clinical  differences  are  much  less  im- 
pressive and  might  easily  be  explained  by  differ- 
ences in  the  dosage  or  virulence  of  virus  injected 
by  different  vectors,  rather  than  by  an  essential 
difference  in  the  virus  itself.  Recent  evidence  points 
strongly  to  incrimination  of  the  rat  flea  (either 
Xenopsylla  cheopsis  or  Ceratiophyllos  fasciatus,  or 
both)  in  the  spread  of  Brill’s  disease  in  the  East.  Is 
the  flea  also  the  important  vector  of  tarbardillo? 
Dr.  Hans  Zinsser  is  rather  inclined  to  accuse  the 
bedbug.  They  bite  anybody  and  anything,  he  says, 
and  under  any  circumstances.  They  are  not  caught 
flagrante  delicto  because  when  they  have  fed  they 
go  home  again  and  do  not  live  on  the  animal,  as  the 
flea  does.  Moreover,  Dr.  Zinsser  has  kept  typhus 
virus  alive  in  bedbugs  both  by  feeding  them  on 
typhus  rats  and  by  rectal  injection  of  the  virus. 
He  draws  attention  to  the  fact  that  tarbardillo  is 
much  more  common  in  Mexico  City,  at  7,500  feet, 
than  in  the  hotter  climate  of  Vera  Cruz,  though 
regular  communication  is  held  between  the  two 
towns.  He  would  not  have  expected  the  flea  to 
flourish  so  successfully  at  the  altitude  of  Mexico 
City.  The  bedbug,  he  thinks,  might  easily  do  so, 
and  experience  of  bedbugs  at  7,000  feet  in  New 
Mexico  convinces  us  that  he  is  right.  However,  Dr. 
Maxcy,  reviewing  the  epidemiological  evidence,  does 
not  believe  that  the  bedbug  plays  an  important  part 
in  conveying  typhus  virus  to  man.  New  Mexico  ex- 
perience would  seem  to  suppoort  this  contention, 
too,  for,  whereas  bedbugs  are  abundant,  reports  of 
typhus  are  few  and  far  between.  B'ut  should  the 
infected  rat,  with  its  cohort  of  fleas,  ever  become 
established  in  our  midst,  the  bedbug  might  well 
prove  to  be  a sinister  ally. 

QUACKERY 

Quacks  have  more  lives  than  a cat.  Even  Umcka- 
loabo  was  able  to  find  a champion  in  the  British 
House  of  Commons  at  its  last  session!  And  the 
worst  of  it  is  that  when  one  nostrum  has  been  dis- 
credited, there  is  always  another  (or  perhaps  the 
same  one  with  a new  name)  ready  to  take  its  place. 
The  one  fundamental  remedy  is  education,  and  the 
plea  of  Dr.  Ivy  at  the  last  annual  session  of  the 
American  Medical  Association,  that  human  anat- 
omy and  physiology  be  taught  in  our  high  schools, 
is  worthy  of  our  energetic  suppoi't.  In  the  mean- 
time we  should  like  to  congratulate  the  National 
Better  Business  Bureau  (Chrysler  Building,  New 
York)  upon  the  splendid  campaign  they  are  carry- 
ing on  against  the  advertisement  of  worthless  “rem- 
edies.” Their  circulars  exposing  the  same  are  sent 
to  periodical  publishers  throughout  the  country  and 
copies  reach  our  office.  We  wish  them  all  success. 

The  sale  of  nostrums  and  the  practice  of  quacks 
are  very  definitely  a menace  to  the  public  health. 
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The  American  Social  Hygiene  Association  has  re-, 
centiy  reprinted  an  article  by  one  of  its  staff',  en 
titled  “neroaiists  and  Other  Charlatans,”  which 
deals  especially  with  yogis  and  the  “professors 
who  diagnose  and  treat  the  venereal  diseases  in  the 
city  of  Chicago.  He  estimates  that  many  tens  of 
thousands  of  dollars  are  collected  annually  in  that 
city  by  these  sharks.  They  diagnose  gonorrhea  anc 
syphilis  “by  pressing  on  the  patient’s  palms,  by 
looking  into  his  eyes,  or  by  getting  the  date  and 
piace  of  his  birth  Their  prices  run  from  50  cents 
for  a bottle  of  “medicine”  to  §75  for  a complete! 
treatment  with  cure  guaranteed.  And  those  ofj 
their  victims  who  really  have  a venereal  disease  are 
likely  to  believe  in  the  cure  for  which  they  have' 
paid  so  well  and  to  go  forth  infecting  others  of  like1 
intelligence.  The  Bureau  of  Health  will  always  lend 
its  aid  to  fight  quackery  and  to  educate  the  public 
in  sales  resistance  to  the  charlatan. 
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■ment,  one  of  especial  interest  being  that  of  “ath- 
Hlete’s  foot,’  which  Dr.  Lingenfelter  stated  is  caused 
IjfflD'y  a ringworm  infection  and  is  often  acquired  in 
IBItne  gymnasium  or  swimming  pool.  The  disease, 
gjHwhile  curable,  is  likely  to  recur,  but  whether  through 
jSflreinfection  or  through  the  fact  that  the  germs  un- 
Sgfldergo  alternating  periods  of  quiescence  and  activity, 
Mhas  not  yet  been  determined. 

SECOND  DAY— MAY  21,  1931. 

Mj  Meeting  of  the  Council. 

Called  to  order  by  the  President  (Dr.  M.  K. 
JfjJWylder)  at  8:30  a.  m.,  there  being  present:  Ex-of- 
fflliTicio  members,  Drs.  M.  K.  Wylder  and  L.  B.  Cohe- 

Sinour;  members:  Dr.  W.  T.  Joyner  (Roswell),  Dr. 

1 C.  W.  Gerber  (Las  Cruces),  Dr.  C.  B.  Elliott  (Ra- 
lston), and  Dr.  R.  0.  Brown  (Santa  Fe). 

/J)  Minutes  of  the  last  meeting  were  read  and  ap- 
fl  proved. 

Motion  was  made  by  Dr.  W.  T.  Joyner  that  Dr. 
I'R.  0.  Brown  (Santa  Fe)  be  elected  to  fill  the  va- 
1.  cancy  this  meeting  due  to  the  absence  of  Dr.  Harry 
A;  Mera.  Seconded  by  Dr.  Cohenour  and  carried. 

The  Committee  on  Reassignment  of  Councillor 
r Districts  recommended  such  Disrticts  to  be  as  fol- 
‘ lows: 

District  No.  1:  Dr.  C.  B.  Elliott,  Councillor,  to 
cover  Counties  of  Union,  Colfax,  Harding,  Mora 
and  Taos. 


The  American  College  of  Physicians  will  hold  its 
Sixteenth  Annual  Clinical  Session  at  San  Francisco 
with  headquarters  at  the  Palace  Hotel,  April  4-8, 
1932.  Following  the  Clinical  Session,  a large  per- 
centage of  the  attendants  will  proceed  to  Los  An- 
geles, where  a program  principally  of  entertainment 
will  be  furnished  April  9,  10  and  11. 

Announcement  of  the  dates  is  made  particularly 
with  a view  not  only  of  apprising  physicians  gen- 
erally of  the  meeting,  but  also  to  prevent  conflict- 
ing dates  with  other  societies  that  are  now  arrang- 
ing their  1932  meetings. 

Dr.  S.  Marx  White,  of  Minneapolis,  is  President 
of  the  American  College  of  Physicians,  and  will  ar- 
range the  Program  of  General  Sessions.  Dr.  Wil- 
liam J.  Kerr,  Professor  of  Medicine  at  the  Univer- 
sity of  California  Medical  School,  San  Francisco,  is 
General  Chairman  of  local  arrangements,  and  will 
be  in  charge  of  the  Program  of  Clinics.  Dr.  Francis 
M.  Pottenger,  of  Monrovia,  is  President-Elect  of  the 
College,  and  will  be  in  charge  of  the  arrangements 
at  Los  Angeles.  Mr.  E.  R.  Loveland,  Executive  Sec- 
retary, 133-135  S.  36th  Street,  Philadelphia,  Pa.,  is 
in  charge  of  general  and  business  arrangements, 
and  may  be  addressed  concerning  any  feature  of 
the  forthcoming  Session. 
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ed  he  was  particularly  interested  in  Dr.  Swope’s 
paper  and  believes  that  too  much  attention  is  given 
to  operative  obstetrics  as  producing  brain  injuries. 

Dr.  Swope,  in  closing,  remarked  that,  while  he 
did  not  touch  upon  the  obstetrical  side,  he  did  men- 
tion that  instrumental  delivery  and  the  over-expan- 
sion of  the  uterine  musculature  might  be  responsible 
for  a large  share  of  these  injuries.  “The  toxic  state 
we  find  iq  advanced  labor  and  all  the  way  through 
pregnancy  in  certain  persons,  may  be  due  to  some 
disturbance  to  the  brain  circulation,  but  I have  al- 
ways set  it  down  in  my  mind  as  due  to  some 
glandular  disturbance.” 

The  concluding  number  on  the  day’s  program  was 
a Skin  Clinic  conducted  by  Dr.  George  P.  Lingen- 
felter, Professor  of  Dermatology  and  Syphilis,  Uni- 
versity of  Colorado,  Denver.  Numerous  cases  were 
brought  to  Dr.  Lingenfelter  for  diagnosis  and  com- 


District  No.  2:  Dr.  Harry  Mera,  Councillor,  to 
cover  Counties  of  Santa  Fe,  Rio  Arriba,  San  Juan. 
McKinley  and  San  Miguel. 

District  No.  3:  Dr.  Carl  Mulky,  Councillor,  to 
cover  Counties  of  Bernalillo,  Sandoval,  Torrance, 
Valencia,  Socorro  and  Catron. 

District  No.  4:  Dr.  H.  A.  Miller,  Councillor,  to 
cover  Counties  of  Curry,  Roosevelt,  Guadalupe, 
Quay  and  De  Baca. 

District  No.  5:  Dr.  W.  T.  Joyner,  Councillor,  to 
cover  Counties  of  Chaves,  Eddy,  Lea,  Lincoln  and 
Otero. 

District  No.  6:  Dr.  C.  W.  Gerber,  Councillor,  to 
cover  Counties  of  Dona  Ana,  Luna,  Hidalgo,  Sierra 
and  Grant. 

Dr.  W.  T.  Joyner  (Roswell)  made  motion  that 
the  recommendation  of  the  Committee  be  adopted, 
which  was  seconded  by  Dr.  Cohenour  (Albuquerque) 
and  carried. 

Dr.  Joyner  stated  that  the  councillor  should  take 
a very  active  part  in  the  building  up  of  the  Society, 
in  securing  new  members  and  getting  the  eligible 
men  to  join,  and  he  thought  that  each  councillor 
should  be  required  to  make  a report  each  year  as 
to  conditions  in  his  district. 

Dr.  M.  K.  Wylder  (president)  stated  that  if  a 
councillor  was  forced  to  make  trips  in  connection 
with  his  work  in  his  district,  it  seemed  only  right 
that  the  Society  should  defray  his  expenses. 

Motion  was  made  by  Dr.  L.  B.  Cohenour  (Albu- 
querque) that  the  State  Society  be  authorized  to 
pay  the  actual  expenses  of  councillors  in  the  per- 
formance of  their  duties  in  organizing  county  soci- 
eties and  obtaining  new  members  in  their  districts. 
Seconded  by  Dr.  C.  B.  Elliott  (Raton)  and  carried. 

Dr.  W.  T.  Joyner  (Roswell)  made  motion  that 
each  councillor  be  required  to  visit  each  organized 
society  in  his  district  this  yeap  and  make  report  at 
the  next  Annual  Meeting.  Seconded  by  Dr.  L.  B. 
Cohenour  (Albuquerque)  and  carried. 

Dr.  R.  O.  Bi-own  (Santa  Fe)  made  motion  that 
when  the  president  requests  a meeting  of  the  coun- 
cillors between  the  general  annual  meetings  of  the 
Society,  that  the  expenses  of  the  councillors  be  paid 
by  the  Society.  Seconded  by  Dr.  Joyner  and  car- 
ried. 

Adjournment  9 a.  m. 
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Morning  Scientific  Session. 

Dr.  John  W.  Amesse,  President  of  the  Medical 
Society  of  the  City  and  County  of  Denver,  Colo., 
was  the  first  speaker  of  the  morning  scientific  ses- 
sion, presenting  a forceful  paper  on  “Sources  of  In- 
lant  IVIortalit  iny  the  Western  States.”  “It  will 
come  as  a distinct  shock  to  the  thinking  public  of 
these  intermountain  states,”  Dr.  Amesse  said,  “to 
learn  that  this  favored  region,  ‘sitting  eternal  in 
the  sun’  and  b'iessed  by  the  Creator  with  so  many 
other  privileges  and  advantages  denied  sister  com- 
monwealths to  the  east,  has  the  highest  infant  mor- 
tality in  this  country.  The  surprise  is  complete 
when  we  recall  that  here,  where  plain  and  moun- 
tain meet,  we  have  a maximum  of  sunshine,  the 
highest  index  of  ultraviolet  light,  the  lowest  humid- 
ity ,a  population  almost  entirely  native  born;  in 
general,  good  water  supplies,  and  in  most  districts, 
a carefully  supervised  milk  supply.  There  are  prac- 
tically no  congested  tenement  districts,  no  great 
number  of  women  gainfully  employed,  no  sweat 
shops,  no  special  health  hazards  sucVi  as  malaria, 
hookworm  and  pellagra.”  Dr.  Amesse  referred  to 
the  average  infant  death  rate  in  the  registration 
area  of  66  per  thousand  live  births,  Wyoming  re- 
porting 70,  Colorado  91,  New  Mexico  145,  and  Ari- 
zona 133,  and  advised  that  leading  medical  and 
sociological  groups  in  Denver,  with  complete  cogni- 
zance of  the  situation  and  of  the  ^consistencies  in- 
volved, finally  succeeded  in  initiating  an  intensive 
study  of  infant  and  maternal  mortality  to  continue 
from  March  1,  1930,  to  March  1,  1932.  The  objec- 
tives of  this  serious  study  are  to  determine  if  the 
mortality  figures  released  by  the  Census  Bureau  are 
correct  and  to  determine,  if  possible,  the  factors 
which  are  contributing  to  a death  rate  which  from 
every  viewpoint  is  abnormal.  The  survey  has  clear- 
ly shown  that  economic  conditions  are  a direct  fac- 
tor contributing  to  morbidity  and  mortality  at  the 
threshold  of  life.  In  families  with  an  annual  in- 
come of  $3,000  or  over,  the  death  rate  is  30  per 
thousand  live  births;  with  $2,000  the  rate  is  54; 
with  $1,500  it  is  57,;,  between  $1,000  and  $1,500  it 
is  96  and  for  family  incomes  under  $500,  the  rate 
is  170.  The  age  of  the  mother  is  also  a well-recog- 
nized element  in  determining  both  infant  and  ma- 
ternal losses.  Among  mothers  under  20  years  of 
age,  the  infant  death  rate  was  118  per  thousand, 
with  mothers  20  to  25  years  old,  it  was  only  73, 
while  with  those  from  35  to  45,  it  was  121.  Dr. 
Amesse  also  referred  to  the  fact  that  “no  consid- 
eration of  death  rates  in  these  sparsely  settled  com- 
monwealths can  long  exclude  the  factor  of  indus- 
trialism. A large  migrant  population  is  responsible 
for  a very  appreciable  increase  in  our  mortality.” 

In  opening  the  discussion,  Dr.  George  P.  Lingen- 
felter  (Denver)  congratulated  Dr.  Amesse  on  his 
very  interesting  portrayal  pf  an  appalling  condi- 
tion, and,  while  agreeing  that  the  death  rate  is  de- 
pendent in  a large  proportion  on  the  economic 
status  of  the  family,  called  attention  to  the  fact 
that  there  are  some  types  of  races  more  prolific 
than  others,  and  generally  it  is  among  this  class  of 
people  that  smallpox,  leprosy,  and  other  contagious 
diseases  are  found.  He  also  referred  to  diphtheria, 
stating  that  a method  of  treatment  had  been  devel- 
oped for  the  diphtheria  carrier,  which  has  shown 
most  excellent  results. 

Dr.  J.  R.  Earp  (Santa  Fe)  stated  that  he  is  ex- 
tremely interested  in  the  subject  and  hopes  the  De- 
partment of  Statistical  Research  of  the  Bureau  of 
Business  and  Social  Research  of  the  Denver  Uni- 
versity, which  has  complete  control  of  the  tabula- 
tions in  connection  with  the  survey,  would  publish 
the  results  when  completed.  “In  regard  to  the  high- 
er death  rate  among  the  poorer  classes,  this  is  only 
natural  because  they  receive  less  medical  care  and 
housing  conditions  are  insufficient.  Some  years 


ago  a study  was  made  at  Johns  Hopkins  of  the 
infant  mox-tality  rate  according  to  age  groups  and 
it  was  found  in  that  study  that  the  younger  the 
mother  is,  the  less  risk  there  is  in  the  mother  and 
child.  There  is  a considerable  difference  between 
that  and  the  Denver  experience,  but  possibly  the 
younger  Denver  mothers  were  among  the  poorer 
class.  The  Johns  Hopkins  experience  was  on  a much 
smaller  number  of  cases,  however,  and  then  in  Den- 
ver, the  high  infant  mortality  in  the  first  days  of 
life  was  attributed  to  the  fact  that  they  consider  it 
a live  child  as  soon  as  it  breathes.  In  New  Mexico, 
our  problems  are  almost  entirely  rural.  There  is  so 
much  territory  to  cover  that  we  do  not  know  what 
the  babies  are  dying  from,  as  more  than  half  of 
them  are  never  seen  by  a doctor  before  they  die.” 

Dr.  S.  I).  Swope  (El  Paso)  expressed  his  enjoy- 
ment of  Dr.  Amesse’s  paper,  stating  that  the  mor- 
tality rates  shown  are  certainly  a danger  signal 
which  all  should  thoroughly  appreciate;  that  most 
of  our  larger  cities  have  made  some  provision  for 
these  conditions,  such  as  the  lying-in  hospitals  of 
New  York  and  San  Francisco,  but  in  the  smaller 
cities  and  towns  at  the  present  time  there  is  prac- 
tically no  provision  made  whereby  prospective  moth- 
ers of  the  poorer  class  can  have  intelligent  atten- 
tion during  their  confinement. 

Dr.  R.  O.  Brown  (Santa  Fe)  stated  that  there 
are  conditions  in  New  Mexico  which  seem  to  make 
it  absolutely  impossible  to  guarantee  a physician 
for  every  woman  about  to  become  a mother.  He 
wondered  if  any  comparison  had  been  made  in  Den- 
ver as  to  the  death  rates  between  women  attended 
by  physicians,  and  those  attended  by  midwives. 

Dr.  C.  F.  Milligan  (Clayton,  N.  M.)  expressed 
his  belief  that  the  high  death  rate  is  due  to  lack 
of  education  of  the  public  and  perhaps  a lack  of  in- 
terest on  the  part  of  physicians  in  taking  care  of 
these  cases.  Many  times  midwives  are  engaged  who 
can  neither  read  nor  write,  and  the  doctor  is  not 
called  in  until  something  goes  wrong;  then  it  may 
be  too  late.  “We  could  possibly  have  some  of  these 
women  taken  care  of  by  physicians  if  we  went  about 
it  in  the  right  way,  but  many  of  the  doctors  are 
specializing  these  days  and  are  not  interested  in 
prenatal  care.” 

Dr.  R.  W.  Mendelson  (Albuquerque)  mentioned 
one  difficulty  in  the  way  of  educating  the  public,  in 
that  some  people  are  too  dumb  to  be  educated.  He 
referred  to  the  death  rate  in  the  tropics,  where  in 
some  places  it  runs  to  400  per  thousand  and  others 
150  per  thousand,  but  this  has  been  reduced  of  late 
years  and  is  really  not  so  bad  considering  the  fact 
that  they  are  sitting  on  top  of  the  equator.  In 
comparison  with  the  figures  quoted  by  Dr.  Amesse, 
it  would  seem  we  are  very  lax  in  the  United  States 
where  there  is  supposed  to  be  such  a high  degree  of 
civilization.  Dr.  Mendelson  said  he  was  very  strong 
for  taking  the  proposition  of  childbirth  out  of  the 
hands  of  the  so-called  midwife. 

Dr.  F.  D.  Vickers  (Deming)  referred  to  the  pass- 
ing of  the  family  physician  of  the  old  days,  stating 
that  fully  50  per  cent  of  the  graduates  of  medical 
colleges  fit  themselves  to  become  specialists,  before 
leaving  college. 

In  closing,  Dr.  Amesse  expressed  gratitude  for 
the  very  generous  discussion  accorded  his  paper 
and,  in  illustration  of  the  tendency  of  young  medi- 
cal graduates  to  specialize,  told  of  an  incident  at  a 
Denver  College.  Among  the  number  who  expressed 
determination  to  become  specialists  was  one  young 
man  who,  when  asked  as  to  his  intentions,  replied, 
“Well,  since  it  looks  as  though  everything  else  has 
teen  taken  care  of,  I will  specialize  on  the  nos- 
tril.” “Which  one?”  he  was  asked. 

Dr.  Amesse  gave  as  his  opinion  for  the  high  death 
rate  three  things,  ignorance,  poverty,  and  neglect. 
“As  to  the  question  of  Dr.  Brown  about  the  rela- 
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tive  death  rates  of  those  cared  for  by  midwives  and 
these  cared  for  by  physicians,  it  is  exactly  the 
same.  However,  a midwife  will  carry  a woman  on 
to  the  the  point  of  death  and  then  call  in  the  doc- 
tor, so  she  is  indirectly  responsible.  She  will  carry 
a labor  case  to  a point  where  no  man  can  save  it, 
and  then  call  the  physician.  The  whole  proposition 
is  entirely  an  educational  problem  and  when  you 
cannot  educate  a person,  then  you  are  strongly  in- 
clined to  use  a club.” 

Dr.  James  Vance  (El  Paso,  Texas)  next  present- 
ed a paper  entitled  “Personal  Observations  of  Chol- 
ecystitis,” in  which  he  depicted  personal  experienc- 
es with  gallstone  colic  and  subsequent  operation. 
Dr.  Vance  remarked  that  “it  is  a peculiar  thing 
about  cholecystitis  that  the  condition  may  persist 
for  years  with  slight  or  no  symptoms,  and  then 
burst  into  a fury  that  drives  the  patient  to  opera- 
tion sooner  or  later  in  spite  of  all  that  can  be  done 
by  the  skilled  internist,  by  both  medicines  and  diet. 
In  the  earlier  stages  the  diagnosis  may  be,  and  of- 
ten is,  very  difficult.  Gallstones,  one  of  the  latest 
developments  of  cholecystitis,  may  not  give  suffi- 
cient distress  to  be  even  noticed  by  the  patient.  Se- 
vere typical  gallstone  attacks  are  as  a rule  easily 
diagnosed,  but  it  must  be  remembered  that  epigas- 
tiic  pain  frequently  occurs  in  cholecystitis  without 
stones,  that  is  nearly  or  quite  as  severe  as  a gall- 
stone attack.  Cholecystitis  without  complicating 
diseases,  is  ever  the  story  of  more  or  less  continual, 
nagging,  gastric  indigestion  and  pain,  and  soda- 
water  taking.  The  hunger  pains  of  gastric  and  duo- 
denal ulcer  are  nearly  always  absent.  Empty  stom- 
ach and  intestines  in  cholecystitis  insures  freedom 
frem  pain.” 

Dr.  S.  D.  Swope  (El  Paso)  congratulated  Dr. 
Vance  upon  his  paper,  which,  he  stated,  “is  of  great 
importance  to  all  of  us.  He  describes  exactly  the 
symptoms  he  had  and  tells  us  exactly  what  we 
should  do  if  we  undergo  a like  ordeal.  He  has  giv- 
en us  a clear-cut  idea  of  the  condition  from  the 
viewpoint  of  the  patient  and  told  how  it  should  be 
cared  for  by  the  surgeon.” 

Dr.  Vance,  in  closing,  stated  that  the  subject  was 
entirely  too  great  to  cover  in  one  paper,  or  to  take 
up  any  one  phase  of  it;  that  he  merely  wanted  to 
make  such  personal  observations  and  comments  as 
appealed  to  him.  “Pain  in  the  epigastrium  is  a very 
common  thing,  and  all  these  cases  should  be  thor- 
oughly w'orked  out  before  operation.  They  should 
first  be  worked  out  from  the  medical  standpoint; 
then,  if  they  do  not  progress  properly  with  medi- 
cal treatment,  the  surgeon  should  be  called  in  with- 
out delay.  As  far  as  the  necessity  for  surgery  in 
early  cases  of  cholecystitis  is  concerned,  I do  not 
think  it  advisable;  all  surgery  should  be  done  most 
conservatively,  excepting  in  cases  in  which  it  must 
be  done  at  once,  and  then  there  should  be  no  delay.” 

The  next  speaker,  Dr.  Dan  G.  Stine,  Pro- 
fessor of  Internal  Medcine,  University  of 
Missouri,  Columbia.  Mo.  pr?sented  a paper 
on  “Hypertensive  Disease,” — “a  disease,”  he  de- 
clared, “characterized  by  increasing  arterial  ten- 
sion that  has  passed  140  mm.  of  mercury  systolic 
over  90  mm.  diastolic,  in  an  individual  under 
terial  tension  that  has  passed  140  mm.,  of  mercury 
systolic  over  mm.  diastolic,  in  an  individual  under 
40;  icr  150  mm.  systolic  over  100  mm.  diastolic,  in 
an  individual  over  40.  As  to  etiology,  as  yet  no  one 
etiological  factor  has  b’een  proved  the  cause  of  the 
disease.  A few  of  the  many  theories  as  to  the 
c~use  a"e:  that  it  is  due  to  an  unbalance  of  the  in- 
ternal glanular  secretions,  particularly  of  the  ad- 
renals, the  pituitary  and  the  ovary;  autointoxica- 
tion is  a favorite  theory  and  purgation  plays  a fre- 
onent  and  most  beneficial  role  in  the  treatment  of 
the  disease.  One  of  the  most  striking  clues  to  the 


etiology  is  eclampsia;  beginning  with  the  muscular 
cramps  in  the  legs  in  pregnancy,  which  resemble 
closely  the  muscular  cramps  in  the  legs  of  hyper- 
tensive patients,  and  continuing  through  the  kidney 
and  liver  damage  which  so  often  ends  with  persist- 
ent arterial  changes  and  hypertension  following  the 
acute  attack,  the  similarity  to  hypertensive  disease 
is  striking.  Other  theories  are  that  hypertension  is 
due  to  long  continued  spasm  of  the  arterioles  due  to 
a neurosis  affecting  chiefly  the  sympathetic  sys- 
tenv,  that  allergy  causes  the  arteriole  spasm.  The 
most  attractive  theory,  however,  is  that  of  calcium 
deficiency  and  the  retention  of  certain  metabolites. 
There  is  no  better  description  of  the  individual  than 
that  given  by  Moschowitz:  ‘The  patients  are  over- 
weight and  sometimes  even  obese.  The  neck  is  short, 
their  bodily  movements  are  sluggish,  their  carriage 
and  walk  are  ungraceful  and  they  lack  the  spring 
and  elan  of  the  former  athlete.  Psychically,  these 
people  are  tense;  they  pursue  their  vocation  with 
tremendous  seriousness  and  worry  over  trivialities. 
In  consenuence,  they  are  irritable.  Phlegm  and 
hvuertensien  are  antagonistic.  Furthermore,  these 
individuals  have  narrow  intellectual  horizons;  their 
interest  in  anything  outside  their  business  is  desul- 
tory. They  have  no  hobbies.  In  their  leisure  hours 
they  play  cards,  sit  in  the  theatres,  read  the  news- 
paper or  rehearse  the  business  activities  of  the  day. 
Sleep  is  not  restful  and  they  do  not  believe  in  vaca- 
tions.’ Death  in  hypentensive  disease  may  be  vas- 
cular. from  cerebral  hemorrhage;  cardiac,  with 
sudden  death  in  coronary  occlusion;  the  more  pro- 
'onged  death  from  congestive  heart  failure;  or  the 
d°velopment  of  uremia  and  death  in  coma.  Under 
treatment,  the  most  sure  method  of  bringing  ab'out 
a relief  from  the  symptoms  of  the  disease  is  rest, 
long  continued  mental  and  physical  rest.  Next  in 
importance  is  diet — not  in  character  of  food,  but  in 
its  amounts.  These  individuals  are  large  eaters  and 
are  usually  obese.  It  is  well  to  limit  their  intake  of 
food  to  such  an  amount  that  will  maintain  their 
weight  at  something  slightly  less  than  the  average 
for  their  height.  Salt  is  restricted  to  a moderate 
amount.  As  to  drugs,  luminal  is  useful  to  allay 
mental  irritation:  coronarv  dilators  are  useful  when 
inrlmatod:  digitalis  will  aid  a crippled  heart;  and 
calcium  administered  with  thp  use  of  ultraviolet 
or  the  administration  of  irradiated  ergosterol 
is  helpful.” 

Dr.  R.  O.  Brown  (Santa  Fe),  in  opening  the  dis- 
cusjion,  asked  if  diet  had  been  found  of  any  value 
in  hypertension,  and  if  altitude  had  any  effect  up- 
on hypertensive  patients,  stating  that  some  claim 
high  altitude  is  not  a good  thing  in  such  cases, 
while  others  think  it  makes  no  difference.  He  men- 
tioned the  difficulty  in  persuading  the  highly  en- 
ergetic type  of  person,  who  works  all  the  time  and 
cannot  be  content  unless  busily  employed  at  some- 
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thing,  to  take  the  rest  cure  so  necessary  in  hyper- 
tensive cases. 

Dr.  S.  L.  Burton  (Albuquerque)  expressed  his 
appreciation  of  the  paper  and  said  that  the  treat- 
ment of  hypertension  reminded  him  of  his  own  con- 
dition. For  years  he  was  not  able  to  take  out  life 
insurance  on  account  of  low  blood  pressure  and  an 
attack  of  pernicious  anemia.  He  began  the  use  of 
calves’  liver  gradually  and  in  about  a year  blood 
pressure  increased  until  hemoglobin  is  normal  again. 

Dr.  James  Vance  (El  Paso)  stated  that  in  sur- 
gery we  run  across  a great  many  of  these  hyper- 
tensive conditions  and  his  observation  has  been  that 
farmers  and  laborers  as  a rule  do  not  have  hyper- 
tension. He  wondered  what  effect  beer  drinking 
and  alcohol  had  on  hypertension. 

In  closing,  Dr.  Stine  expressed  the  opinion  that  a 
salt-free  diet  is  very  beneficial  in  these  cases,  but 
the  most  we  can  hope  for  is  from  rest.  He  did  not 
know  anything  about  the  effect  of  altitude,  wheth- 
er harmful  or  not,  and  while  he  has  seen  hyperten- 
sion among  farmers,  it  has  been  among  those  who 
have  retired  and  no  longer  do  the  actual  work  of 
milking  the  cows,  doing  the  chores,  and  so  forth. 
Alcoholics  have  low  blood  pressure  and  alcohol,  he 
believes,  is  not  a factor  in  hypertension,  though, 
while  it  seems  to  spare  the  arteries,  it  produces  dam- 
age to  the  other  parts  of  the  body.  Tobacco,  also, 
he  believed  not  a factor  in  the  disease. 

The  concluding  number  of  the  morning  program 
was  a lecture  by  Dr.  Frank  Ridge,  Kansas  City, 
Mo.,  on  “Modern  Diagnostic  Methods,”  in  which  he 
outlined  a machine  designed  to  completely  diagnose 
cases,  including  psychoanalysis,  without  which  no 
diagnosis  is  complete. 

Dr.  S.  D.  Swope  (El  Paso)  complimented  Dr. 
Ridge  and  said  that  this  was  something  we  have 
long  been  looking  and  waiting  for  and  that  if  some 
of  the  doctors  in  El  Paso  would  get  such  a machine, 
the  balance  of  the  physicians  would  have  nothing 
to  do. 

Dr.  N.  H.  Brush  (Santa  Barbara,  Cal.)  stated 
he  was  much  interested,  especially  as  regards  the 
psychological  procedure,  but  he  wanted  to  object  to 
one  feature,  in  that  it  was  stated  that  the  aver- 
age psychoanalysis  takes  six  weeks,  which  is  quite 
wrong,  as  it  takes  nearer  three  years. 

Dr.  Ridge,  in  closing,  expressed  his  regret  at  be- 
ing unable  to  get  all  the  details  of  this  wonderful 
machine  and  as  to  its  psychoanalysis  abilities  was 
inclined  to  be  a trifle  skeptical. 

Adjournment  for  luncheon,  Alvarado  Hotel. 

AFTERNOON  SESSION. 

Meeting  of  House  of  Delegates. 

Called  to  order  by  the  President,  Dr.  M.  K.  Wyld- 
er  (Albuquerque)  at  1 p.  m.  Present:  Dr.  M.  K. 


Wylder  ( Albuquerquqe) , Dr.  L.  B\  Cohenour  (Albu- 
querque), Dr.  Carl  Mulky  (Albuquerque),  Dr.  L. 
F.  Elliott  (Albuquerque),  Dr.  E.  E.  Royer  (Albu- 
querque), Dr.  E.  C.  Mathews  (Albuquerque),  Dr. 
O.  I.  Nesbit  (Espanola),  Dr.  R.  0.  Brown  (Santa 
Fe) , Dr.  R.  L.  Bradley  (Roswell),  Dr.  H.  A.  In- 
galls (Roswell),  Dr.  C.  W.  Gerber  (Las  Cruces), 
Dr.  T.  C.  Sexton  (Las  Cruces),  Dr.  W.  H.  Woolston 
(Albuquerque),  Dr.  F.D.  Vickers  (Deming),  Dr. 
C.  R.  Bass  (Cimarron),  Dr.  C.  S.  Hart  (Dawson), 
Dr.  C.  B.  Elliott  (Raton),  and  Dr.  R.  A.  Duncan 
(Amarillo,  Texas).  Fraternal  Delegate  from  Texas. 

Minutes  of  the  Council  Meeting  were  read  and 
approved. 

Dr.  R.  A.  Duncan  (Amarillo,  Texas),  Fraternal 
Delegate  from  Texas,  presented  his  credentials  and 
letters  from  Dr.  Willis  H.  Flamm,  President  Potter 
County  Medical  Society,  and  Dr.  G.  T.  Vinyard, 
Councillor  and  President  of  the  Third  or  Panhandle 
District,  State  Medical  Association  of  Texas,  ex- 
tending to  the  New  Mexico  State  Medical  Associa- 
tion, a cordial  invitation  to  meet  with  the  State 
Medical  Association  of  Texas,  in  Amarillo,  at  their 
next  Annual  Meeting  in  May,  1932.  Dr.  Duncan  ex- 
plained that  it  was  not  the  intention  that  this  be  a 
joint  meeting,  but  he  wished  the  New  Mexico  So- 
ciety would  take  steps  to  see  that  one  man  from 
New  Mexico  will  appear  on  each  section,  of  which 
there  are  seven. 

President  Wylder  announced  that  the  invitation 
would  be  filed  and  due  notice  taken  thereof  if  prop- 
er men  could  be  found  who  desired  to  prepare  pa- 
pers and  attend  the  meeting.  Election  of  officers 
was  then  proceeded  with,  with  candidates  for  of- 
fices of : 

President-elect:  Dr.  H.  A.  Ingalls  (Roswell)  was 
nominated  by  Dr.  Trov  C.  Sexton,  seconded  by  Dr. 
C.  W.  Gerber.  Dr.  F.  D.  Vickers  (Deming)  was 
nominated  bV  Dr.  Carl  Mulky.  seconded  by  Dr.  R. 
O.  Brown.  Motion  was  made,  seconded  and  carried 
that  nominations  be  closed.  Vote  by  ballot  resulted 
in:  Dr.  Vickers  1 2.-,  Dr.  Ingalls  4. 

Vice  President:  Dr.  H.  A.  Ingalls  (Roswell)  was 
nominated  bv  Dr.  Caarl  Mulky.  s°conded  by  Dr.  C. 
B.  Elliott.  Motion  that  nominations  be  closed  was 
seconded  and  unanimously  carried. 

Secretary-Treasurer:  Nomination  of  Dr.  L.  B. 
Cohenour  (Albuquerque),  present  incumbent,  was 
made  by  Dr.  H.  A.  Ingalls,  seconded  by  Dr.  Brad- 
ley Motion  that  nominations  be  closed  was  second- 
ed and  unanimously  carried. 

Members  of  Council  for  Three  Years,  these  to 
replace  Dr.  Carl  Mulkv  (Albuquerque)  and  Dr.  C. 
W.  Gerber  (Las  Cruces),  whose  terms  have  expired. 
Motion  was  made  by  Dr.  Troy  C.  Sexton  that  both 
these  men  be  nominated  to  succeed  themselves;  sec- 
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onded  by  Dr.  Ingalls.  Motion  that  nominations  b’e 
closed  was  seconded  and  unanimously  carried. 

Member  of  Council  to  succeed  Dr.  Harry  Mera 
(Santa  Fe)  : Nomination  of  Dr.  R.  0.  Brown  (San- 
ta Fe)  was  made  by  Dr.  C.  W.  Gerber,  seconded  by 
Dr.  Carl  Mulky.  Motion  that  nominations  be  closed 
was  seconded  and  unanimously  carried. 

Delegate  to  A.  M.  A.  Meeting:  Motion  was  made 
by  Dr.  R.  O.  Brown  that  the  President  be  allowed 
to  use  his  discretion  in  appointing  such  delegate, 
alter  duly  looking  into  the  matter  and  ascertaining 
what  members  intended  to  attend  the  meeting.  Sec- 
onded by  Dr.  Mulky  and  carried. 

Members  of  B'oard  of  Managers,  Southwestern 
Medicine:  Motion  was  made  by  Dr.  R.  L.  Bradley 
that  the  present  members  of  the  Board,  Drs.  P.  G. 
Cornish,  Jr.,  (Albuquerque)  and  A.  B.  Stewart 
(Raton),  be  continued  in  the  office;  seconded  by 
Dr.  Ingalls.  Motion  that  nominations  be  closed  was 
seconded  and  unanimously  carried. 

Fraternal  Delegate  to  Texas  State  Medical  Meet- 
ing Dr.  R.  L.  Bradley  (Roswell)  was  nominated  by 
Dr.  H.  A.  Ingalls;  seconded  by  Dr.  Troy  C.  Sexton. 
Motion  that  nominations  be  closed  was  seconded 
and  unanimously  carried. 

Fraternal  Delegate  to  Colorado  State  Medical 
Meeting:  Dr.  C.  B.  Elliott  (Raton)  was  nominated 
by  Dr.  Carl  Mulky;  seconded  by  Dr.  R.  0.  Brown. 
Motion  that  nominations  be  closed  was  seconded  and 
unanimously  carried. 

Fraternal  Delegate  to  Arizona  State  Medical 
Meeting:  Dr.  F.  D.  Vickers  (Deming)  was  nomi- 
nated by  Dr.  R.  L.  Bradley;  seconded  by  Dr.  Carl 
Mulky.  Motion  that  nominations  be  closed  was  sec- 
onded and  unanimously  carried. 

Meeting  Place,  1932:  Dr.  R.  0.  Brown  (Santa 
Fe)  repeated  the  invitation  previously  made  by  the 
Santa  Fe  Chamber  of  Commerce  and  Santa  Fe 
County  Medical  Society  that  the  1932  meeting  be 
held  at  Santa  Fe.  Motion  was  made  by  Dr.  H.  A. 
Ingalls  that  the  next  meeting  be  held  at  Santa  Fe, 
N.  M.,  seconded  by  Dr.  R.  L.  Bradley  and  carried. 

Dr.  R.  0.  Brown  (Santa  Fe)  announced  that  the 
State  B'ureau  of  Public  Health,  of  which  he  is  a 
member,  felt  there  should  be  a closer  relationship 
between  the  medical  profession  of  the  State  and 
the  Bureau  of  Public  Health  and  suggested  that  a 
committee  be  appointed  with  which  the  Bureau  of 
Public  Health  might  take  up  such  matters  as  might 
seem  to  be  in  conflict,  should  any  such  questions 
arise.  Motion  by  Dr.  H.  A.  Ingalls  (Roswell)  that 
a committee  of  three  be  appointed  by  the  Presi- 
dent, from  physicians  in  Santa  Fe  or  proximity 
thereto,  to  take  up  such  matters  with  the  Bureau 
of  Public  Health  as  might  arise  and  seemingly  be 
in  conflict,  was  seconded  by  Dr.  R.  L.  Bradley  and 
carried. 

Adjournment  1:30  p.  m. 

Afternoon  Scientific  Session 

Dr.  Curtice  Rosser,  Professor  of  Proctology,  Bay- 
lor University,  College  of  Medicine,  Dallas,  Texas, 
opened  the  afternoon  session  with  a paper  on  “The 
Diagnosis  and  Management  of  Rectal  Cancer,”  in 
which  he  advised  that  “carcinoma  of  the  large  gut, 
the  typical  intestinal  neoplasm,  has  an  incidence 
exceeding  that  of  gastric  cancer,  and  5 per  cent  of 
all  cancer  deaths  are  due  to  a rectal  carcinoma. 
This  lesion,  untreated,  has  a 100  per  cent  mortal- 
ity. Effective  treatment  is  necessarily  radical  in 
scope  and,  entailing  as  it  does  in  most  instances  an 
artificial  anus,  far  reaching  in  its  effect  on  the 
patient  s after-life.  The  responsibility  which  accom- 
panies the  final  decision  that  in  any  given  case  rec- 
tal malignancy  is  present  is  profound,  since  an  er- 
ror on  either  side  may  lead  to  disaster.”  Dr.  Ros- 
ser maintained  that  “while  the  definite  etiology  of 
cancer  is  unknown,  there  is  an  explicit  and  grow- 
ing feeling  that  if  the  incidence  of  cancer  of  this 
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area  is  to  be  reduced,  more  attention  must  be  paid 
to  the  detection  and  removal  of  benign  pathology, 
including  polyps,  villous  adenomata,  and  in  the  anal 
canal  infected  hemorrhoids,  fistulae,  fissures  and 
areas  of  granulation  in  connection  with  scars.  The 
early  diagnosis  of  rectal  and  anal  lesions  is  often 
tremendously  complicated  by  the  overlapping  of  the 
syndrome  from  the  bneign  condition,  to  which  the 
patient  is  habituated,  with  the  slight  irregularities 
which  are  often  the  only  beginning  danger  signals. 
Probably  the  most  constant  early  sign  is  a sense  of 
discomfort  in  the  rectum,  not  relieved  by  defecation. 
Bleeding  may  not  be  severe,  and  bleeding  may  arise 
from  other  causes,  but  all  rectal  cancers  bleed.  Pain 
is  usually  present  in  anal  cancer  early,  rarely  ir 


ampullary  cancer,  although  referred  pain  to  the 
sacrum  or  lower  abdomen  is  sometimes  seen.  Con- 
stipation and  ‘morning  diarrhea’  are  significant 
when  they  appear,  but  are  not  always  present.  In 
the  intermediate  stage  of  the  development  of  the 
neoplasm,  the  usual  symptoms  are  constipation  or 
alternate  constipation  and  diarrhea;  discharge  of 
blood,  alone  or  mixed  with  mucus  or  pus;  pain  (in 
cancer  at  or  near  the  anus)  and  moderate  weight- 
loss.  Determination  as  to  operability  is  the  first 
que:tion  occurring  in  the  individual  case,  and  since 
from  50  to  60  per  cent  of  patients  present  them- 
selves with  inoperable  lesions,  this  group,  large  in 
number,  require  special  consideration  as  to  the  prop- 
er method  of  handling.  Extension  of  the  tumor  to 
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adjacent  organs  is  the  most  common  bar  to  radical 
removal;  extension  by  way  of  the  lymphatics,  usual- 
ly occurring  later.  Venous  extension  to  the  liver, 
lortunately,  is  uncommon,  except  in  late  stages. 
I prefer  to  do  a colostomy  immediately,  without 
waiting  for  the  inevitable  obstruction  on  the  inop- 
erable case;  secondary  infection  of  the  growth  is 
thus  decreased,  and  the  radiation,  a powerful  and 
effective  palliant,  is  made  possible  in  sufficient  dos- 
age to  shrink  the  neoplasm,  stop  hemorrhage,  and 
hold  extension  in  check.  The  interstitial  implanta- 
tion of  radium  needles  through  a perirectal  incision, 
as  suggested  by  Sir  Charles  Gordon  Watson  and 
others,  offers  a new  and  most  effective  treatment 
for  low-lying  inoperable  growths.” 

In  discussion,  Dr.  R.  O.  Brown  (Santa  Fe)  asked 
if  the  injection  of  true  hemorrhoids  with  carbolic 
acid  has  anything  to  do  with  bringing  on  a carci- 
noma. 

Dr.  Rosser,  in  closing,  stated  he  had  no  reason  to 
believe  from  anything  he  has  seen  in  the  literature 
that  the  injection  of  hemorrhoids  with  any  chem- 
ical brings  on  malignant  growth. 

Dr.  Nathaniel  H.  Brush  (Santa  Barbara,  Cal.), 
in  an  address  on  “The  Treatment  of  Delirium  Tre- 
mens,” emphasized  certain  points:  (1)  That  de- 

lirium tremens  is  an  acute  psychosis  occurring  on 
a basis  of  chronic  alcoholism,  but  it  may  also  result 
from  a prolonged  spree.  As  this  condition  is  a psy- 
chosis, treatment  in  a psychopathic  hospital  is  in- 
dicated. (2)  That  the  attack  may  be  fulminating 
and  the  result  of  some  severe  injury  or  acute  infec- 
tion occurring  in  a chronic  alcoholic.  (3)  That  hy- 
drotherap--  Properly  utilized,  probably  offers  us  the 
safest  and  most  efficient  means  of  quieting  the 
patient.  (4)  That  the  use  of  such  drugs  as  morphia, 
chloral  and  hyoscine  is  contraindicated  in  delirium 
tremens.  (5)  That  even  during  the  acute  stages  of 


the  disease,  eliminative,  supportive,  and  nursing 
treatment,  must  not  be  neglected.” 

In  the  discussion,  Dr.  M.  K.  Wylder  (Albuquer- 
que) referred  to  the  abnormal  sensibilities  of  this 
class  of  patients,  telling  of  a man,  hospitalized  for 
treatment  of  the  condition,  who,  when  a cat  walked 
across  the  floor,  said,  “Damn  you!  what  do  you 
mean  by  stamping  your  feet  like  a horse.” 

Dr.  R.  O.  Brown  (Santa  Fe)  asked  if  paralde- 
hyde had  proved  of  any  benefit  in  cases  of  delirium 
tremens. 

Dr.  0.  I.  Nesbit  (Espanola)  mentioned  that, 
when  he  was  an  intern  in  the  hospital,  as  soon  as 
this  type#of  case  came  in  they  did  a spinal  punc- 
ture, and  they  seemed  to  improve  much  faster 
than  those  upon  whom  it  was  not  done. 

Dr.  B'rush,  in  closing,  remarked  that  the  indi- 
vidual referred  to  by  Dr.  Wylder  probably  might 
have  mistaken  the  cat  for  something  else  than  a cat. 
He  stated  that  he  uses  paraldehyde  a great  deal 
and  considers  it  a very  safe  and  efficient  sedative, 
but  has  never  made  spinal  punctures  in  these  cases. 
(Continued  in  October  Issue.) 
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Wukcnburg,  Arizona. 


Notice  - Reduction  of  Price  of 

T„d,  PYRIDIUM  m*1 

Phenyl  azo-alpha-alpha-diamino-pyridine  mono-hydrochloride 
( Manufactured  by  the  Pyridium  Corporation  of  N.  Y.) 

In  order  to  make  the  advantages  of  Pyridium  treatment  available 
to  all  classes  of  patients  we  have  reduced  the  price  nearly  half. 

Pyridium  is  a definite  chemical  and  is  the  only  azo  dye  compound 
offered  as  a urinary  antiseptic  that  is  “Council  accepted”. 

Carefully  scrutinize  the  chemical  formula  and  the  claims  made 
for  other  products  offered  as  substitutes  for  Pyridium. 

To  secure  Pyridium  results  it  is  important  that  Pyridium  itself  be 
used  and  not  some  other  preparation. 

MERCK  & CO.  Inc. 
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RAHWAY,  N.  J. 
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A FEW  CONTRIBUTIONS  TO  THE 

Modern  Materia  Medica 


To  merit  and  preserve  the  confidence  of  the  best 
element  in  the  medical  profession  and  the  drug 
trade  ...  to  build  well  to  last. 

— From  the  Creed  of  the  Founders  of  Parke,  Davis  & Co.,  1866. 


By  the  Research 
Laboratories  of 

PARKE,  DAVIS  & CO. 

ADRENALIN 

The  First  Commercial  Epinephrine 

PITUITRIN 

The  First  Pituitary  Extract 

CASCARA  SAGRADA 

Introduced  to  Medicine,  1877 

CHLORETONE 

Hypnotic,  sedative,  and  mild  local 
anesthetic 

IODALBIN 

Compound  of  Iodine  and  Albumin 

BROMETONE 

Possesses  the  therapeutic  properties  of 
the  bromides  without  disturbing 
the  stomach 

SILVOL 

Meets  all  tests  for  Mild  Silver  Protein , 

U . S.  P. 

NEO-SILVOL 

Non-Staining,  Collodial  Silver  Iodide 

MERCUROSAL 

Synthetic  organic  mercury  compound 

DIBROMIN 

Antiseptic  and  Germicide 

PAROIDIN 

Standardized  Extract  obtained  from 
Parathyroid  Glands 

THIO-BISMOL 

An  Antisyphilitic  Agent  that  will  not 
Precipitate  in  the  tissues 

PITOCIN 

Oxytocic  Principle  of  the  Pituitary  Gland 

PITRESSIN 

Pressor  Principle  of  the  Pituitary  Gland 

THERAPEUTIC 

SERUMS 

Highly  Refined  and  Concentrated 

VENTRICULIN 

Specific  in  Pernicious  Anemia 


PARKE,  DAVIS  & CO. 


The  World’s  Largest  Makers  of  Pharmaceutical  and  Biological  Products 


Identified  as  we  are 
with  the  best  years 

of  pediatric  progress, 


Never  any  dosage 
directions  in 
any  Mead 
Products 

We  Know  Which  Side  of  this  Question 


You  Are  On 


Bab 

poo 


Directions  for 

■ \ WUM, 




Should  mothers  feed 
their  babies  by  free  med- 
ical  advice  given  by  / 
neighbors,  newspapers,  ^ 
manufacturers  and  other 
busy  bodies  — or  — ^ 


^.Should  the  problem 
of  infant-feeding  be 
kept  where  it  belongs 
— in  the  hands  of  the 
medical  profession  — 

/ 


m 


o 

Is  From  the  beginning- 

It 

Worth 

While  7 


MEADS 
DEXTRI  -MALICE 

? 4 


B FACTORS  p 


THE  ADD’TlONO' 
s OF  WHEAT  El'1®*' 
AND  YEAST 


We  have  stood  on  this, 
your  side  of  the  question. 

Mead  Johnson  & Company 

Evansville,  Indiana,  U.  S.  A. 

Specialists  in  Infant  Diet  Materials 
and  Pioneers  in  Vitamin  Research 


mead’s  dextri-maltose  nos.  i,  2 and  3.  mead’s  dextri-maltose  with  vitamin  b.  mead’s  cereal, 
mead’s  powdered  lactic  acid  milks,  nos.  i and  2.  mead’s  alacta.  mead’s  powdered  whole  milk, 
mead’s  powdered  protein  milk,  mead’s  sobee.  mead’s  viosterol  IN  OIL  250  D.  mead’s  10  D COD  liver 

OIL  WITH  VIOSTEROL.  MEAD’S  STANDARDIZED  COD  LIVER  OIL.  MEAD’S  POWDERED  BREWER’S  YEAST. 


LABORATORY  SERVICE 

Cultures 

Autogenous  Vaccines 
Smears 
Widals 

Wassermanns 
Blood  Chemistry 
Blood  Counts 
Tissue  Diagnosis 

Basal  Metabolism  Determinations 

£> 

X-Ray  Diagnosis 
X-Ray  and  Radium 
Therapy 


Pathological 

Laboratory 

W.  Warner  Watkins,  M.  D.  Suite  320 

Harlan  P.  Mills,  M.  D.  Goodrich  Building 

C.  N.  Boynton,  M.  A.  Box  1587 

W.  J.  Horspool,  Bus.  Mgr.  PHOENIX,  ARIZONA 


Medical  and  Surgical  Association  of  the  Southwest.  Phoenix,  Dec.  3,4,  5. 
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ENZYMOL 


For  Topical  Application 

Observations  of  the  action  of  gastric  juice  outside  the  body  show  a 
usefulness  for  a properly  prepared  product  of  this  nature.  An  example 
of  one  of  its  indications  is  solution  of  necrotic  and  carious  bone  tissue. 

ENZYMOL  is  an  extract  of  the  fresh  stomach  tissue  juice,  specially 
designed  for  topical  application. 

ENZYMOL  is  put  up  in  convenient  vials.  It  requires  ordinarily  for  use 
dilution  with  an  equal  volume  of  water;  also  with  hydrochloric  acid  es- 
pecially for  cases  in  which  this  may  be  desirable — refractory  tissue,  large 
cavities,  etc. 

Originated  and  Made  by 


Fairchild  Bros.  & Foster 

NEW  YORK 


THIS  NEW 
DELICIOUS  DRINK 
ENRICHES  THE  DIET 
IN  VITAMIN  B 


xVlDdern  diets  are  surprisingly  low  in  Vitamin  E ;he  anti-neuritic  vitamin.  Lack 
of  this  vitamin  results  in  poor  appetite,  digestive  disturbances,  intestinal  slug- 
gishness and  loss  of  weight.  Vitamin  B is  also  necessary  for  the  proper  nutrition 
of  nerve  tissue.  A shortage  of  Vitamin  B can  be  corrected  by  Squibb  Chocolate- 
Vitavose,  a new  and  valuable  diet  supplement. 

Squibb  Chocolate-Vitavose  is  prepared  with  Vitavose,  “wheat  germ  sugar,” 
one  of  the  richest  sources  of  Vitamin  B.  Served  with  milk — hot  or  cold — it  makes 
a delicious,  refreshing  and  nourishing  beverage.  It  can  be  taken  with  meals,  be- 
fore retiring,  or  as  a “between  meals”  drink.  Squibb  Chocolate-Vitavose  contains 
30  per  cent  Vitavose. 

SQUIBB  VITAVOSE  — (wheat  germ  sugar)  is  a palatable  and  ex- 
ceedingly rich  source  of  Vitamin  B and  food  iron.  It  is  particularly 
valuable  as  a milk  modifier  in  infant  feeding  and  as  a diet  supple- 
ment. It  has  100  times  as  much  Vitamin  B as  whole  cow’s  milk, 

3 ) times  as  much  Vitamin  G,  and  40  times  as  much  iron. 

SQUIBB  DEXTRO- VITAVOSE  is  a mixture  of  one  part  Vitavose 
ar.d  two  parts  Dextrose.  It  provides  a Vitamin  B rich  Dextrose 
_ reparation  for  use  in  infant  feeding. 


For  further  information,  write  to  Professional  Service  Department , 745  Fifth  Avenue,  New  York 

ER:  Squibb  & Sons.  New  Vo  rk 
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EL  PASO,  TEXAS 
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Practice  Limited  to 
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W.  E.  VANDEVERE.  M.  D. 

Eye.  Ear.  Nose  and  Throat 
Bronchoscopy  and  Esoph agoscopy 

S10  Bassett  Bldg.  El  Paso 


FRANKLIN  D.  GARRETT,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 


G.  WERLEY,  M.  D. 

Diseases  of  the  Heart 

4 01-2  Roberts-Banner  Bldg.  El  Paso 


ROBERT  B.  HOMAN,  M.  D. 

Practice  limited  to 

Chest  Diagnosis  and  Consultations 

Homan  Sanatorium  El  Paso,  Texas 


j w.  cathcart,  m.  d.  c.  h.  mason,  m.  d. 

Drs.  Cathcart  & Mason 

X Ray  and  Radium  Laboratories 

310  Roberts  Banner  Bldg.  El  Paso 

E.  A.  DUNCAN,  M.  D. 
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1029  First  National  Bank  Bldg.  El  Paso 


W.  R.  JAMIESON,  M.  D. 

Genito  Urinary.  Skin  and  Rectal 
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HARRY  R.  CARSON.  M.  D. 
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Bone  and  Joint  Surgery 
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FRED  G.  HOLMES.  M.  D. 
VICTOR  RANDOLPH.  M.  D 
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LAS  ENCINAS 

Pasadena,  California 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


Las  Encinas 


Climate  Ideal,  Cuisine  Excellent,  Outdoor  Recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by  a 
20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance.  y i r i 

BOARD  OF  DIRECTORS 

George  Dock,  M.  D.  F.  H.  MacPherson  W.  Jarvis  Barlow,  M.  D. 
F.  C.  E.  Mattison,  M.  D.  Stephen  Smith,  M.  D. 

'Write  for  beautiful  illustrated  booklet 

Stephen  Smith,  M.D.,  F.A.C.P.  C.  W.  Thompson,  M.D.,  F.A.C.P. 

Medical  Directors 

LAS  ENCINAS,  PASADENA,  CALIF. 
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“STORM”  The  NEW 

“Type  N” 
STORM 
Supporter 

With  long  laced  back 
and  low  extension 
upon  hips;  The  re- 
inforcing band  at- 
tached in  front  at 
median  line,  also 
fastened  in  back. 
Hose  supporters  in- 
“TYPE  “N”  stead  of  thigh  straps. 

Takes  Place  of  Corsets 

Gives  perfect  uplift  and  is  worn  with  comfort 
and  satisfaction.  Many  variations  of  the  “Type 
N”  Belt  provide  support  in  Ptosis,  Hernia, 
Obesity,  Pregnancy,  Sacroiliac  Strain,  etc. 

Each  Belt  Made  to  Order  Ask  for  Literature 

Katherine  L.  Storm,  M.D. 

Originator,  Owner  and  Maker 
1701  Diamond  St.,  Philadelphia,  Pa.,  U.  S.  A. 


\ 

Mercurochrome 

220  Soluble 

(Dibrom-oxymercuri -fluorescein) 


. . . whenever  milk  is  an 
important  part 
of  the  diet 


Coco  malt  not  only  renders  it  more  palatable 
but  increases  its  food  value  over  70% 

COCOMALT  is  a delicious,  high-caloric  food  — ideal 
for  convalescents,  expectant  and  nursing  mothers 
and  undernourished  children. 

Not  only  does  Cocomalt  make  milk  a tempting 
chocolate  flavor  drink;  it  actually  increases  its  food  value 
yo'-o — adding 46/o  more  protein,  56co  more  mineral  salts 
(Lime  and  Phosphorus),  188‘o  more  carbohydrates. 

Because  Cocomalt  contains  Vitamin  D in  sufficient 
quantity  to  make  a definite  contribution  to  the  anti- 
rachitic potency  of  the  child’s  diet,  it  is  especially  bene- 
ficial to  growing  youngsters. 

Cocomalt  is  available  at  grocery  and  drug  stores  in 
Vi  lb.,  1 lb.  and  5 lb.  hospital  can. 


THE  STAIN  PROVIDES  FOR 
PENETRATION 
and 

FIXES  THE  GERMICIDE  IN  THE 
TISSUES 


Mercurochrome  is  bacteriostatic  in  exceed- 
ingly high  dilutions  and  as  long  as  the  stain 
is  visible  bacteriostasis  is  present.  Reinfection 
or  contamination  are  prevented  and  natural 
body  defenses  are  permitted  to  hasten  prompt 
and  clean  healing,  as  Mercurochrome  does  not 
interfere  with  immunological  processes.  This 
germicide  is  non-irritating  and  non-injurious 
when  applied  ot  wounds. 

HYNSON,  WESTCOTT  & 
DUNNING,  Inc. 

Baltimore.  Maryland 


FREE 

to  Physicians 

Use  the  coupon  be- 
low. It  will  bring  you 
a trial  can  of  Coco- 
malt without  cost. 


MOaE 

NOURISHMENT 
TO  MILK 


R.  B.  DAVIS  CO  . Dept.  AX10  Hoboken,  N.  J. 

Please  send  me,  without  charge,  a trial  can  of 
Cocomalt. 

Name  ----- , 
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mourn 

Supporting  Garments 


Sold  at  Department  Stores,  Surgical 
Section,  and  Corset  Specialty  Shops. 
Write  for  Physician's  Manual. 


^Maternity  Garment 
Proportioned 
to  the  Figure  Type 

Model  No.  3061,  with  a higher  top  line  and  suitable 
groin  and  cupped  buttock  length,  is  built  for  the  long' 
bodied  woman.  Low  abdominal  lift  to  remove  bladder 
pressure  and  hold  the  organs  firmly  yet  comfortably  to 
place.  The  Camp  Patented  Adjustment  provides  de- 
pendable and  adjustable  sacro-iliac  support.  Extra  ab- 
dominal lacings  provide  for  body  development. 

There  is  a Camp  Support  proportioned  to  every  figure 
type — suiting  body  outlines  and  stature  as  well  as  the 
special  maternity  condition. 


S.  H.  CAMP  and  COMPANY 


Manufacturers,  JACKSON,  MICHIGAN 
CHICAGO  NEW  YORK  LONDON 

1056  Merchandise  Mart  330  Fifth  Avenue  252  Regent  Street,  West 


THE  HOMAN  SANATORIUM 

F:r  the  Treatment  of  Tuberculosis 

EL  PASO,  TEXAS 

A privately  owned,  thoroughly  and  niodernly  eouioped.  ethicn'  institution  of  110  rooms. 
Heliotherapy,  pneumothorax,  phrenic  nerve  and  chest  surgery,  and  all  other  modern  meth- 
ods of  treatment. 

Write  for  booklet  pivinp  rates  and  other  information. 


Su 

—the  pre-proxed  product 


* 

Pediatrists 

Have  you  tried 
SMACO  (300) 
NON-ALLERGIC 
WHOLE  MILK  for 
those  cases  sensi- 
tive to  milk  protein? 
Excellent  results 
have  been  reported 
using  this  product. 
Write  for  a trial 
supply.  ©SMAC 


In  1910,  the  idea  was  conceived  to  adapt  the  fat  of 
modified  milk  to  that  of  human  milk.  In  1913,  actual 
laboratory  work  was  begun  to  produce  a closer 
adaptation  to  breast  milk  than  had  hitherto  been 
accomplished.  The  formula  was  developed  in  1914. 
A preliminary  report  was  made  in  1915  and  a more 
extensive  and  elaborate  one  appeared  in  1918-  This 
was  based  on  practical  evidence  obtained  during 
an  extended  feeding  observation  with  311  cases. 
Th  is  latter  report  showed  conclusively  that  S.  M.  A. 
presented  a decided  step  forward  in  infant  feeding. 
In  November,  1921,  S.  M.  A,  was  made  available  to 
the  medical  profession. 

S.M.A.  was,  therefore,  a pre-proved  product,  having 
eight  years  of  experimental  research  work  and  six 
years  of  clinical  observation  as  a background  before 
being  offered  to  physicians  generally  as  a diet  for 
infants  deprived  of  breast 
mi  Ik.  AAA  We  invite  you 
to  try  S.  M.  A.  in  your  own 
infant  feeding  work  and  prove 
to  yourself  that  results  are  ob- 
tained more  simply  and  more 
quic  kly  with  S.  M.  A. 

Write  to  our  nearest  office  for 
samples  and  our  Questions 
and  Answers  Booklet  No.  A-20. 

S.M.A.  Corporation 

46l4  Prospect  Avenue,  Cleveland,  Ohio 

• 

West  of  Rockies: 

437-8-9  Phelan  Building,  San  Francisco,  Cal. 

In  Canada: 

64  Gerrard  Street.  East,  Toronto,  Ontario 
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SOUTHWESTERN  SURGICAL  SUPPLY  CO. 

El.  PASO,  TEXAS  PHOENIX,  ARIZ. 

Gentlemen: — Kindly  send  a "Kompak  ' Model  Lifetime  Baumanometer  on  approval. 

Doctor 

Street  and  No 

City State 


™ ““KOMPAK  MODEL 

SMALLEST— LIGHTEST— HANDIEST 


Let  us  send  you  this  master  instrument  now. 

Small  in  size — light  in  weight — beautiful  in  appearance 
— it  looks  and  folds  like  a fine  pocket  camera. 

The  Kompak  Model  is  the  latest  addition  to  a distin- 
guished line  of  Lifetime  Baumanometers.  Like  all  other 
Lifetime  Baumanometers,  the  Kompak  Model  is  individ- 
ually calibrated,  scientifically  accurate — guaranteed 
to  remain  so,  and  carries  the  Lifetime  Baumanometer 
exclusive  guarantee  against  glass  breakage. 

It  is  just  the  instrument  you  have  been  waiting  for. 
Note  its  distinguishing  specifications — or  better  still,  let 
us  send  one  for  your  inspection. 

Use  the  coupon — and  you  will  be  agreeably  surprised 
at  the  remarkable  advances  in  sphygmomanometer 
construction. 


$37.50 


SPECIFICATIONS 
Calibration:  260  mm. 

Size:  1%"  x 3%"  x D5/8". 

Weight:  30  oz. 

Inflation  System  Self-contained. 

Duralumin  case  with  baked  enamel  edges. 
Genuine  Morocco  grain  leather. 

Entire  manometer  unit  chromium  plated. 
Individual  nameplate  cast  in  cover. 

Table  of  clinical  averages  embossed  in  case. 
Lifetime  Cuarantee  against  glass  breakage. 
Perpetual  Guarantee  for  accuracy. 


Founded  1896  by  Dr.  Hubert  Work 


WOODCROFT  HOSPITAL,  PUEBLO,  COLORADO 


New  Building 

New  Equipment 

N EURO- PSYCHIATRIC 
CLINIC 

NERVOUS  AND  MENTAL 
DISEASES 
DRUG  ADDITIONS 


H.  A.  LaMoure.  M.  I). 

Superintendent 


POSTGRADUATE  SCHOOL  OF  SURGICAL  TECHNIQUE,  Inc. 

2512  Prairie  Avenue  (opposite  Mercy  Hospital)  Chicago,  Illinois 

1.  General  Surgery:  100  hours  (2  weeks)  course  of  intensive  instruction  and  practice  in  surgical 
technique  combined  with  clinical  demonstrations  (for  practicing  surgeons) 

2.  General  Surgery  and  Specialties:  Three  months’  course  comprising:  (a)  review  in  anatomy  and 
pathology;  (b)  demonstration  and  practice  in  surgical  technique;  (c)  clinical  instruction  by  fac- 
ulty members  in  various  hospitals,  stressing  diagnosis,  operative  technique  and  surgical  pathology. 

3.  Special  Courser,:  Orthopedica  and  Traumatic  surgery;  gynecology  and  radiation  therapy;  eye, 
ear,  nose  and  throat,  thoracic,  genito-urinary  and  goiter  surgery;  bronchoscopy,  etc. 

All  courses  continuous  throughout  the  year. 


Detailed  information  furnished  on  request. 


MERCK  & CO.  Inc 

MANUFACTURING  CHEMISTS 

RAHWAY  N.J. 


□rsphenamine 

NOVA  SENOBENZOL  BILLON 


The  testing  of  the  Arsphenamines  manufactured  by  Merck 
includes  a "clinical  control"  of  every  lot . . . After  passing 
the  prescribed  requirements  of  the  United  States  Public 
Health  Service  for  toxicity,  and  a Merck  Control  Laboratory 
test,  which  is  fifty  per  cent,  higher,  our  Neoarsphenamine, 
Sulpharsphenamine  and  Arsphenamine  are  administered 
to  patients  in  clinics  before  being  marketed  . . . Rigid  con- 
trol and  high  manufacturing  standards  account  in  large 
measure  for  the  satisfactory  therapeutic  results  . . . Neo- 
arsphenamine is  rapidly  and  completely  soluble.  Quick 
solubility  is  in  itself  an  indication  of  low  toxicity,  as  it 
minimizes  oxidation  that  may  occurwhen  agitation  is  re- 
quired to  dissolve  the  powder. 

Write  for  a solubility  test  sample  of  Neoarsphenamine. 


1 00 
jOO 


0.6  Gram  .52  381 

NEO-ARSPHENAMINE 
NOVARSENOBENZOL  BILLON 

MANUFACTURED  BY 

POWERS*  WEIGHTMAN*ROSENGARTEN  CO. 
MERCK  & CO.  Inc.,  Successors,  New  York 

UNDER  LICENSE  BY  PROCESS  OF 

Les  Et&blissements  POULENC  Freres  - Paris 


TRADE 
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MERCK  & CO.  Inc. 

MANUFACTURING  CHEMISTS 


100  Cc. 
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hi’-!  a 
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Pyridine  Mono  Hydrochloride 
(Mdnufdctured  by  The  Pyridium 
Corpordtion) 
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The  Council  on  Pharmacy  and  Chemistry  of  the  American  Medical  Association  has 
accepted  Pyridium  for  inclusion  in  New  and  Non-Official  Remedies  You  can  there- 
fore prescribe  this  drug  with  full  confidence  that  its  therapeutic  action  will  conform 
to  the  claims  made  for  it.  Avoid  substitutes.  . .Your  prescription  pharmacist  can 
supply  Pyridium  in  four  convenient  forms:  as  tablets,  powder,  solution  or  ointment 
. . .Write  for  the  new  30-page  booklet  which  fully  describes  the  clinical  use  and 
application  of  Pyridium. 
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IX 


The  liberal  use  of  cow’s  milk  in  the  child’s  diet  is 


desirable  for  its  calcium  and  phosphorus  content 

when  its  well-known  deficiencies  in  iron  and 
vitamin  B (F)  are  made  good  with  Mead’s  Cereal 


THE  Journal  of  the  American  Medical 
Association* 1  based  on  recent  research  by 
Sherman  and  Booher2 * 4,  raises  the  question  as  to  whether 
the  relatively  large  consumption  of  milk  (up  to  a quart 
a day)  should  be  routinely  recommended,  on  account  of 
the  deficiency  of  milk  in  iron  and  the  resultant  relation 
to  anemia.  On  the  other  hand,  if  the  milk  ration  is 


0.2211  gms. 
Calcium 
in  one  oz. 
MEAD’S  CEREAL 


f 

0.0068  gms. 
Iron 

in  one  oz. 

MEAD’S  CEREAL 


0.0011  gms. 
Iron 

in  one  oz. 
Rolled  Oats 

1 I 


0.00022  (m3. 
Fe  per  oz. 
i FARINA 


Pd'. 00006  gms.  F© 
L in  One  oz.  Milk 


MEAD’S 
CEREAL  IS 
RICH 
IN  IRON 

Figures  showgms. 
iron  per  ounce 
of  cow’s  milk, 
farina,  rolled  oats 
and  Mead’s 
Cereal. 


decreased  and  ordinary  cereals 
substituted,  not  only  is  the 
iron  deficiency  far  from  being 
made  good,  but  there  remains 
the  well-known  fact  that 
most  cereals  are  seriously  de- 
ficient in  calcium  and  vitam- 
in G.  Fortunately,  the  re- 
cent development  by  the  Pe- 
diatric Research  Foundation 
of  a new  cereal,  which  when 
used  with  milk  not  only  makes  good  its  iron  and  vi- 
tamin B deficiencies,  but  also  supplies  what  no  other 
cereal  supplies  in  such  outstandingly  abundant  measure — 
calcium,  phosphorus,  copper  and  vitamins  A,  E and  G. 
This  new  cereal  was  devised  in  the  Research  Laboratories 


MEAD’S  CEREAL 

0.034  gms. 
Calcium 
in  one  oz. 
Cow’s  Milk 

IS  RICH 
IN  CALCIUM 

Figures  show  gms 

0.0195  gms. 

calcium  per  ounce 

Ca  per  oz. 

of  cow’s  milk,  fari- 

Rolled  Oats 

na,  rolled  oats  and 
Mead’s  Cereal. 

0.0059  grc. 

Ca  in  one 
oz.  FARINA 


1 Editorial,  Storage  of  Calcium,  J.A.M.A.  96.-197  (1931).  2 Sherman,  H.  C. 
and  Booher,  L.  E.,  The  Calcium  Content  of  the  Body  in  Relation  to  that  of  the 
Food,  Proc.  Soc.  Exper.  Biol.  & Med.  2S.-91  (1930). 


PRINCIPAL  FUNCTIONS  OF  CALCIUM 

(1)  Calcification  of  bones  and  teeth  (2)  Regulation  of  sympathetic 

nervous  system  (and  through  the  vagus,  cardiac  muscle  tone)  (3) 

Maintenance  of  calcium-phosphorus  ratio  in  rickets  and  tetany 

(4)  Control  of  normal  salt  balance  in  blood  and  body  fluids  (5) 
Maintenance  of  acid-base  equilibrium  (6)  Formation  of  calcium 
caseinate  compounds  in  food  digestion  (7)  Coagulation  of  blood 
(8)  Antagonism  to  toxic  effects  of  potassium  and  magnesium  ions. 
Refs:  F.  R.  Fraser,  J.  C.  Hoyle,  etc.,  etc. 


of  the  Hospital  for  Sick  Children 
and  the  Department  of  Pediatrics, 
University  of  Toronto,  and  is  ex- 
clusively licensed  for  production 
by  us.  It  is  called  Mead’s  Cereal, 
is  advertised  only  to  physicians, 
and  is  supplied  in  1-  and  4-lb. 
packages  through  drug  stores. 

MEAD  JOHNSON  & CO~ 

Vitamin  Research  Evansville,  Ind.,  U.S.A. 
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Controlled  Method 
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EFFECTS  OF  LIVER  DIET  ON  NER- 
VOUS SYSTEM  SYMPTOMS  IN 
PERNICIOUS  ANEMIA 

WILLIAM  C.  MENNINGER,  M.D. 

Topeka,  Kansas. 

Neurological  and  mental  symptoms  occur 
in  pernicious  anemia  in  probably  a fairly 
fixed  percentage  of  cases,  but  according  to 
various  reports  this  percentage  varies  wide- 
ly. The  most  recent  studies  would  indicate, 
however,  that  there  is  nervous  system  in- 
volvement in  from  70  to  80  per  cent  of  all 
cases  of  pernicious  anemia.  This  involve- 
ment may  be  so  slight  as  to  be  overlooked  by 
the  physician  and,  in  view  of  the  fact  that  in 
most  of  these  cases  the  blood  picture  at- 
tracts the  center  of  attention,  less  frequent 
notation  is  made  of  the  nervous  system  man- 
ifestations. The  actual  determination  of 
nervous  system  involvement  often  presents 
some  difficulty;  often  when  the  blood  pic- 
ture is  advanced,  there  are  slight  neurolog- 
ical changes  and,  on  the  other  hand,  there 
are  undoubtedly  many  cases  in  which  there 
is  an  advanced  spinal  cord  or  even  brain  in- 
volvement when  the  blood  picture  is  not  en- 
tirely typical  of  pernicious  anemia. 

One  of  the  most  complete  studies  of  a 
series  of  cases  is  presented  by  Woltman”, 
who  found  80.6  per  cent  of  150  cases  to  show 
nervous  system  involvement.  Of  those 
showing  this  involvement,  99.2  per  cent 
showed  the  subacute  combined  sclerosis  type 
of  lesion.  In  an  analysis  of  the  symptoms, 
92  per  cent  showed  an  impairment  in  vibra- 
tion or  joint  sensibility.  The  fundus  was 
pathologic  in  63  per  cent ; there  were  mental 
symptoms  in  35  per  cent ; the  reflexes  were 
altered  in  more  than  90  per  cent ; co-ordina- 
tion impaired  in  more  than  50  per  cent ; and 
actual  disturbance  in  gait  in  nearly  40  per 
cent. 

The  treatment  of  the  nervous  system 


has  always  been  regarded  even  more  dis- 
couraging than  the  blood  picture  itself.  The 
spontaneous  remission  which  so  often  occurs 
shows  a marked  improvement  in  the  blood 
picture,  although  improvement  in  the  cen- 
tral nervous  system  involvement  is  unusual. 
Consequently,  since  the  advent  of  the  liver 
and  gastric  mucosa  diet,  particular  interest 
has  been  paid  to  the  effect  on  the  neurol- 
ogical symptoms. 

There  have  been  only  a few  extensive 
studies  made,  to  date,  with  particular  refer- 
ence to  this  point,  although  quite  a number 
off  individual  case  reports  and  opinions  have 
been  expressed  regarding  it.  There  are  quite 
a number  of  reports  which  would  indicate 
that  the  liver  diet  has  had  no  effect  on  the 
course  of  the  nervous  symptoms,  and  some, 
even,  which  indicate  that  these  symptoms 
have  been  worse  following  the  use  of  this 
diet.  It  is  interesting  to  know,  however, 
that  most  of  the  more  recent  reports,  and 
particularly  those  of  cases  in  which  treat- 
ment has  been  used  over  a longer  period  of 
time,  are  much  more  in  favor  than  the  re- 
ports made  in  1928  and  1929. 

Considering  first  those  in  which  the 
course  of  nervous  system  symptoms  was  un- 
improved: Cohen4  reported  a case  in  which 
the  “more  marked  neurological  symptoms 
developed  after  the  patient  had  been  on  the 
Murphy-Minot  diet  several  months  and  was 
enjoying  an  otherwise  distinct  general  sys- 
temic improvement.”  Ordway  and  Gorham” 
reported  that  advanced  cord  changes  persist- 
ed almost  without  exception,  regardlless  of 
diet.  Staffieri  and  Giacose22  are  enthusias- 
tic over  their  results  on  the  blood  picture  in 
three  cases,  but  none  of  these  manifested 
any  improvement  in  the  neurological  syn- 
drome. Kraus11  describes  four  cases  in  which 
the  condition  of  the  blood  improved,  but  the 
spinal  cord  complication  progressed  and,  in 
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some  instances,  it  was  the  cause  of  the  fatal 
outcome.  Curschmann'y  is  impressed  with 
the  fact  that  he  sees  no  therapeutic  effect 
of  liver  diet  on  nervous  disturbances.  He 
states  that  there  was  neither  improvement 
of  objective  symptoms  nor  subjective  dis- 
turbances and  more  often  there  was  an  in- 
crease in  spinal  symptoms.  Seyderhelnf0 
believes  that  the  toxic  symptom  in  the  cen- 
tral nervous  system  remains  uninfluenced 
by  liver  therapy  and,  after  improvement  of 
the  anemia,  the  pernicious  anemia  is 
changed  into  a pernicious  myelo-encephalo- 
toxicosis.  Perkins’"  reports  two  cases  in 
which  the  blood  was  very  much  improved 
but  there  was  no  corresponding  amelioration 
in  the  neurological  finding.  Two  writers, 
Fried”  and  Middleton13  are  very  skeptical  re- 
garding any  improvement,  although  they  are 
aware  that  such  has  been  reported.  In  view 
of  the  pathology,  they  both  regard  it  as  re- 
markable that  any  functional  improvement 
should  occur. 

One  report,  that' of  Taterka  and  Goldman3*, 
presents  a short  review  of  harmful  ef- 
fects of  liver  therapy  as  based  on  five  cases. 
All  of  these  seem  to  have  shown  somnolence, 
excitement,  confusion  soon  after  the  institu- 
tion of  the  treatment,  but,  after  a period  of 
five  or  six  days,  these  symptoms  cleared 
and  good  results  were  obtained. 

As  early  as  1927,  favorable  reports  were 
made  of  the  improvement  in  the  nervous 
phenomena  occurring  with  liver  diet.  Koes- 
sler  and  Maurer10  report  two  cases  in  which 
there  was  a marked  improvement,  and  Ser- 
vice and  Baumgartner19  also  found  improve- 
ment in  both  the  anemia  and  neurological 
symptoms  after  three  months  of  liver  diet. 
Sturgis,  Isaacs  and  Smith”,  found  that  the 
improvement  in  the  nervous  symptoms  did 
not  parallel  the  generation  of  the  blood,  al- 
though slow  improvement  in  the  neurologi- 
cal conditions  frequently  followed  the  com- 
bining of  liver  extract  and  physiotherapy. 
Minot,  Murphy  and  Stetson14  report  that,  in 
thirty-one  cases  with  prominent  symptoms 
and  signs  of  degeneration  of  the  spinal  cord, 
the  numbness  and  tingling  of  the  extremi- 
ties had  been  much  improved,  coordination 
improved  in  many,  and  vibration  sense  in 
some  cases.  Bubert3  reports  a single  case 
of  a man  in  whom  the  signs  of  subacute  com- 
bined sclerosis  had  been  observed  over  a pe- 
riod of  almost  five  years  and  whose  course 
had  been  steadily  downward.  After  a liver 
diet  of  one  year,  he  became  bright,  alert, 
and  able  to  walk  briskly.  Richardson18  de- 
scribes fourteen  cases  with  ataxia,  eight  of 
whom  showed  considerable  improvement  and 
four  a moderate  improvement  in  the  nervous 


system  with  the  maintenance  of  the  red 
blood  count  at  four  and  one-half  to  five  mil- 
lion. Ungley  and  Suzman25  report  a series 
of  sixty-one  cases,  thirty  treated  with  liver 
and  thirty-one  without.  Of  those  treated 
with  the  liver  diet,  seventeen  were  improved, 
eight  were  not  improved  or  were  worse, 
seven  stopped  liver  or  reduced  it  beyond  the 
recommendation,  and  five  died,  four  of 
whom  had  serious  complications.  Of  the 
thirty-one  without  liver,  none  improved, 
three  were  unimproved  or  worse,  and  twen- 
ty-eight. died.  These  writers  recommend  3*4 
to  4 pounds  of  liver  weekly  for  six  or  eight 
weeks  and  then  IV2  to  2 pounds  weekly  in- 
definitely. They  regard  the  extract  as  less 
efficient  but  use  it  when  the  patient  cannot 
take  the  required  amount  by  mouth.  Blas- 
chy  reports  a case  in  which  the  hypotension 
and  sensory  disturbances,  as  well  as  severe 
ataxia,  were  much  improved.  He  thinks 
that  liver  therapy  probably  causes  an  elimi- 
nation of  the  toxins  of  anemia  or  that  it  ex- 
erts its  influence  on  the  spinal  symptoms  by 
improving  the  blood  supply  and  lymph  cir- 
culation. Smith21  reports  one  case  in  which 
the  neurological  symptoms  were  marked 
and  the  patient  had  a psychosis,  all  very 
markedly  improved,  both  in  regard  to  blood 
and  neurological  symptoms.  Baker.  Bord- 
ley  and  Longcope1  studied  thirty-four  cases 
of  pernicious  anemia  in  which  there  were 
symptoms  referable  to  changes  in  central 
nervous  system.  These  were  treated  by  liver 
or  a combination  of  liver  and  liver  extract. 
Of  twenty-three  cases  followed  more  than 
six  months,  improvement  in  the  symptoms 
and  findings  occurred  in  55  per  cent;  in 
twenty-one  cases  treated  for  less  than  six 
months,  improvement  was  noted  in  31.25  per 
cent.  They  regard  some  of  the  nervous  sys- 
tem improvement  noted  as  referable  to  a 
peripheral  neuritis. 

There  are  two  recent  reports  of  treatment 
of  pernicious  anemia  with  gastric  mucosa. 
Conner  has  fed  gastric  tissue  to  fiftv  na- 
tients  and  the  effect  on  the  general  symp- 
toms, as  well  as  the  blood  picture,  was  very 
satisfactory,  whereas  the  effect  on  the  neu- 
rological symptoms  was  less  striking,  pos- 
sibly because  of  the  short  duration  of  obser- 
vation. Numbness  and  tingling  were  lessen- 
ed in  many  cases  but  the  incoordination  re- 
sponded less  definitely  to  treatment.  He 
states,  however,  that  not  enough  time  has 
elapsed  properly  to  evaluate  the  effect  on  the 
neurological  condition.  Wilkinson20  presents 
very  glowing  reports  of  treatment  of  108 
cases  with  the  result  more  satisfactory  and 
more  prompt  with  liver  and  states  that  92 
per  cent  are  perfectly  well ; several  cases 
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with  early  postero-lateral  involvement, 
spinal  cord  showed  remarkable  impprove- 
ment  and  paresthesia  of  the  hands  and  feet 
have  been  a'most  completely  cured  in  al- 
most every  case. 

The  problem  has  been  attacked  from  a 
pathological  standpoint  by  Davidson".  “The 
changes  in  the  myelin  sheaths  and  axis  cyl- 
inders, in  the  cases  of  subacute  combined 
degeneration  treated  by  liver,  were  no  dif- 
ferent from  those  found  in  the  untreated 
cases.  The  glia,  however,  in  the  treated 
cases  showed  a tendency  toward  prolifera- 
tion and  condensation,  and  resembled  in  all 
aspects  progressive  glia  changes,  such  as 
seen  in  multiple  sclerosis,  tabes,  and  so  forth. 
This  process  was  not  observed  before  in  un- 
treated cases  of  subacute  combined  degener- 
ation, where  the  glia  changes  are  regres- 
sive.” 

“It  may  be  assumed  that  the  liver  therapy 
e'ther  caused  a reduction  in  the  hypothetical 
toxin  or  its  attenuation,  and  therefore  al- 
lowed the  glia  to  proliferate  and  replace  the 
destroyed  tissue.  The  onlv  effect  that  liver 
therapy  may  have  on  the  myelin  sheaths 
and  axis  cylinders  is  to  cause  a c^s^Dn’i  r>f 
further  destruction  of  these  structures.  In 
the  light  of  our  present  day  knowledge  of 
neurohistopathology.  regeneration  of  de- 
stroyed axis  'cylinders  is  inconceivable. 
This  serves  as  an  explanation  as  to  why  the 
changes  in  the  myelin  sheaths  and  axis  cyl- 
inders in  the  seven  treated  cases  were  not 
different  from  those  found  in  the  untreated 
cases.  This  finding,  however,  should  not 
discourage  us  in  the  early  administration  of 
liver  therany  in  cases  of  pernicious  anemia, 
with  or  without  neurologic  complications.” 

CASE  REPORTS 

Case  1.  Woman,  aged  52;  first  seen  November  7, 
1928. 

History:  Family:  Apparently  not  relevant. 
Developmental:  Had  diseases  of  childhood.  Three 
children,  first  with  forceps  delivery.  Passed  through 
menopause  at  age  45.  At  age  48  went  through  Mayo 
Clinic  and  put  on  anti-constipation  diet. 

Present  Illness:  First  symptoms  appeared  sum- 

mer of  1928,  fatigability,  indigestion  with  belching 
and  epigastric  distress.  In  November,  for  a period 
Of  a week,  had  to  be  catheterized  and  at  about  this 
time  noticed  numbness  in  hands  and  feet  and  com- 
plained of  their  feeling  “crusty,”  developed  diffi- 
culty in  using  feet  and  somewhat  in  arms  and,  for 
a period  of  a week  before  entering  the  hospital,  was 
confined  to  her  b'ed. 

Examination:  Physical:  (Only  pathological  fea- 
tures mentioned.)  Pasty,  pale  skin,  glossy  red 
tongue,  quite  smooth ; heart  sounds  faint,  no  en- 
largement and  no  murmurs,  nulse  regular,  extremi- 
ties (see  under  neurological  examination).  Neu- 
rological : Cranial  nerves  normal  except  pupils,  slug- 
gish and  reaction  to  light  equal  and  regular.  There 
is  a marked  weakness  of  both  legs,  with  marked 
diminution  to  temperature  and  touch,  with  almost 


complete  anesthesia  of  toes  and  right  foot.  There  is 
less  marked  sensory  change  in  fingers,  and  patient 
complains  of  tingling.  Vibratory  sense  under  3 sec- 
onds in  all  extremities;  extreme  weakness,  such  that 
patient  cannot  stand  on  feet.  Positive  Babinski  on 
right,  deep  reflexes  not  obtained. 

Laboratory  H.B.  RBC 

Nov.  7, 1928  70%'  3,680,000,  marked  anisocyto- 

sis  and  poikilocy- 
tosis. 

Sept.  3,  1929  88%  4,420,000 

Gastric  Analysis,  November  9,  1928,  no  free  hy- 
drochloric acid.  Combined  acidity,  9 degrees. 

Progress:  This  patient  was  put  on  a liver  diet, 
receiving  100  grams  by  mouth  daily,  during  a period 
of  6 weeks  in  the  hospital.  Following  this  she  was 
given  liver  extract,  three  times  a day,  on  which  she 
remained  for  nine  months.  During  this  time  she 
very  greatly  improved,  although  she  was  not  able  to 
continue  liver  by  mouth.  In  September,  1929,  when 
again  examined,  she  was  able  to  walk  without  even 
the  help  of  a cane,  and  complained  of  very  little 
numbness  in  her  feet  and  legs.  Vibratory  sense  in- 
creased to  from  7 to  9 seconds  over  all  the  extremi- 
ties, pain  sense  somewhat  diminished  over  lower 
and  tactile  sense  approximately  normal,  slight 
ataxia  in  lower  extremity,  knee  jerks  b'oth  obtained 
but  hypoactive.  Ankle  jerks  not  obtained.  Although 
this  patient  has  not  been  checked  up  since,  we  have 
had  late  reports  that  she  continues  to  do  well  and 
has  steadily  gained,  although  she  only  occasional- 
ly takes  liver. 

Case  2.  Man  aged  68.  First  seen  July  28,  1928. 

History:  Family:  One  brother  died  of  paralysis. 
No  other  significant  information.  Medical  History: 
User  of  alcohol  for  years.  Present  Illness:  For  a 
period  of  six  months  has  been  noticeably  weaker,', 
developed  chill,  July  20,  although  had  been  com- 
plaining of  shortness  of  breath,  loss  of  appetite  and 
extreme  weakness  for  some  time.  On  July  24.  he 
became  irrational,  paranoid  toward  family,  talked 
of  being  poisoned,  and  has  had  to  be  restrained,  re- 
quired morphine  to  keep  him  quiet. 

Examination : Physical : A well-developed  and 

well-nourished  man:  dry,  warm  skin;  pale;  chronic- 
blepharitis  and  conjunctivitis;  unsanitary,  poorlv 
tended  teeth:  blood  nressure,  165/80.  Neurological: 
Right  pupil  larger  than  left,  otherwise  no  cranial 
nerve  defects;  patient  unable  to  stand  on  feet  and 
is  noticeably  weak  in  arms;  sensation  of  touch 
practically  absent  in  fingers  and  below  knees;  vibra- 
tory sense  less  than  4 seconds  at  wrists  and  absent 
below  waistline,',  a moderate  ataxia;  deep  reflexes 
hypoactive  but  equal. 

Laboratory:  Hemoglobin,  36  per  cent;  red  blood 
count.  3.240,000;  spinal  fluid  normal;  urine  con- 
stantly showed  1 or  2 plus  albumin  and  considerable 
sugar  at  his  admission. 

Progress:  This  patient  was  put  on  liver  diet,  50 
grams  by  mouth  during  a period  of  six  weeks,  and 
was  instructed  to  continue  this  at  home.  We  learn- 
ed fi'om  the  family,  who  were  average  farmer  folk, 
that  he  did  not  continue  on  his  liver  diet  except  ir- 
regularly. after  the  first  month.  Despite  this  fact, 
he  was  able  to  walk  when  he  left  the  hospital  and 
had  continued  to  gain  slowly  but  definitely  when  ex- 
amined in  February,  1930.  He  continued  to  have 
seme  e'astric  distress  but  the  sensation  in  his  ex- 
tremities. to  bdth  touch  and  vibration,  had  reap- 
peared and  mentally  he  was  entirely  cleared  up. 

fase  3.  Woman,  age  43;  first  seen,  December  31, 
1929. 

Hi=torv:  Family:  Mother  deaf,  rheumatic;  rest 
of  family  histoiw  normal.  Medical  History:  Neg- 
ative. Present  Illness:  Dates  back  three  months. 
First  noticed  numbness  and  tingling  in  finger  tips, 
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spread  following  month  to  hands;  at  same  time  be- 
gan to  notice  this  sensation  in  feet,  which  has  pro- 
gressively spread  to  her  waist;  for  a month  has  had 
difficulty  in  walking  and  for  a week  it  has  been 
sevei’e,  with  staggering,  shaking  gait.  She  has  had 
sore  tongue  for  a period  of  a year  or  more. 


Examination:  Physical:  56  pounds  over-weight; 
obstructed  nasal  chamber;  pale,  smooth  tongue.;, 
slight  congestion  in  lungs;  deep  hypogastric  tender- 
ness; slight  edema  in  ankles.  Blood  pressure, 
105/65.  Neurological:  Paleness  of  optic  discs,  mod- 
erately contracted  pupils,  moderate  action  to  light 
for  one-third  normal  distance;  vibratory  sense  5 to 
6 seconds  at  wrist  and  absent  at  ankles  and  knees; 
a marked  swaying  in  Romberg  position  and  a dis- 
tinct, although  not  extreme,  impairment  in  co-ordi- 
nation; knee  and  ankle  jerks  moderately  over-active 


Laboratory : 
Dec.  31,  1929 
Jan. 12, 1930 
Jan. 15, 1930 
Feb.  5,1930 
Mch.  4,1930 


HB 

37% 

46% 

55% 

74%' 

50% 


RBC 

1.770.000 
1,7801000 

2.720.000 

3.670.000 

3.420.000 


Progress:  In  the  hospital,  this  patient  was  put  on 
50  grams  liver  by  mouth  two  times  a day  and  after 
dismissal  from  hospital,  was  given  liver  extract  six 
times  a day.  Her  general  picture  improved,  her  ap- 
petite returned,  and  the  vibratory  sense  reappeared 
in  her  ankles,  lasting  only  for  an  instant,  returned 
to  eight  seconds  in  her  wrists;  numbness  continued 
to  be  much  the  same.  She  changed  to  ventriculin 
after  three  months  of  liver  and  combined  this  with 
hydrochloric  acid  at  meals.  She  did  not  make  any 
further  improvement  under  ventriculin.  The  explan- 
ation of  the  drop  in  hemoglobin  is  not  clear  in  view 
of  the  fact  that  she  tells  us  she  stayed  very  care- 
fully on  the  liver  diet  and  liver  extract. 


Case  4.  Woman,  aged  60;  first  seen  in  August, 
1929. 


History:  Family:  Negative.  Medical  History: 

Negative.  Present  Illness:  Symptoms  first  noticed 
two  years  before  first  visit,  with  numbness  and 
fatigability,  sore  tongue,  began  to  lose  weight,  and 
complained  much  of  belching  and  indigestion,  emo- 
tionally upset  and  hypersensitive. 

Examination:  Physical:  Sallow  complexion;  ema- 
ciated, drv  skin  with  distinct  pale  yellow  tint-, 
tongue  inflamed  and  sore.  Blood  pressure,  160/85. 
Neurological:  Slightly  unsteady  gait;  slouched  and 
stcoped  posture;  skilled  movements  difficult;  touch, 
oain  and  temperature  sense  normal;  vibratory  sense 
6 to  10 'seconds  in  upner  extremities  and  3 to  5 on 
lower:  arm  reflexes  normal;  knee  and  ankle  jerks 
not  obtained. 


Laboratory : 

HB 

RBC 

Aug.  6, 1929 

71% 

3.840,000 

Oct.  15. 1929 

71;% 

4,160,000 

May  25,  1931 

86%' 

4,296,000 

Progress:  This  patient 

was  put  on  liver  diet  and 

instructed  to  take  50  grams  twice  a day  and  liver 
extract.  She  was  unable  to  do  this  because  of  dis- 
tress to  stomach  and.  after  a rather  inadequate  at- 
tempt. she  was  nlaced  on  ventriculin  and  in  addition 
was  given  arsnhenamine  in  verv  small  dosage.  She 
very  slowly  improved  symptomatically,  the  numb- 
ness became  a good  deal  less  and  her  gait  disturb- 
ance much  less  noticeable  to  herself.  The  digestive 
disorder  continued  to  bother  her.  but  was  helned  a 
little  by  hvdrochloric  acid.  The  vibratory  sense  be- 
came a little  asymmetrical,  her  right  wrist  8 to  10 
seconds,  and  left  10  to  14:  her  right  ankle  1 second 
or  less  and  her  left  1 to  3 seconds.  This  woman  con- 
tinues under  observation  but  is  not  much  improved 
since  the  institution  of  the  liver  diet. 

Case  5.  Man,  age  38:  first  seen  March,  1931.  This 
case  although  under  observation  only  a short  time, 


is  introduced  to  report  the  occurrence  of  an  acute 
paranoid  reaction  developing  even  after  the  patient 
had  been  on  liver  diet. 

History:  Family:  Mother  died  at  age  38,  of  tu- 
berculosis. 

Medical  History:  Had  influenza  in  1919  and  1930. 
Present  Illness:  About  two  years  ago  began  feeling 
dragged  out  and  since  that  time  he  has  lived  on  a 
daily  diet  of  liver  and  has  improved  physically. 
Teaching  in  a college  and  working  very  hard.  In 
March,  became  very  suspicious,  wanted  his  wife  al- 
ways with  him,  said  the  police  were  looking  for 
him.  and  believed  food  was  poisoned. 

Examination:  Physical:  Marked  icteric  hue; 

chronic  post-nasal  and  pharyngeal  catarrh,-,  tongue 
unduly  clean;  some  rales  in  chest;  blood  pressure, 
100/70.  Neurological:  Hyperactive  biceps,  triceps, 
supinator;  absent  abdominal  and  cremasteric;  re- 
duced vibratory;  ankles  5 seconds  and  wrists  and 
elbows  8 seconds;  hyperactive  plantar. 


Laboratory: 

HB 

RBC 

Mch.  25, 1931 

56% 

2,280,000 

Apr.  28,  1931 

60%: 

2,800,000 

May  12,  1931 

59'%' 

2,232,000 

May  23, 1931 

58% 

1,968,000 

June  8, 1931 

59% 

2,180,000 

Progress : When  the  patient  first  came  to  the  hos- 

pital,  he  was  so  suspicious  of  every  one  that  he  re- 
fused food  for  several  days  and  took  no  liver  for 
about  two  weeks.  Then,  very  gradually  and  some- 
what irregularly,  he  returned  to  his  liver  diet. 
Simultaneously  with  his  eating,  he  began  to  clear 
mentally.  We  do  not  feel,  however,  that  the  im- 
provement mentally  was  associated  with  his  return 
to  the  liver  diet.  There  was  slight,  if  any,  evidence 
of  improvement  of  his  physical  condition,  although 
he  has  unmistakable  spinal  cord  involvement.  The 
case  was  interpreted  as  being  a schizophrenic  epi- 
sode occurring  in  an  individual  who  also  had  perni- 
cious anemia,  and  his  schizophrenia  entirely  clear- 
ed. 

SUMMARY 

Four  of  these  cases  show  definite  improve- 
ment in  the  neurological  svmptoms  associat- 
ed with  the  improvement  of  the  blood  pic- 
ture in  pernicious  anemia.  In  light  of  the 
patho'ogy,  the  improvement  must  be  re- 
garded as  merelv  a lessened  toxic  effect  on 
the  nervous  svstem.  It  seems  desirable  to 
insDt'To  the  liver  diet  in  such  cases  of  com- 
bined sclerosis,  oven  when  the  blood  picture 
is  not  tvpical  of  pernicious  anemia,  as  well 
as  the  frank  cases  of  this  disease. 
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This  title  has  been  chosen  for  my  address 
rather  than  the  one  announced  in  the  offi- 
cial program  of  this  convention  (“Physi- 
cians’ Liability”),  because  it  is  more  compre- 
hensive, and  will  justify  a wider  discussion 
of  some  of  those  interesting,  and,  sometimes, 
alarming,  questions  which  arise  when  the 
medical  and  legal  professions  come  into  con- 
tact and  sometimes  clash,  with  each  other. 

Medicolegal  science  first  began  to  receive 
recognition  and  definite  expression  in  about 
the  middle  of  the  Sixteenth  Century,  when 
lawyers  and  doctors  simultaneously  awak- 
ened to  the  importance  of  the  subject.  Since 
then  it  has  been  steadilv  developed  until 
now  it  has  come  to  have  some  of  the  ear- 
marks of  an  almost  exact  science. 

The  authors  of  a well-known  textbook 
(Witthaus  & Becker),  inform  us  that: 
“At  common  law  a physician  could  not  sue 
and  recover  for  his  services,  while  he  might 
for  the  medicines  he  furnished.  The  theory 
of  the  law  followed  the  etiquette  of  his  pro- 
fession and  forbade  him  making  a contract 
for  nay  for  his  services,  and  obliged  him  to 
receive  what  a patient  chose  to  give  him, 
and  which  payment  was  called  his  honora- 
rium.” The  same  rule  was  recognized  until 
comparatively  recent  times  in  the  legal  pro- 
fession, and  to  this  day  the  barrister’s  gown 
in  England  contains  a flan  or  bag  hanging 
over  the  back  of  his  left  shoulder,  now  no 
longer  used,  but  in  earlier  times  used  as  a 
convenient  receptacle  for  whatever  fee  the 
client  was  nleased  to  place  therein.  Now  a 
lawyer,  both  in  England  and  in  the  United 
States,  is  privileged,  and  not  infrequently 
nrefers  to  look  his  client  in  the  face  and 
transfix  him,  if  necessary,  to  the  point  of 
making  a speedy  and  satisfactory  settle- 
ment. There  is  probably  a consensus  of  opin- 
ion in  the  medical  and  legal  professions  that 
the  day  of  the  honorarium  has  fortunately 
passed,  and  that  now  the  learned  "entlemen 
of  these  professions  a^e  renuired  to  take  no 
chances  on  what  them  natieuts  or  clients 
mav  do,  but  to  appraise  fm  themselves  the 
value  of  their  own  servicces. 

Of  course,  I am  not  for  a moment  forget- 
ful (no  one  could  be)  of  the  fact  that  from 
time  almost  immemorial  the  two  professions 
have  been  the  butt  of  neonVs  taunts,  iibes. 
witticisms,  criticisms,  and  condemnation, 
such  as  have  been  lavished  on  no  other  call- 
ings. These  things  have  come  from  the 
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mouths  and  pens  of  both  the  wise  and  the 
unwise,  the  informed  and  the  uninformed, 
the  just  and  the  unjust. 

Lord  Coke,  the  famous  English  jurist, 
over  three  hundred  years  ago  declared  that 
“Law  is  the  essence  of  reason.  That  which 
is  not  reason,  is  not  law,”  and  this  has  come 
to  be  one  of  the  oft-quoted  maxims  of  the 
profession.  But  Tennyson  referred  to  the 
law  in  this  language:  “The  lawless  science 
of  our  law, — that  codeless  myriad  of  prece- 
dent, that  wilderness  of  single  instances, 
through  which  a few,  by  wit  or  fortune  led, 
may  beat  a pathway  out  to  wealth  and 
fame.”  And  Charles  Macklin,  in  a still  more 
critical  vein,  in  his  comedy  Love  a’la  Mode, 
said:  “The  law  is  a sort  of  hocus-pocus  sci- 
ence, that  smiles  in  yer  face  while  it  nicks 
yer  pocket ; and  the  glorious  uncertainty  of 
it  is  of  mair  use  to  the  professors  than  the 
justice  of  it.” 

Plutarch  narrates  the  following  incident  * 
“A  physician,  after  he  had  felt  the  mdse  of 
Pausanias,  and  considered  his  condition,  said 
‘He  ails  nothing.’  He  replied.  ‘It  is  because, 
sir,  I used  none  of  your  physic.’  And  when 
the  physician  said,  ‘S'ir,  you  are  an  old  man,’ 
Pausanias  replied,  ‘That  happens  because 
you  never  were  my  doctor.” 

You  will  recall  that  when  Macbeth  called 
in  a doctor  to  prescribe  for  Lady  Macbeth, 
he  called  on  the  doctor  for  a report,  after 
the  examination  of  the  patient  had  been 
made,  and  the  following  colloquy  took  place 
between  them : 

Doctor:  She  is  not  so  sick,  my  lord. 

As  she  is  troubled  with  thick-coming 
fancies 

That  keep  her  from  her  rest. 
Macbeth  : Cure  her  of  that ! 

Cans’t  thou  not  minister  to  a mind 
diseased. 

Pluck  from  the  memory  a rooted 
sorrow,  raze  out  the  written 
troubles  of  the  brain. 

And  with  some  sweet  oblivious  an- 
tidote 

Cleanse  the  stuff’d  bosom  of  that 
perilous  stuff  which  weighs  upon 
the  heart? 

Doctor:  Therein  the  patient  must  minister 
to  himseif. 

Macbeth:  Throw  physic  to  the  dogs!  Ill  none 
of  it! 

The  late  Bishop  Doane  in  his  “Lines  on 
Homeopathy”  expressed  himseilf,  as  fol- 
lows : 

“Stir  the  mixture  well 
Lest  it  prove  inferior. 

Then  put  half  a drop 
Into  Lake  Superior. 


Every  other  day 
Take  a drop  in  water, 

You’ll  be  better  soon. 

Or  at  least  you  oughter.” 

And  yet,  here  we  both  are,  doctors  and 
lawyers,  in  this  year  of  our  Lord,  1931,  both 
serving  humanity  according  to  our  light,  and 
being  compensated,  more  or  less,  according 
to  our  just  deserts. 

The  great  number  of  suits  that  are  being 
instituted  in  the  courts  of  this  country 
against  medical  practitioners,  to  recover 
damages  for  alleged  malpractice,  suggests 
that  the  medical  profession  should  not  only 
be  more  on  its  guard  to  avoid  such  contin- 
gencies, but  should  be  better  advised  as  to 
the  defenses  that  are  available  under  the 
law  when  such  actions  are  brought.  This 
kind  of  litigation  is  no  longer  a novelty,  as 
it  was  generally  considered  a few  years 
ago.  On  the  contrary,  it  is  one  of  the  most 
popidar  fields  of  endeavor  on  the  part  of 
a certain  class  of  lawyers — generally  shyster 
lawyers  and  quack  doctors.  Sometimes  hon- 
orable and  able  lawyers  and  doctors  of  high 
standing.  Some  of  these  suits  are  most  mer- 
itorious and  the  plaintiff  ought  to  prevail, 
but  for  the  most  part  they  are  entirely  with- 
out merit  and  result  in  neither  the  claim- 
ant, nor  his  contingent-fee  attorney,  getting 
anything  but  a judgment  against  them  for 
the  costs.  But  during  the  litigation  the  doc- 
tor suffers  a serious  inroad  upon  his  time 
and  practice,  and  he  is  worried  lest  by  any 
chance  the  case  should  go  against  him,  and 
bo+h  his  poeketbook  and  his  reputation  be- 
come involved.  If  he  is  fortunate  enough  to 
carry  protective  insurance  his  poeketbook 
may  be  saved,  but  not  always  his  reputation. 
Some  of  you  gentlemen  sitting  here  have  had 
this  very  trying  experience,  and  none  of  you 
can  lean  back  with  much  self  complacency, 
or  with  any  assurance  that  you  will  not  be 
sued  by  some  aggrieved  patient  to  whom, 
as  you  think,  you  have  rendered  your  best 
service,  and  upon  whom  you  have  conferred 
some  benefit. 

I am  now  going  to  state  a few  of  the  out- 
standing principles  which  apply  to  the  re- 
ciprocal obligations  of  physician  and  patient, 
and  the  tests  that  must  be  applied  to  deter- 
mine liability  in  this  class  of  litigation. 

THE  CONTRACT  OF  EMPLOYMENT 
The  employment  of  a physician  estab- 
lishes a contractual  relationship  between 
him  and  his  patient,  even  though  the  ser- 
vices to  be  rendered  are  in  a sense  voluntary; 
that  is  to  say,  the  physician  is  not  bound,  in 
a legal  sense,  to  respond  to  a call,  or  to  ren- 
der services  when  he  does  not  want  to.  He 
is  at  liberty  to  refuse  employment.  His  moral 
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duty  may,  of  course,  require  him  to  respond 
to  a call  when  he  would  much  rather  not  do 
so.  But  when  he  is  employed,  the  services 
must  be  continued  until  he  gives  notice  of 
his  intention  to  discontinue  them,  and  a 
reasonable  time  must  be  allowed  the  patient 
to  obtain  the  services  of  another  physician, 
assuming,  of  course,  that  the  patient  has 
not  fullyi  recovered.  On  the  other  hand,  the 
patient  may  discharge  the  physician  at  any 
moment,  without  incurring  any  liability  in 
damages,  unless  a special  contract  has  been 
entered  into  that  the  services  shall  be  ren- 
dered for  a fixed  period,  or  until  a certain 
result  is  reached,  and  for  a certain  compen- 
sation. 

This  contractual  relationship  arises  either 
from  an  express  agreement,  that  is,  definite 
as  to  duration,  services,  compensation,  and, 
sometimes,  as  to  result:  or  it  may  be  upon 
an  implied  agreement,  that  is  to  say,  an  un- 
expressed agreement,  which  the  law  estab- 
lishes for  the  parties,  as  soon  as  the  patient 
calls  on,  or  calls  for,  a physician  to  render 
professional  services,  with  none  of  the  terms 
of  employment  being  discussed.  This  is,  of 
course,  the  “contract”  the  exists  in  the 
large  majority  of  cases. 

A reasonable  compensation  is  the  physi- 
cian’s reward,  and  he  is  entitled  to  that,  re- 
gardless of  results,  unless  it  is  one  of  those 
foolish  and  dangerous  contracts  which  are 
sometimes  entered  into,  making  the  payment 
contingent  upon  a successful  result,  or,  as 
some  are  willing  to  express  it  upon  a “cure.” 
DUTIES  OF  PATIENT 

The  patient  impliedly  contracts  on  his 
part,  first,  that  he  will  give  the  physician 
complete  information  concerning  the  facts 
and  circumstances  of  the  case,  and  full  op- 
portunity to  treat  him  properly;  second,  to 
obey  the  physician’s  instructions  and  follow 
his  directions ; and  third,  to  pay  him  the 
reasonable  worth  and  value  of  his  services. 

If  a patient  fails  to  submit  to  such  treat- 
ment as  a physician  prescribes,  providing 
the  treatment  is  such  as  a physician  of  or- 
dinary skill  would  adopt  or  sanction,  his 
negligence  is  his  own  wrong  or  mistake,  for 
which  (if  the  results  are  bad)  he  has  no 
right  to  hold  his  physician  responsible. 

DUTIES  OF  PHYSICIANS 

In  the  absence  of  a special  contract  other- 
wise providing,  a physician  contracts  with 
the  patient  that  he  possesses  that  reasonable 
degree  of  learning  and  skill  ordinarily  pos- 
sessed by  others  of  his  profession  practising 
in  similar  localities,  and  that  he  will  use 
reasonable  and  ordinary  care  and  diligence 
in  the  exercise  of  his  skill  and  the  applica- 
tion of  his  knowledge  to  accomplish  the  pur- 


pose for  which  he  is  employed,  and  that  he 
will  use  his  best  judgment  in  the  exercise  of 
his  skill  in  deciding  upon  the  nature  of  the 
injury  and  the  best  mode  of  treatment. 

RULES  OF  LIABILITY 

(1)  If,  in  a given  case,  it  is  established 
that  the  physician  does  not  possess  the  pre- 
sumed qualifications,  or  that  he  does  possess 
them  and  fails  to  exercise  reasonable  care 
and  on  his  best  judgment,  he  is  liable  in 
damages  to  the  complaining  party  for  the 
bad  results  consequent  upon  such  failure. 
Otherwise,  he  is  not. 

(2)  A physician  does  not  (in  the  absence 
of  a special  contract  otherwise  providing) 
undertake  to  warrant  a cure,  and  is  not  re- 
sponsible for  want  of  success,  unless  that 
want  results  from  failure  to  exercise  ordi- 
nary care,  or  from  his  want  of  ordinary 
skill.  In  the  case  of  Haire  v.  Reese  (7  Phila. 
140),  Judge  Thayer  said:  “No  presumption 
of  the  absence  of  proper  skill  and  attention 
arises  from  the  mere  fact  that  the  patient 
does  not  recover.  God  forbid  that  the  law 
should  apply  any  rule  so  rigorous  and  unjust 
as  that  to  the  relations  and  responsibilities 
arising  out  of  this  noble  and  humane  pro- 
fession.” 

(3)  If  a physician  possesses  ordinary  skill 
and  exercises  ordinary  care  and  his  best 
judgment  in  applying  it,  he  is  not  responsible 
for  a mistake  of  judgment.  “Humanum  est 
errare”. 

The  late  Chief  Justice  Taft,  when  a judge 
of  the  United  States  Circuit  Court  of  Ap- 
pea's,  in  the  case  of  Ewing  v.  Good  (78  Fed. 
442,)  said:  “A  physician  is  not  a warrantor 
of  cures.  If  the  maxim  res  ipso  loquitur 
were  applicable,  and  failure  to  cure  were  held 
to  be  evidence,  however  slight,  of  negligence 
on  the  part  of  the  physician  or  surgeon, 
causing  the  bad  result,  few  would  be  coura- 
geous enough  to  practise  the  healing  art, 
for  they  would  have  to  assume  a financial 
liability  for  nearly  all  the  ills  that  flesh  is 
heir  to.” 

EXPERT  EVIDENCE 

(1)  The  skillfulness  of  a physician  in 
diagnosis  and  treatment  should  be  tested  by 
the  recognized  rules  of  his  own  school  or 
branch  of  the  profession,  and  must  be  deter- 
mined by  resort  only  to  the  testimony  and 
opinion  of  experts.  Lay  evidence  is  not 
competent  to  prove  negligence  on  the  part 
of  the  physician  in  the  diagnosis  or  treat- 
ment of  a patient. 

(2)  Expert  evidence  in  such  cases  is  usu- 
ally obtained  through  the  medium  of  hypo- 
thetical questions  propounded  to  witnesses 
who  have  no  actual  knowledge  of  the  facts 
but  who  give  their  opinion  evidence  upon  the 
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assumed  facts  as  stated  in  the  questions. 
These  questions  may  cover  a wide  scope,  but 
in  no  event  may  they  extend  beyond  the 
reasonable  range  of  evidence  given  or  ex- 
pected to  be  given  by  the  party  propounding 
them. 

In  this  connection,  it  might  be  well  to 
state  that,  where  the  hypothetical  question 
is  propounded  and  the  witness  is  required  to 
answer  “yes”  or  “no,”  with  no  opportunity  to 
give  a qualified  or  conditional  answer,  he 
has  the  right  to  refuse  to  say  “yes”  or  “no,” 
if  in  so  doing  his  evidence  is  misleading,  and 
does  not  express  his  true  opinion.  He  may 
object  that  the  question  is  incomplete,  or  is 
propounded  in  such  a form  that  it  does  not 
permit  of  simply  a “yes”  or  “no”  answer. 
He  may  ask  for  further  information  as  to 
the  facts  supposed  to  exist  in  the  given  case. 

(3)  Where  there  is  conflict  in  the  evi- 
dence of  experts  as  to  whether  the  treat- 
ment given,  or  the  operation  performed, 
was  given  or  done  in  a proper  manner  and 
in  accordance  with  generally  recognized 
medical  or  surgical  practice,  that  conflict  of 
opinion  makes  it  a question  for  the  jury  to 
determine.  If.  however,  there  is  no  conflict 
in  the  opinion  evidence,  and  it  is  to  the  ef- 
fect that  the  treatment  given,  or  the  opera- 
tion performed,  was  proper  in  every  way, 
the  court  should  take  the  case  from  the  jury 
and  non-suit  the  plaintiff. 

PHYSICAL  EXAMINATION  OF  PLAINTIFF 

(1)  A patient  suing  a physician  or  sur- 
geon for  alleged  mal  practice,  resulting  in 
injury  or  disability  to  the  plaintiff,  may  be 
required,  upon  timely  application  to  the 
court,  to  submit  to  a physical  examination 
in  advance  of  the  trial,  by  doctors  of  the  de- 
fendant’s selection,  and  if  such  submission  is 
refused,  th  eplaintiff  wiP  not  be  permitted 
to  proceed  with  the  case. 

(2)  Scars,  or  personal  deformities,  which 
are  made  the  basis  of  any  suit,  predicated 
upon  a surgeon’s  alleged  negligent  treat- 
ment, may  be  exposed  to  the  jury  on  the 
plaintiff’s  own  motion,  or  upon  the  request 
of  the  defendant.  Oftentimes  the  disfigure- 
ment or  injury  is  much  less  serious  than  rep- 
resented in  the  pleadings. 

You  have  perhaps  heard  the  story  of  the 
plaintiff  suing  a railroad  company  for  per- 
sonal injuries,  who  limped  badly  as  he  ap- 
proached the  witness  chair  and  took  his  seat 
with  apparent  pain  and  difficulty.  On  cross- 
examination  he  was  asked,  sympathetically, 
if  he  walked  or  suffered  that  way  before 
the  accident.  This  brought  forth  the  prompt 
and  emphatic  response,  “No,  sir,  I did  not!” 
He  was  then  requested  kindly  to  descend 


from  the  witness  chair,  walk  around  the 
counsel’s  table  and  back  to  the  chair,  in  the 
manner  he  walked  before  the  accident.  Anx- 
ious to  nrove  what  a fine  upright  and  alert 
walker  he  was  then,  he  promptly  complied 
with  the  request — and  lost  his  case. 

You  may  also  have  heard  of  the  poor  man 
who  was  impatiently  awaiting  the  trial  of 
his  case  for  personal  injuries  received  in 
an  automobile  accident.  A friend  who  had 
not  seen  him  for  some  months  met  him  hop- 
ping along  the  street  on  crutches.  “What!” 
the  friend  exclaimed,  “not  able  to  get  along 
yet  without  crutches  Tom  ?”  And  the  cripple 
replied:  “Well,  you  see,  Bill,  it’s  just  this 
way : my  doctor  says  I can,  but  my  lawyer 
says  I can’t !” 

PLAINTIFF’S  CONTRIBUTORY  NEGLIGENCE 

If  the  patient’s  impaired  health  or  alleged 
injuries,  consequent  upon  the  alleged  negli- 
gent treatment  by  a physician  or  surgeon, 
are  wholly  or  partially  the  result  of  the  pa- 
tient’s own  negligence  in  refusing  to  submit 
to,  or  follow,  the  treatment  prescribed  by 
the  physician  or  surgeon,  or  to  exercise  due 
care  in  preventing  further  injury  in  his  then 
weakened  or  convalescent  condition,  he  is 
not  entitled  in  law  to  recover  any  damages. 

MEDICAL  TEXTBOOKS  AS  EVIDENCE 

(1)  Medical  witnesses  are  not  required 
to  submit  to  a cross-examination  on  the  con- 
tents of  medical  textbooks  unless  they  first 
acknowledge  that  they  are  familiar  with  the 
particular  treatise  upon  which  the  examina- 
tion is  to  be  based. 

(2)  Medical  textbooks  are  not  themselves 
admissible  in  evidence  as  independent  proofs 
of  opinion  as  to  the  proper  treatment  that 
should  be  rendered  in  a given  case,  although 
lawyers  often  assume  the  rule  to  be  other- 
wist. 

Upon  a moment’s  reflection,  it  will  be 
readily  seen  how  unjust  it  would  be  to  admit 
the  opinions  of  textbook  writers  in  evidence, 
when  there  is  no  opportunity  to  challenge  or 
dispute  the  opinions  of  the  authors  by  cross- 
examination.  and  when,  sometimes,  their 
opinions  are  not  supported  by  the  prevailing 
current  opinion  of  active  practitioners  upon 
the  particular  questions  involved. 

CONFIDENTIAL  KNOWLEDGE  OF  DOCTOR 

(1)  The  confidential  relationship  existing 
between  a patient  and  his  doctor  is  recog- 
nized in  most  states  in  what  is  known  as  the 
“Privileged  Communications”  statute,  which 
provides  that  a physician  or  surgeon  shall 
not,  without  the  consent  of  his  patient,  be 
examined  as  a witness  as  to  any  information 
acquired  in  attending  the  patient,  which  was 
necessary  to  enable  him  to  prescribe  or  act 
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for  the  patient.  Even  without  such  a statute 
a doctor’s  lips  are  sealed  as  to  confidences  of 
his  patient,  just  as  a lawyer’s  are  as  to  the 
business  of  his  client.  That  rule  of  profes- 
sional ethics  is  universal  and,  needless  to 
say,  should  always  be  strictly  adhered  to. 

(2)  The  courts  have  held,  however,  and  I 
think  very  properly  so,  that  the  protection 
to  which  the  patient  is  entitled  under  this 
statute,  is  waived  by  his  bringing  a suit, 
predicated  upon  the  alleged  malpractice  of 
his  attending  physician.  Otherwise,  it  might 
be  impossible,  in  a given  case,  to  establish 
the  truth,  as  the  patient  could,  under  such 
circumstances,  say  what  he  pleased  about 
his  treatment  and  the  doctor’s  lips  would  be 
sealed. 

MISTAKES  AND  ACCIDENTS 

I call  to  your  attention  a book  recently  pub- 
lished, which  you  will  find  of  great  interest. 
It  is  entitled  “Mistakes  and  Accidents  of  Sur- 
gery,” and  is  a technical  medical  treatise  by 
Dr.  Harold  Burrows,  assistant-surgeon  at 
the  Royal  Portsmouth  Hospital,  England, 
and  a well-known  ex-professor  of  surgery  at 
the  Royal  College  of  Surgeons,  London.  Dr. 
Burrows  states  that  the  book  is  written 
“from  a sorrowful  contemplation  of  the 
many  surgical  errors  which  I have  myself 
committed.”  His  amazing  frankness  sug- 
gests the  great  interest  with  which  the  book 
should  be  read  by  surgeons  and  others.  Dr. 
Burrows  refers  to  one  case  involving  the  ap- 
parently obvious  operation  of  amputating  a 
limb,  where  the  wrong  member  was  cut  off. 
He  says:  “Story  has  it  that  a certain  cele- 
brated surgeon,  having  in  error  removed  the 
wrong  leg  in  such  a case,  was  then  most 
anxious,  for  the  patient’s  sake,  to  take  off 
the  other  limb,  which  was  the  seat  of  a se- 
vere compound  fracture.  This  the  patient 
stoutly  refused  to  allow.  His  refusal  was  jus- 
tified, for  he  recovered  with  a useful  leg.” 

As  being  somewhat  indicative  of  the  na- 
ture of  the  suits  that  are  frequently  being 
brought  against  members  of  your  profession 
for  alleged  malpractice,  I may  say  that  I 
have  in  my  own  practice  defended  cases  in- 
volving the  following  conditions,  viz. : 

1.  A shortened  leg,  resulting  from  a re- 
fracture and  a re-setting  of  a badly  united 
bone. 

2.  Volkman’s  paralysis  or  contracture  of 
a boy’s  hand,  claimed  to  have  been  caused  by 
too  tight  bandaging  of  a broken  arm. 

3.  Alleged  blood  poisoning  from  use  of 
bad  serum. 

4.  Miscarriage  caused  by  alleged  wrong 
prescription. 


5.  Burns  caused  by  electrical  treatment 
for  eczema. 

6.  Burns  from  hot-water  bottles  following 
operations. 

7.  Drainage  tube  entering  thoracic  cav- 
ity and  not  removed  for  six  months. 

8.  Ill  health  following  operation  for  a 
prolapsed  kidney. 

9.  Death  of  baby  in  childbirth  (which 
case  took  four  weeks  to  try  and  in  which 
nineteen  doctors  testified.) 

10.  Alleged  re-fractured  neck  of  femur 
from  breaking  of  overhead  pulley  rope  sus- 
pending a twenty-pound  bag  of  shot. 

11.  Death  from  alleged  illegal  operation 
(which  in  fact  was  not  performed). 

12.  Severing  of  ureter  in  operation  for 
removal  of  cancer  of  cervix  of  uterus. 

13.  Hernia  and  other  disabilities  follow- 
ing operation  for  lacerated  perineum  (cysto- 
cele  and  rectocele.) 

14.  Setting  of  a boy’s  fractured  arm 
without  an  open  operation,  necessitating  a 
second  operation. 

15.  Premature  removal  of  bandages  fol- 
lowing a reduction  of  a dislocated  shoulder 
in  an  elderly  woman,  causing  permanent  re- 
dislocation. 

16.  Alleged  unnecessary  amputation  of  leg 
following  infection  from  a gun-shot  wound. 

17.  Alleged  fracture  of  sacrum  by  an  os- 
teopath in  reducing  a sacro-iliac  dislocation. 

18.  Amputation  of  leg  following  infection 
alleged  to  have  been  caused  by  use  of  the 
Steinmann  pin. 

19.  Sponge  alleged  to  have  been  left  in 
abdomen  following  an  appendectomy,  and 
being  removed  per  ani  several  months  later. 

20.  Burning  and  permanently  disfiguring 
a woman’s  face  by  use  of  radium  to  remove 
birthmark. 

21.  Breaking  of  bones  and  crippling  pa- 
tient in  an  effort  to  remedy  flat  feet. 

22.  Use  of  50  per  cent  silver  nitrate  solu- 
tion in  error  for  a 2 per  cent  solution  in  case 
of  acute  conjunctivitis,  destroying  eyesight. 

These  suits  have  involved  claims  for  dam- 
ages in  a total  of  many  hundreds  of  thou- 
sands of  dollars. 

Cases  against  dentists  with  which  I am 
familiar  are  quite  as  diversified. 

It  may  be  said,  however,  that  the  large 
majority  of  all  such  cases  are  without  merit, 
and  the  plaintiff,  generally  speaking,  pre- 
vails only  when  by  proper  evidence  the 
charge  of  negligence,  upon  which  every  such 
suit  is  necessarily  based,  is  established  to 
the  satisfaction  of  the  court  and  he  permits 
the  issues  to  be  determined  by  the  jury. 

Finally,  may  I venture  to  say  that,  if  doc- 
tors were  a little  less  critical  of  each  oth- 


458 


SOUTHWESTERN  MEDICINE 


er’s  work,  a little  less  given  to  currying  favor 
with  their  patients  by  off-hand  condemna- 
tion of  the  prescriptions  or  the  work  of  pre- 
vious attendants,  often  without  knowing  the 
facts  and  circumstances  under  which  such 
prescriptions  were  given  or  the  work 
done,  fewer  of  their  professional  brethren 
would  be  the  subjects  of  damage  suits,  and 
fewer  of  them  would  be  called  to  the  stand 
to  explain  what  they  meant  by  such  off- 
hand and  ill-advised  criticism,  which  is 
often  the  first  inspiring  cause  for  the  law- 
suit which  follows.  Lawyers  are,  general- 
ly speaking,  more  kindly  and  charitably 
disposed  toward  each  other.  If  doctors 
could  follow  Shakespeare’s  advice  and 
“strive  mightily  as  adversaries  do  in  law, 
but  eat  and  drink  as  friends,’’  it  would  be  a 
good  thing  for  them  and  for  their  honorable 
profession. 

Let  us,  therefore,  in  the  continued  ex- 
ercise of  our  professions — which  are  pri- 
marily professions  of  service  and  incident- 
ally, only,  of  compensation  (for  not  one  in 
a thousand,  the  country  over,  has  in  the 
medical  or  legal  professions  accumulated 
substantial  wealth),  keep  our  hearts,  minds 
and  consciences  close  to  the  pulsating  heart 
of  humanity,  and  when  “our  little  lives  are 
ended  with  a sleep,’’  it  may  be  said  of  us,  as 
it  was  by  Ruskin  in  the  inscription  which 
he  placed  on  his  father’s  tombstone  at 
Croydon,  near  London:  “His  memory  to 
those  who  kept  it  is  ever  dear  and  helpful.” 


CONSERVATIVE  TREATMENT  OF 
CANCER  OF  THE  MOUTH  AND 
LOWER  LIP 

J.  M.  MARTIN,  M.  D.,  F.  A.  C.  R. 

Dallas,  Texas 

(Read  before  the  Sixteenth  Annual  Session  of 
The  Medical  and  Surgical  Association  of  the  South- 
west, at  El  Paso,  Nov.  6-8,  1931). 

There  is  an  opinion  current  in  this  country 
that  cancer  is  on  the  increase.  Whether  this 
is  actually  true  or  not,  I do  not  know;  but 
I do  know  that  those  of  us  who  devote  a 
considerable  part  of  our  time  to  a consider- 
ation and  treatment  of  the  disease  are  see- 
ing an  ever-increasing  number  of  cases  each 
year.  A certain  percentage  of  this  increase 
might  logically  be  attributed  to  the  fact 
that  the  population  is  rapidly  increasing  and 
to  the  further  fact  that  people  are  living 
longer  now  than  they  did  a generation  or 
two  ago,  and,  since  cancer  is  a disease  of 
advancing  years,  more  people  are  living  to 
reach  the  cancer  age.  We  might  further 
observe  that  both  the  public  and  the  mem- 
bers of  the  medical  profession  are  becoming 
better  informed  on  the  subject  of  early  diag- 


nosis and  treatment  of  cancer  and  more 
cases  are  being  seen  and  successfully  treated 
now  than  at  any  time  in  the  history  of  medi- 
cine. 

Yet,  with  our  greatly  increased  knowledge 
and  our  improved  methods  of  treatment  and 
a better  understanding  among  all  parties 
concerned  regarding  the  subject  of  cancer, 
we  are  still  seeing  people  with  well-developed 
malignant  lesions  on  their  lips  and  on  the 
inside  of  their  mouths.  Occasionally  the  les- 
ions are  so  far  advanced  that  a cure  by  any 
method  is  either  doubtful  or  impossible.  Old 
erroneous  ideas  handed  down  from  genera- 
tion to  generation  are  hard  to  outlive.  Many 
otherwise  intelligent  people  seem  to  have 
inherited  the  idea  that  cancer  cannot  be 
cured  and  that  treatment  only  makes  the 
condition  worse. 

A very  large  percentage  of  the  human 
family,  physicians  included,  have  an  inborn 
horror  of  unsightly  scars  and,  because  of  the 
uncertain  consequences  connected  with  the 
older  methods  of  treatment,  timid  indivi- 
duals are  sometimes  frightened  into  a state 
of  procrastination  in  which  they  remain  until 
too  late  to  hope  for  more  than  temporary 
relief.  Until  we  can  convince  the  cancer  vic- 
tim that  we  have  a method  of  treatment 
that  satisfactorily  overcomes  these  objec- 
tions, we  shall  continue  to  see  a large  unmber 
of  neglected  cases. 

Radiotherapy  (x-ray  and  radium)  in  the 
treatment  of  cancer  is  no  longer  new;  it  is 
no  longer  an  experiment  and,  when  properly 
used  in  suitable  cases,  is  free  from  the  ob- 
jections complained  of  in  the  older  methods. 

For  clinical  convenience  we  are  in  the  habit 
of  dividing  the  cases  of  cancer  of  the  lower 
lip  into  three  stages  which,  of  course,  have 
no  well-defined  boundary  lines,  and,  as 
might  be  expected,  occasionally  overlap.  In 
the  first  stage  are  grouped  all  cases  having 
lesions  confined  to  the  superficial  tissues, 
that  is,  to  the  skin  proper.  The  early  cases  of 
cancer  of  the  lip  belong  to  this  group.  The 
second  stage  cases  are  more  extensive,  the 
induration  and  ulceration  are  more  pro- 
nounced and  the  subcutaneous  structures 
are  involved,  with  a possible  beginning  ex- 
tension to  the  nearby  lymph  nodes.  A con- 
siderable number  of  the  cases  that  come  for 
examination  and  treatment  belong  to  the 
second  stage.  In  the  third  stage  are  included 
all  cases  in  which  the  lesions  are  extensive 
and  the  nearby  and  distant  lymph  nodes 
show  unmistakable  evidence  of  metastases. 
About  ten  per  cent  of  all  cases  observed  be- 
long to  this  stage. 
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86 

22 

11 

119 


•r'S'cS  Inflamed 
^ Healed 
86  None 
18  6 
7 None 
111  6 


Malignant 

Died 

None 

4 

11 

15 


TABLE  No.  1.  The  119  cases  of  cancer  of  the 
lower  lip,  are  here  grouped  into  three  stages  with 
end  results.  By  omitting  the  11  incurable  cases  in 
the  third  stage  we  have  108  cases  of  which  4 died 
from  cancer,  leaving  104  cases  or  96.3  per  cent  of ' 
the  cases  in  the  first  and  second  stages  well  and 
without  evidence  of  recurrence  at  the  end  of  five 
years. 

In  218  cases  of  cancer  of  the  lower  lip 
seen  and  treated  in  private  and  hospital 
practice  over  a period  of  nine  years,  119 
cases  have  been  selected  because  they  have 
been  followed  for  more  than  five  years. 
These  cases  have  been  briefly  summarized 
in  table  No.  1.  It  will  be  observed  that  there 
were  eighty-six  cases  in  the  first  stage,  all 
of  which  responded  to  x-ray  treatment  and 
remained  well  for  more  than  five  years. 
There  was  no  evidence,  at  any  time,  of  a 
recurrence  in  the  state  of  the  primary  lesion 
or  metasta.ses  to  the  lymph  nodes.  A number 
of  cases  in  this  group  are  living  and  well 
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ten  years  after  the  lesions  were  healed.  In 
the  second  stage  there  were  twenty-two 
cases,  all  of  which  responded  to  radiation 
therapy.  Later,  four  of  the  cases  in  this 
group  developed  metastases  in  the  glands  of 
the  neck,  all  of  which  had  lymph  node  in- 
volvement at  the  time  of  treatment.  All  of 
the  cases  in  this  group  died  from  cancer. 
An  analysis  of  the  cases  in  this  table  will 
interest  the  reader.  It  will  be  noted  that  all 
of  the  eighty-six  cases  in  the  ifirst  stage 
responded  to  x-ray  treatment,  or  in  other 
words,  there  were  100  ner  cent  of  cures  in 
this  stage.  In  the  second  and  more  advanced 
stage,  all  of  the  twenty-two  cases  responded 
to  x-ray  treatment  and  the  primary  lesions 
healed.  Later,  four  cases  developed  second- 
ary lesions  and  died.  In  this  group,  because 
of  the  four  deaths,  there  were  eighteen 
cases  (77.9  per  cent)  that  were  free  from 
cancer.  All  of  the  eleven  cases  in  the  third 
stage  were  incurable  from  the  time  of  ex- 
amination and  rightly  should  not  be  included 
in  an  estimate  of  the  curative  effects  of 
radiation.  If  we  eliminate  the  eleven  incur- 
able cases  in  the  third  stage  group,  there  will 
remain  108  cases,  of  which  four  in  the  second 
stage  group  died  from  cancer.  Of  the  108 
cases,  104,  or  96.3  per  cent,  were  cured  and 
never  showed  any  evidence  of  recurrence. 


3.  PLATE  No.  1.  In  figure  A is  seen  a good  ex-  indurated  with  beginning  ulceration.  Figure  B 

ample  of  cancer  of  the  lower  lip  in  the  first  stage.  shows  the  condition  of  the  lip  after  x-ray  treatment. 

The  lesion  is  on  the  right  side,  small  but  distinctly 


460 


SOUTHWESTERN  MEDICINE 


m 

a 

<D 

*0  X5 
<V  <D 

s 

o 

P ctf 

«4H 

LO 

<U 

U1 

> £ 
O 3 

* u 

c n 
JU 

0) 

<D 

— 

c? 

5h  O 
Ph 

0) 

-O  a> 

CS 

c 

c 

6 

O) 

£ o 
c 

Si  P 

2 -*= 

> 

<; 

£ 

£ 

Q 3 

Do 

S 

£ 

20  to  30 

9 

9 

0 

0 

0 

1 

9 
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30  to  40 

30 

28 
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28 

2 

25 

40  to  50 

40 

38 

2 

2 

2 
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38 

2 

34 

50  to  60 

22 

16 

2 

6 

6 

4 

20 

2 

12 

60  to  70 

13 

11 

0 

2 

2 

6 

13 

0 

5 

70  to  80 

5 

2 

0 

3 

3 

0 

5 

0 

2 

Total 

119 

104 

4 

15 

15 

18 

113 

6 

86 

Per  cent 

. 87 

3 

12 

12 

15 

95 

5 

71 

TABLE 

No.  1 

!.  The  119  cases 

of  cancer 

of  the 

lower  lip  have  been  grouped  according  to  age  into 
ten  year  periods.  The  greatest  number  of  cases  oc- 
curred between  40  and  50  and  the  greatest  number 
of  deaths  from  cancer  occurred  between  50  and  60. 
The  greatest  number  of  deaths  from  other  causes 
occurred  between  60  and  70. 

A study  of  table  No.  2 will  be  of  interest 
to  the  student  of  cancer.  The  119  cases  of 
cancer  of  the  lower  lip  have  been  grouped 
into  ten-year  periods  ranging  from  20  to  80 
years.  It  will  be  noted  that  the  greatest 
number  of  cases  appeared  between  the  ages 
of  40  and  50.  The  youngest  case  in  this  series 
was  27  and  the  oldest  case  was  80  years  of 
age.  Of  the  119  cases  of  cancer  of  the  lower 
lip,  a relatively  fatal  disease,  fifteen  died 
from  cancer  and  eighteen  died  from  old  age 
and  other  causes,  leaving  eigthv-six  living 


and  well  five  years  after  treatment.  It  is 
interesting  to  note  that  fewer  cases  died 
between  the  ages  of  30  and  40,  and  60  and 
70,  with  the  highest  death  rate  between  50 
and  60.  The  low  death  rate  between  70  and 
80  is  probably  due  to  the  fact  that  those  who 
contracted  cancer  in  the  early  cancer  period 
(40  to  45)  were  either  promptly  cured  and 
remained  well  or  they  lingered  along  into  the 
fifties,  where  they  died,  thereby  swelling 
the  death  rate  in  this  ten-year  period. 

While  radiation  treatment  of  cancer  of  the 
* lower  lip.  as  a curative  measure,  compares 
favorably  with  other  methods  of  treatment, 
it  has  a greater  advantage  in  that  cases 
treated  by  radiation  sufer  little  or  no  scar 
or  scars  over  the  cervical  regions  and  they 
are  not  confined  to  the  hospital  or  their 
homes  during  the  periods  of  treatment.  Fur- 
thermore, there  is  a reasonable  assurance 
that  there  will  be  no  recurrence  of  the 
growth  in  the  region  treated.  In  the  third 
stage  cases,  a cure  is  not  contemplated,  but 
much  can  often  be  done  in  the  way  of  pallia- 
tion by  removing  or  improving  the  primary 
lesions,  reducing  the  induration  and  inhibit- 
ing the  process  of  the  disease  for  varying 
periods  of  time.  The  patient  feels  better,  his 
appetite  improves,  weight  increases,  his  con- 


4.  PLATE  No.  2.  Figure  A shows  a typical  ex-  both  the  cutaneous  and  mucous  surfaces  of  the  lip. 

ample  of  cancer  of  the  lower  lip  in  the  second  stage.  There  were  no  palpable  lypmh  nodes.  In  figure  B 

The  growth  was  indurated,  ulcerated,  and  involved  is  seen  the  result  of  x-ray  treatment. 
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5.  PLATE  No.  3.  This  picture  illustrates  better 
than  words  can  describe  the  pathetic  condition  pre- 
sented by  a patient  in  the  third  stage  of  cancer  of 
the  lower  lip.  Treatment  was  refused  in  the  early 
stage  when  a cure  might  have  been  effective.  At 
the  time  this  picture  was  made,  there  was  extensive 
glandular  involvement  on  both  .sides  of  the  neck. 
Treatment  was  again  refused  because  a cure  could 
not  be  encouraged. 

fidence  is  restored,  and  life  is  prolonged 
for  weeks,  months,  and  sometimes  years. 

The  technic  of  radiation  therapy  is  not  100 
per  cent  perfect,  but  it  is  sufficiently  ac- 
curate to  meet  all  clinical  demands.  The 
present  system  of  dose  determination  in  R 
units  is  a reliable  method  of  measuring  the 
amount  of  x-rays  that  the  tissues  receive, 
but,  like  all  other  methods  of  therapy,  a total 
cancer  dose  of  radiation  that  will  meet  the 
requirements  of  every  case  can  not  be 
adopted.  We  must  continue  to  deal  with  in- 
dividual conditions  and  the  judgment  of  the 
physician,  born  of  long  experience,  will  al- 
ways be  the  most  important  factor  in  the 
successful  treatment  of  this  disease. 

In  the  beginning,  radiation  therapy,  like 
surgery,  was  not  very  successful  in  the 
threatment  of  cancer  inside  the  mouth.  With 
greatly  improved  facilities,  radiation  the- 
rapy in  this  region  row  promises  to  equal 


the  results  obtained  in  the  treatment  of 
cancer  of  the  lower  lip.  In  the  treatment  of 
malignant  conditions  on  the  inside  of  the 
mouth,  it  is  our  custom  to  use  a modifica- 
1 ion  of  the  Regard  technic  as  described  by 
Cade,  rather  than  the  radion  implant  method 
commonly  used  in  this  country.  Fungating 
masses  of  cancer  tissue,  often  a source  of 
infection,  are  destroyed  and  removed  blood- 
lessly  by  electro-coagulation.  Sections  are 
taken  from  each  case  and  submitted  to  a 
competent  pathologist.  Small  platinum 
needles,  measuring  1 and  2.6  cm.  in  length 
and  containing  respectively  0.6  and  1.3  mgs. 
of  radium  element,  buried  in  the  tissues 
about  the  lesion  for  seven  or  eight  days, 
have  in  our  hands  given  good  results.  The 
needles  have  wall  thickness  of  0.5  and  0.6 
mm.  respectively.  Experience  has  proved 
that  the  necrotic  and  painful  effects  of  high- 
ly filtered  radiation  on  normal  tissue  is  far 
less  severe  than  that  produced  bv  steel 
needles  .The  platinum  needles  cause  little  dis- 
comfort although  they  are  sewn  in  the  tis- 
sues for  seven  or  eight  days.  Thev  will  usual- 
ly destroy  a cubic  centimeter  of  cancer  tis- 
sue per  centimeter  length  of  the  needle. 

The  method  of  introducing  them  into  the 
tumors  in  the  mouth  is  very  simple.  Pledgets 
of  cotton  saturated  with  a 10  per  cent  solu- 
tion of  cocaine  are  held  against  the  areas 
to  be  treated,  for  ten  minutes.  The  tissues 
are  then  thoroughly  infiltrated  with  1 per 
cent  butyn,  after  which  the  needles  are  in- 
troduced painlessly  and  held  in  place  with 
sutures  placed  in  the  normal  mucosa.  Care 
should  be  taken  to  place  the  needles  one 
centimeter  apart  so  as  to  completely  sur- 
round and  nass  beneath  the  growth.  If  a 
radiograph  is  made  after  the  needles  have 
been  introduced,  their  exact  position  can  be 
determined.  The  mouth  must  be  kept  as 
c’ean  as  possible  at  all  times.  A good  mouth 
wash  will  be  helpful,  but  the  kind  of  wash 
does  not  matter  so  much  provided  it  keeps 
the  mouth  clean  and  does  not  increase  the 
discomfort.  Chlorozene  powder  dissolved  in 
water  and  weakened  to  tolerance,  is  a favor- 
ite with  most  patients.  Chartex,  diluted  1 to 
3,  is  useful  if  the  mouth  is  tender.  Wash  the 
mouth  thoroughly  after  each  meal  and  paint 
the  lesion  with  two  per  cent  mercurochrome. 
Capsules  containing  radium  element  filtered 
with  an  equivalent  of  three  millimeters  of 
lead,  in  contact  applicators  of  the  type  ad- 
vocated by  Grier  and  Widmann,  have  been 
helpful  and  are  often  used  to  augment  the 
effect  of  the  needles  in  difficult  locations. 
Malignant  growths  in  the  tongue,  cheek, 
floor  of  mouth,  alveolar  margins  and  anter- 
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ior  pillars  respond  to  this  technic.  The  tu- 
mors melt  down  in  from  one  to  three  weeks 
and  a superficial  grayish  membrane  appears 
in  the  area  treated.  The  membrane  is  in  no 
sense  a slough,  and  is  accompanied  by  little 
or  no  pain.  Soft  and  liquid  foods  are  taken 
freely  during  and  after  the  treatment.  At 
the  end  of  from  three  to  six  weeks,  the  mem- 


brane begins  to  disappear  rapidly  and  heal- 
ing takes  place.  The  lesion  is  usually  healed 
in  from  one  and  a half  to  two  months.  The 
0.6  mg.  needles  may  be  used  in  close  proxi- 
mity to  the  bone  without  untoward  effects. 

Externally,  highly  filtered  radium  packs 
and  deep  x-ray,  supplement  the  needles  and 
capsules  of  radium  used  inside  the  mouth. 


6.  PLATE  No.  4.  In  figure  A is  a picture  of  a eradicated  by  the  interstitial  use  of  radium  platinum 
squamous  cell  carcinoma  of  the  left  lower  alveolar  needles, 
margin.  In  figure  B the  growth  has  been  completely 


7.  PLATE  No.  5.  In  figure  A is  a picture  of  a alveolar  margin.  Figure  B shows  the  result  of  treat- 
squamous  cell  carcinoma  of  the  anterioa-  lower  ment  with  imbedded  platinum  radium  needles. 
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10.  PLATE  No.  8.  Photograph  of  the  tongue 
at  the  end  of  eight  days  when  the  needles  were  re- 
moved. 


8.  PLATE  No.  6.  Squamous  cell  carcinoma  of 
the  tongue  before  radium  treatment. 


9.  PLATE  No.  7.  Radiograph  showing  the  posi- 
tions of  the  needles  after  insertion. 


11.  PLATE  No.  9.  Photograph  of  the  tongue 
as  it  appeared  one  year  after  treatment.  The  patch 
of  leukoplakia  on  the  left  side  of  the  tongue  has  no 
relation  to  the  original  tumor.  The  tongue  is  soft 
and  pliable  and  there  is  no  evidence  of  recurrence. 
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The  skin  will  tolerate  a surprisingly  large 
amount  of  combined  radiation,  as  the  work- 
ers in  the  Memorial  Hospital,  New  York, 
have  pointed  out. 

When  the  lymph  nodes  of  the  neck  are 
involved,  large  doses  of  implanted  radium 
supported  by  radium  packs  and  x-rays,  ex- 
ternally, will  be  helpful.  It  is  our  feeling  that 
the  value  of  block  dissection  is  not  definitely 
established  in  these  cases  and  we  have  been 
slow  to  advise  it  except  in  selected  cases. 

We  have  not  used  this  technic  enough 
to  report  statistics  of  any  great  value,  but 
our  results  have  been  so  favorable  in  a con- 
siderable number  of  cases  that  we  believe 
that  we  are  curing  many  intraoral  cancers 
and  certainly  are  benefiting  patients  who 
cannot  be  cured. 

While  the  status  of  radiation  therapy  is 
firmly  established  in  every  medical  center  in 
this  country,  and  is  being  used  extensively 
in  the  treatment  of  cancer,  it  must  be  un- 
derstood that  the  remedies  are  not  without 
their  dangers  and  that  radiation  therapy 
should  not  be  entrusted  to  those  who  are  not 
thoroughly  acquainted  with  its  possibilities. 
Over-treatment  may  result  in  painful  chronic 
necrosis,  while  under-treatment  is  of  little 
or  no  value.  The  normal  tissues  will  usually 
stand  a considerable  degree  of  over-radiation 
without  harm,  and  the  experienced  and  care- 
ful physician  will  aim  to  stay  well  within 
this  limit. 

CONCLUSIONS 

1.  In  our  judgment  cancer  of  the  lower 
lip  and  on  the  inside  of  the  mouth  in  the 
early  stages,  does  not  frequently  metasta- 
size. 

2.  All  cases  of  cancer  of  the  lower  lip 
are  roughly  grouped  into  three  stages.  All 
of  the  cases  in  the  first  and  second  stages 
usually  respond  promptly  to  radiation  ther- 
apy. All  cases  assigned  to  the  third  stage  are 
considered  incurable  from  the  time  of  the 
examination. 

3.  In  the  report  of  119  cases  of  cancer 
of  the  lower  lip  treated  by  x-rays,  eighty-six 
were  in  the  first  stage,  twenty-two  in  the 
second  stage,  and  eleven  in  the  third  stage, 
or  incurable  stage. 

4.  Those  comprising  the  first  and  second 
stages — 108  cases — showed  no  evidence  of 
metastases  during  time  of  treatment.  Later, 
four  cases  in  the  second  stage  group  develop- 
ed malignant  nodes  in  the  neck  and  died 
from  cancer.  The  remaining  104  cases  (96.3 
per  cent  of  the  cases  in  the  first  and  second 
staged)  are  still  living  or  have  died  from 
other  causes. 


5.  All  of  the  eleven  cases  in  the  third 
stage  had  definite  lymph  nodes  when  first 
seen.  All  of  the  lesions  in  this  stage  were 
improved,  the  patients  were  more  comfort- 
able for  varying  periods  of  time,  but  they 
all  died. 

6.  We  are  convinced  that  early  malig- 
nant lesions  on  the  inside  of  the  mouth  re- 
spond remarkably  well  to  small  amounts  of 
radium  in  platinum  needles  implanted  in 
the  tissues  for  seven  or  eight  days.  The  in- 
terstitial use  of  radium  inside  of  the  mouth 
is  augmented  by  highly  filtered  radium 
packs  and  x-ray  externally. 

7.  Keeping  the  mouth  as  clean  as  pos- 
sible is  an  important  factor  in  the  successful 
conduct  of  this  class  of  cases. 

8.  Incurable  cases  of  cancer  in  the 
mouth  and  on  the  lips  can  often  be  greatly 
benefited  by  radiation  therapy,  while  in  some 
cases  life  may  be  prolonged  for  several 
months  and  the  patients  given  a consider- 
able degree  of  comfort. 


THE  DIAGNOSIS  AND  MANAGEMENT 
OF  RECTAL  CANCER 
CURTICE  ROSSER,  M.  D.,  F.  A.  C.  S. 

(Read  before  the  Annual  Meeting,  New  Mexico 
Medical  Society,  Albuquerque,  May  21,  1931.  From 
the  Section  on  Proctology,  .Baylor  University  School 
of  Medicine,  Dallas). 

Carcinoma  of  the  large  gut,  the  typical 
intestinal  neoplasm,  has  an  incidence  exceed- 
ing that  of  gastric  cancer,  and  5 per  cent  of 
all  cancer  deaths  are  due  to  a rectal  carci- 
noma. This  lesion,  untreated,  has  a 100  per 
cent  mortality.  Effective  treatment  is  neces- 
sarily radical  in  scope  and,  entailing  as  it 
does  in  most  instances  an  artificial  anus, 
far-reaching  in  its  effect  on  the  patient’s 
after-life.  The  responsibility  which  accom- 
panies the  final  decision  that  in  any  given 
case  rectal  malignancy  is  present,  is  pro- 
found, since  an  error  on  either  side  may  lead 
to  disaster. 

While  the  definite  etiology  of  cancer  is, 
of  course,  unknown,  there  is  an  explicit  and 
growing  feeling  at  this  time  that,  if  the  in- 
cidence of  cancer  of  this  area  is  to  be  re- 
duced, more  attention  must  be  paid  to  the 
detection  and  removal  of  benign  pathology, 
including  polyps,  villous  adenomata,  and,  in 
the  anal  canal,  infected  hemorrhoids,  fis- 
tulae,  fissures  and  areas  of  granulation  in 
connection  with  scars. 

Mummery,  Yoemans,  Bargen,  and  many 
others,  have  introduced  evidence  that  the 
histogenesis  of  colonic  carcinoma  is  mediated 
through  the  precancerous  formation  of 
polyps,  and  the  writer  has  elsewhere  (Amer. 
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Jour,  of  Surgery,  Feb.  1931)  called  attention 
to  the  fact  that,  in  cancer  in  the  anal  canal, 
which  makes  up  10  per  cent  of  rectal  malign- 
ancies, investigation  will  reveal  previous 
presence  of  long-standing  anal  lesions  in  a 
large  majority  of  cases. 

I have  review  a series  of  fifteen  cases  of 
anal  cancer  occurring  on  my  rectal  services 
at  Baylor  and  Parkland  Hospitals,  and  it 
was  interesting  to  find  that,  in  each  of  four- 
teen of  the  number,  a long  history  of  some 
symptom-producing  lesion  was  present.  The 
malignancy  had  developed  in  fistulous  tracts 
in  seven,  it  was  found  in  or  replacing'  in- 
ternal hemorrhoids  in  six  (the  history  point- 
ing to  the  presence  of  protruding  and  bleed- 
ing piles  for  periods  varying  from  ten  to 
thirty  years)  and  in  one  a long  standing 
cryptitis  and  papillitis  was  present. 

Although  there  has  been  opinion  to  the 
contrary  expressed  in  the  literature  of  the 
subject,  it  is  therefore  my  own  feeling  that 
unsound  tissues  in  the  anal  canal,  resulting 
from  the  long-continued  presence  of  various 
forms  of  common  anal  pathology  with  in- 
fection and  irritation,  have  a provocative 
reaction  which  may  lead  to  malignant 
change.  It  is  not,  of  course,  contended  that 
lesions  in  the  anal  canal  influence  the  de- 
velopment of  cancer  higher  up  in  the  bowel, 
nor  is  it  my  contention  that  anal  cancer  de- 
velops, necessarily,  directly  from  the  prior 
benign  lesion  ; polyp  formation  is  unquestion- 
ably an  intermediate  stage  in  neoplasm  in 
the  upper  mucous  lined  portion  of  the  anal 
canal  where  glands  are  present  and  where 
the  malignancy  is  usually  an  adenocarcinoma 
as  differentiated  from  the  epitheliomata  of 
the  lower  anal  canal. 

The,  early  diagnosis  of  rectal  and  anal  les- 
ions is  often  tremendously  complicated  by 
the  overlapping  of  the  syndrome  from  the 
benign  condition,  to  which  the  patient  is 
habituated,  with  the  slight  irregularities 
which  are  often  the  only  beginning  danger 
signals.  It  is  therefore  justifiable  to  insist 
that  even  mild  evidences  of  rectal  dysfunc- 
tion of  more  than  a few  days  duration,  de- 
mand careful  investigation. 

Probably  the  most  constant  early  sign  is 
a sense  of  discomfort  in  the  rectum,  not  re- 
lieved by  defecation.  Bleeding  may  not  be 
severe,  and  bleeding  may  arise  from  other 
causes,  but  all  rectal  cancers  bleed.  Pain  is 
usually  present  in  anal  cancer  early,  rarely 
in  ampullary  cancer,  although  referred  pain 
to  the  sacrum  or  lower  abdomen  is  some- 
times seen.  Constipation  and  “morning  diar- 
rhea” are  significant  when  they  appear,  but 
are  not  always  present. 


In  the  intermediate  stage  of  the  develop- 
ment of  the  neoplasm,  the  usual  symptoms 
are:  (1)  constipation,  or  alternate  consti- 
pation and  diarrhea;  (2)  discharge  of  blood, 
alone  or  mixed  with  mucus  or  pus;  (3)  pain 
(in  cancer  at  or  near  the  anus),  and  (4) 
moderate  weight-loss. 

In  admissions  to  Baylor  Hospital,  the 
growth  was  found  to  be  located  in  the  am- 
pulla most  often,  the  recto-sigmoid  juncture 
half  as  frequently,  and  the  anal  canal  one- 
fourth  as  frequently  as  in  the  ampulla. 

As  was  pointed  out  in  an  earlier  contribu- 
tion (Texas  State  Journal  of  Medicine, 
March,  1925)  there  are  characteristic  local- 
izing symptoms  for  each  of  these  sites  in  a 
further  stage:  gross  bleeding  and  inter- 
mittent obstruction  in  the  recto-sigmoid 
growths ; chronic  increasing  constipation, 
with  occasional  mild  hemorrhage  in  cases  in 
which  the  ampulla  is  involved ; pain,  in  anal 
cancers;  and  anemia  and  weight  loss  in  all. 

It  is  not  the  province  of  this  paper  to  dis- 
cuss the  casual  diagnosis  of  hemorrhoids 
made  in  the  early  stages  of  one-half  the 
cancers,  nor  the  casual  hemorrhoidectomy 
done  without  a proctoscopic  examination  in 
25  per  cent  of  the  cases. 

Even  in  the  presence  of  an  honest  attempt 
to  make  an  accurate  diagnosis — keeping  in 
mind  the  proctoscopic  appearance  of  the 
neoplasm  when  visualized,  a single  elevated 
ulcer,  with  necrotic  crater  and  normal  peri- 
phery, or  a firm,  granular,  bleeding  mass 
growing  into  the  lumen,  with  indurated  base 
cases  occur  which  by  reason  of  some  freak 
of  appearance  or  symptoms,  puzzle — and 
confuse. 

A common  source  of  error,  in  my  observa- 
tion, has  been  from  the  presence  after  phenol 
injections  of  the  characteristic  oil  retention 
tumors  common  as  a sequela  of  this  treat- 
ment, or  from  induration  produced  in  the 
same  way  in  polyps  mistakenly  injected  as 
hemorrhoids. 

Benign  strictures  may  present  the  problem 
of  weight  loss,  discharge  of  blood  and  pus, 
with  annular  ulcerated  tumor.  The  simplest 
diagnostic  point,  in  case  of  doubt,  is  a radio- 
graph of  the  colon,  which  shows  a distinct 
narrowing  and  straightening  of  the  entire 
rectum,  due  to  perirectal  fibrosis,  even  in 
short  benign  strictures,  while  malignant 
stenoses  show  dilatation  of  the  bowel  im- 
mediately above  the  point  of  constriction. 

In  reference  to  biopsy,  the  lesser  of  two 
evils  in  doubtful  cases,  my  own  custom  has 
been  to  remove  tissue  from  a centripetal 
growth  through  the  proctoscope  without 
hesitation  using  a guillotine  punch  and  elec- 
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trie  cautery,  but  in  a centrifugal  neoplasm, 
to  be  prepared  to  do  a radical  operation  im- 
mediately if  the  frozen  section  reveals  malig- 
nancy. 

CHOICE  OF  OPERATON 

To  clarify  the  discussion,  we  may  assume 
as  granted  these  conclusions,  arrived  at  by 
all  competent  authorities : 

1.  Attempts  to  preserve  the  sphincter 
muscles  in  cancer  below  the  rectosigmoid 
flexure,  are  injudicious;  the  artificial  anus 
is  the  price  to  be  paid  for  cure  or  alleviation 
of  the  disease.  My  own  impression  is  that  the 
patient  is  more  often  discouraged  by  some 
physician  in  connection  with  this  essential 
procedure  than  by  his  own  disinclination. 

2.  Local  removal  of  small  malignancies 
is  not  only  useless  but  incites  renewed 
spread. 

3.  The  local  removal  and  section  of  all 
innocent  or  precancerous  anal  or  rectal  pa- 
thology is,  however,  the  only  known  pro- 
phylaxis against  the  disease ; this  applies 
particularly  to  adenoma  or  polyp. 

Determination  as  to  operability  is,  of 
course,  the  first  question  occurring  in  the 
individual  case,  and,  since  from  50  to  60  per 
cent  of  patients  present  themselves  with 
inoperable  lesions,  this  group,  large  in  num- 
ber, require  special  consideration  as  to  the 
proper  method  of  handling.  Extension  of  the 
tumor  to  adjacent  organs  is  the  most  common 
bar  to  radical  removal ; extension  by  way  of 
the  lymphatics,  usually  occurring  later. 
Venous  extension  to  the  liver,  fortunately, 
is  uncommon,  except  in  late  stages. 

I prefer  to  do  a colostomy  immediately, 
without  waiting  for  the  inevitable  obstruc- 
tion, on  the  inoperable  case ; secondary  in- 
fection of  the  growth  is  thus  decreased,  and 
radiation,  a powerful  and  effective  palliant, 
is  made  possible  in  sufficient  dosage  to 
shrink  the  neoplasm,  stop  hemorrhage,  and 
hold  extension  in  check.  The  interstitial  im- 
plantation of  radium  needles  through  a peri- 
rectal incision,  as  suggested  by  S'ir  Charles 
Gordon  Watson  and  others,  offers  a new  and 
most  effective  treatment  for  low-lying  in- 
operable growths. 

The  colostomy  can  be  done  satisfactorily 
under  spinal  anesthesia,  unless  the  patient 
has  a subnormal  blood  pressure — infiltra- 
tion anesthesia  in  slender  individuals,  or 
ethylene  in  the  fat,  serving  the  latter  group. 

Two  procedures  will  suffice  to  illustrate 
the  method  of  handling  the  operable  rectal 
cancer:  that  of  Miles,  the  one-stage  radical 


abdominoperineal  operation,  and  Mummery’s 
two-stage  radical  perineal  excision. 

Miles’  procedure  is  theoretically-  the  ideal 
surgical  attack,  just  as  a Wertheim  hysterec- 
tomy is  ideally  to  be  preferred  to  the  usual 
panhysterectomy.  It  includes  the  removal  of 
the  whole  of  the  pelvic  colon,  together  with 
the  whole  of  the  rectum,  encased  in  its 
sheath  of  fascia  propria,  the  whole  of  the 
pelvic  mesocolon,  the  peritoneum  lining  the 
floor  of  the  pelvis,  together  with  the  whole 
of  the  levatores  ani'  muscles,  ischiorectal 
fat  and  a wide  area  of  perianal  skin. 

Miles’  own  mortality  in  the  procedure  was 
originally  42  per  cent,  and,  while  he  has  in 
iate  years  lowered  this  figure,  the  death  rate 
will  continue  to  be  prohibitive  in  the  old  or 
the  fat. 

Mummery,  after  an  extensive  experience 
with  the  abdominoperineal  procedure,  now 
reserves  it  for  special  cases  in  which  the 
growth  is  very  nigh.  Since  1915,  he  has 
oeen  performing  a very  radical  perineal  re- 
moval of  not  only  the  perineal  skin,  levatores 
and  ischiorectal  fat,  but  by  opening  the  peri- 
toneum, the  fat  and  glands  in  the  back  of 
the  pelvis,  and  the  entire  rectum,  with  its 
mesorectum. 

Through  this  operation,  which  is  preceded 
by  an  exploration  of  the  abdomen,  to  rule 
out  dissemination,  and  a left  rectus  colos- 
tomy, an  astonishing  amount  of  tissue  can  be 
removed.  The  patient  is  fed  on  solid  foods 
at  once,  and,  if  asepsis  is  accurate,  the 
wound  heals  in  two  or  three  weeks. 

The  perineal  procedure  removes  area  of 
local  extension,  as  well  as  the  zones  of  lateral 
and  downward,  with  part  of  the  upward 
zone,  of  lymphatic  spread — and  the  opera- 
tive mortality  runs  near  10  per  cent,  even 
when  cases  are  included  which  would  be  in- 
operable otherwise.  It  is  ideally  performed 
under  indradural  caudal  block,  preceded  by 
a liberal  dose  of  sodium  amytal  orally. 

DISCUSSION 

DR.  R.  0.  BROWN,  Santa  Fe:  Dr.  Rosser’s  paper 
has  been  most  interesting  and  I should  like  to  ask 
him  if  injection  of  true  hemorrhoids  with  carbolic 
acid  has  anything  to  do  with  bringing  on  a carci- 
noma. 

DR.  ROSSER,  (closing):  In  answer  to  Dr.  Brown, 
I have  no  reason  to  believe  from  anything  I have 
seen  in  the  literature  that  the  injection  of  hemor- 
rhoids with  any  chemical  brings  on  malignancy. 
However,  in  perhaps  50  per  cent  of  those  cases  in- 
jected for  hemorrhoids,  malignancy  has  already 
been  present. 
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PERSONAL  OBSERVATIONS  OF 
CHOLECYSTITIS 

JAMES  VANCE,  M.  D.,  F.  A.  C.  S. 

El  Paso,  Texas 

( Read  before  the  New  Mexico  Medical  Society, 
at  its  Forty-Ninth  Annual  Meeting,  at  Albuquerque, 
N.  M.,  May  20-22,  1931.) 

Decidedly,  my  most  personal  observations 
of  cholecystitis  were  in  my  own  case.  When 
19  years  of  age,  I contracted  a most  serious 
case  of  typhoid  fever  and  two  years  later 
I had  a.  severe  catarrhal  jaundice  and  for  a 
week  I was  as  yellow  as  the  proverbial 
pumpkin.  During  the  whole  ten  days  of  this 
attack,  I was  up  and  about  performing  my 
regular . duties.  I remember,  though,  that  I 
was  quite  sick  and  should  have  been  in  bed 
the  whole  time.  In  spite  of  this  total  dis- 
regard of  common  sense,  to  say  nothing  of 
good  treatment,  I was  apnarentlv  as  well 
as  ever  in  ten  days’  time.  After  this,  I had 
no  illness  of  any  importance  till  January, 
1922.  In  the  interim,  I had  passed  without 
difficulty  several  insurance  examinations 
and  physical  examination  to  the  United 
States  Army  during  the  Great  War. 

About  the  middle  of  January,  1922,  I had 
arisen  as  usual  and  taken  mv  morning  bath 
and  was  dressing,  when  I was  seized  with 
a severe  pain  in  my  epigastrium.  This  nain 
lasted  only  30  seconds,  when  I f«dt  the  stone 
slip  back  into  the  gallbladder  from  its  en- 
gagement in  the  cystic  duct.  The  pain  dis- 
appeared as  suddenly  as  it  had  come  on,  and 
I remarked  to  my  wife  that  I had  gallstones. 
Nearly  three  months  went  bv  before  I had 
another  attack,  quite  as  sudden  as  the  first 
in  its  onset,  but  the  pain  persisted,  and  in 
about  half  an  hour  I had  a doctor  friend 
give  me  grain  morphine  by  hypodermatic 
injection.  The  pain  soon  began  to  subside 
and  in  ten  or  fifteen  minutes  it  was  gone. 
The  relief  was  so  great  that  words  cannot 
describe  the  gratitude  one  feels  to  be  free 
again  from  so  agonizing  a distress. 

Twice  again,  during  June  and  July,  I had 
very  short  attacks,  much  like  the  first.  Dur- 
ing both  attacks  I happened  to  be  driving 
my  car,  and  once,  during  the  most  severe 
one,  I had  to  drive  to  the  curb  and  wait 
for  the  pain  to  subside  before  driving  on. 
During  all  the  years  following  recovery 
from  my  jaundice  attack  and  during  these 
initial  months  of  my  gallstone  symptoms, 
I never  was  the  least  bit  sick,  nor  did  I have 
any  digestive  disturbances  of  anv  kind.  Im- 
mediately the  pain  ceased.  I was  ready  to 
go.  I ate  with  enjoyment,  slept  well,  played 
golf  every  time  I could,  and  worked  hard  all 
the  time. 

Ear’y  in  September,  as  my  annual  vaca- 


tion, I went  to  Santa  Barbara,  California, 
to  visit  a friend.  For  about  ten  days  I played 
golf  every  day — frequently  thirty-six  holes 
— nor  could  I see  that  I tired  any  more  than 
usual,  and  that  was  practically  not  at  all. 
Then,  without  the  least  warning,  my  fifth 
attack  of  gallstone  colic  began  just  before 
dinner  and  lasted  till  I took  a hypodermic 
injection  of  J4  grain  of  morphine  just  before 
midnight.  So  exhausting  is  this  terrible  pain 
that,  after  I had  endured  it  for  five  hours, 
I could  neither  prepare  nor  give  myself  the 
hypodermic  injection,  but  could  only  direct 
my  good  lay  friend  how  to  prepare  and  ad- 
minister it.  In  a few  minutes  the  glorious 
reTief  came  and  I slept  all  the  rest  of  the 
night  and  until  late  the  next  morning.  I 
ate  a good  breakfast,  and  a light  lunch  at 
one  o’clock,  and  then  played  eighteen  holes 
of  golf,  as  usua1.  I played  about  my  usual 
game  and  with  no  discomfort,  though  my 
side  over  the  gahbladder  region  was  tender 
to  palpation. 

I think  we  professional  men  should  learn 
proport:onately  more  from  personal  experi- 
ences than  from  observation  of  our  patients. 
From  my  first  severe  attack  I thought  of  an 
operation,  ami,  being  Scotch,  I thought  of 
turning  the  experience  to  some  advantage. 
I had  in  mind  making  myself  famous  by  de- 
scribing accurate1  y the  character  of  the  pain. 
After  each  attack  I tried  so  to  describe  it, 
but,  to  my  disgusted  surprise,  I could  not  do 
so.  It  was  just  a severe  pain  in  the  epigas- 
trium, radiating  to  the  back  of  the  liver  and 
to  the  right  of  Ue  spine,  and,  in  my  case, 
not  radiating  to  the  right  shoulder  at  all. 
It  was  a tremendous  pain,  with  a feeling  of 
a great  weight  unon  the  epigastrium,  dur- 
ing which  I could  neither  lie  down  nor  stand, 
but  felt  impelled  to  move  about  in  a crouched 
position,  trying  first  one  thing  and  another 
without  avail.  The  pain  is  agonizing  and 
continuous,  with  no  respite,  till  an  opiate  is 
taken. 

Following  an  attack,  I would  wonder  what 
it  was  all  about,  and,  not  being  able  to  use 
either  rhvs'o’ogy  or  pathology  to  describe 
what  had  happened,  my  mind  would  turn  to 
some  homely,  inadequate  comparison.  To 
my  imagination  I was  supine  with  an  enor- 
u'O’is  elephant  standing  with  all  his  weight 
on  his  great  front  foot  firmly  implanted  up- 
on my  enigastrium.  Struggle  as  I could,  the 
heavy  pain  could  not  be  move  1.  The  elephant 
is  very  still — neither  does  he  shift  his  weight 
—but,  when  the  opiate  is  taken,  he  slowly 
and  apparently  reluctantly  withdraws  his 
heavy  foot.  The  pain  is  then  gone  till  the 
brute  again  crosses  your  path  and  repeats 
the  performance. 
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For  five  days  after  the  above  described 
attack,  I played  golf  every  afternoon,  but 
on  Friday  evening  I had  another  attack  and 
I had  sense  enough  to  take  the  hypodermic 
at  once.  This  time  the  pain  was  not  so  quick- 
ly relieved  as  before  and  the  next  day,  Satur- 
day, I did  not  eat  or  play  golf  either.  Sunday 
I stayed  in  bed  all  day  and  called  Dr.  Samuel 
P.  Robinson.  Dr.  Robinson,  after  looking  me 
over,  began  to  suggest  in  a diplomatic  way 
that  I go  to  the  hospital.  I told  him  that  I 
was  not  only  ready  to  go  to  the  hospital  but 
was  ready  to  be  operated  whenever  he 
thought  best. 

I went  to  the  hospital  that  Sunday  night 
and  was  prepared  for  oneration  the  next 
morning,  because  Dr.  Robinson  thought  he 
saw  signs  of  approaching  jaundice.  The 
next  morning  I was  better  and  the  operation 
was  postponed  till  the  following  morning.  I 
was  so  prepared  each  night  and  operation 
postponed  till  Wednesday  when  Dr.  Robin- 
son considered  conditions  right  for  the 
“party”,  as  he  expressed  it. 

My  surgeon  suggested  that  x-ray  exam- 
ination ;and  other  diagnostic  methods  he 
employed,  but  I declined  with  thanks.  What 
I wanted  was  that  gallbladder  removed,  to 
get  rid  of  my  sword  of  Damocles  which  con- 
stantly hung  over  my  epigastrium  instead 
of  over  my  head. 

On  Wednesday  morning.  Dr.  Robinson  did 
a lovely  operation  for  me,  an  operation  for 
which  I have  never  ceased  to  bless  him.  The 
gallbladder,  tightly  packed  with  sixty-odd 
medium  sized  stones,  was  removed.  I do  not 
think  that  an  opiate  was  given  me  immedi- 
ately upon  waking  from  the  anesthetic,  as 
is  now  the  custom  with  most  of  us  surgeons. 
At  all  events,  the  pain  from  the  operation 
was  almost  negligible  and  as  nothing,  com- 
pared to  even  the  mildest  gallbladder  colic. 

The  thing  that  bothered  me  most  during 
the  whole  operative  recovery,  was  the  nau- 
sea from  the  ether.  For  twenty-four  hours 
I vomited  about  every  fifteen  minutes  and 
was  very  miserable  on  that  account.  At  that 
time  the  Kanavel  or  duodenal  tube  was  not 
in  common  use,  and  I was  unfortunate  in 
not  having  this  greatest  boon  to  relieve 
postoperative  nausea.  At  the  end  of  twenty- 
four  hours  I was  still  very  much  nauseated 
and  very  miserable.  The  dressings  seemed 
very  tight  and  uncomfortable,  and  I begged 
to  have  the  dressings  changed,  which  Dr. 
Robinson  kindlv  did.  It  was  a great  relief 
to  have  the  tight-feeling  bandage  and  the 
bile-soaked  dressings  removed.  Immediately 
after  this  dressing,  the  nausea  ceased  and 
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I was  comfortable  all  the  rest  of  my  con- 
valescence. 

In  every  case  I have  operated  on  since 
then,  I have  never  failed  to  watch  that  the 
dressings  are  not  too  tight,  and  I believe  I 
have  made  my  patients  more  comfortable 
and  perhaps  less  nauseated,  by  so  doing. 

In  ten  days  I was  out  of  the  hospital  and 
back  home.  On  the  eighteenth  day,  I was 
back  in  the  operating  room  again,  but  this 
time  I was  operating  on  the  other  fellow. 
On  the  twenty-first  day,  I played  my  first 
round  of  eighteen  holes  of  golf,  and  played 
just  about  as  well  as  usual  and  without  any 
discomfort.  I was  careful,  however,  not  to 
put  any  effort  in  the  long  shots,  though  I 
felt  no  discomfort  in  swinging  the  clubs. 

For  six  years  I was  entirely  free  from 
trouble  of  any  kind.  Then,  without  any  warn- 
ing, one  morning,  about  one  hour  after 
breakfast,  and  for  no  traceable  cause,  I be- 
began  gradually  to  have  a pain  in  my  epigas- 
trium. I lay  down  on  a couch  and  in  about 
fifteen  minutes  the  pain  subsided  without 
treatment  of  any  kind.  I do  not  know  wheth- 
er there  is  such  a thing  as  acute  indigestion, 
but  for  lack  of  a better  term  I shall  call  this 
attack  by  that  name. 

Two  other  attacks  of  this  mature,  but 
much  more  severe,  have  occurred  since  then. 
The  first  was  during  Christmas  week  of 
1929,  and  the  second  during:  Janluary  of 
1931.  Both  of  these  attacks  occurred  after 
strenuous  days  with  gun  afield  and  probably 
too  much  and  too  indigestible  food. 

Both  of  these  attacks  were  relieved  by 
soda.  I had  a good  opportunity  to  prove  the 
value  of  soda  in  hot  water  as  compared  to 
soda  in  cold  water,  and  in  my  case  the  hot 
water  is  so  superior  that  there  is  no  com- 
parison. The  hot  soda  water  relieves  the  pain 
almost  at  once,  although  it  may  have  to  be 
repeated  several  times  to  keep  pain  away 
till  the  attack  passes.  Cold  soda  water  is 
much  slower  in  action  and  is  not  half  so 
grateful  to  the  stomach  as  the  hot  solution. 
The  solution  should  be  as  hot  as  can  be 
swallowed  without  actually  scalding. 

These  attacks  are  nothing  like  so  severe 
as  the  gallstone  attacks  and  with  these  at- 
tacks I felt  sick  all  over  and  wanted  to  lie 
down  and  be  still,  while  with  the  gallstone 
attacks  I could  not  be  still  in  any  position 
and  was  not  sick  at  all — there  was  only  the 
intense  pain. 

These  attacks,  I think,  are  due  to  the  dam- 
age already  done  my  liver  prior  to  opera- 
tion, and,  though  they  may  be  due  to  forma- 
tion of  common  or  hepatic  duct  stones,  it  is 
more  probable  they  are  due  to  insufficient 
ti’e  secretion. 
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OBSERVATIONS  ON  DIAGNOSIS 

It  is  a peculiar  thing  about  cholecysititis 
that  the  condition  may  persist  for  years  with 
slight,  or  no,  symptoms,  and  then  burst  into 
a fury  that  drives  the  patient  to  operation 
sooner  or  later  in  spite  of  all  that  can  be 
done  by  the  skilled  internist  by  both  medi- 
cines and  diet.  In  the  earlier  stages  the  diag- 
nosis may  be,  and  often  is,  very  difficult. 
Gallstones — one  of  the  latest  developments 
of  cholecystiltis — may  .not  give  sufficient 
distress  to  be  even  noticed  by  the  patient 
and,  of  course,  cannot  be  diagnosed.  Post- 
mortem examinations  in  which  unsuspected 
gallstones  are  found,  and  those  found  at 
operation  for  some  other  condition,  bear 
ample  testimony  to  this  fact. 

Severe  tynical  gallstone  attacks  are,  as  a 
rule,  easily  diagnosed,  but  it  must  be  remem- 
bered that  enigastric  pain  frequently  occurs 
in  cholecystitis  without  stones,  that  is  near- 
ly or  quite  as  severe  as  a gallstone  attack. 
Cholecystitis,  without  complicating  diseases, 
is  ever  the  story  of  more  or  less  continual 
nagging  gastric  indigestion,  and  pain,  and 
soda-water  taking.  The  hunger  pains  of  gas- 
tric and  duodenal  ulcer  are  nearly  always 
absent.  Empty  stomach  and  intestines  in 
cholecystitis  insures  freedom  from  pain. 

OBSERVATION  ON  TREATMENT 

Cholecystitis  should  always  be  treated 
medically  for  a sufficient  time  to  determine 
certainly  whether  it  will  vield  to  such  treat- 
ment. By  so  doing,  the  skilled  internist  will 
cure  many  cases,  and  those  that  must  have 
surgery  can  be  turned  over  to  the  surgeon 
in  the  best  possible  condition  for  operation. 
On  the  other  hand,  the  internist  under  no 
condition  should  keep  encouraging  these 
patients  to  continue  trying  this  and 
that  medical  treatment  when  the  patient  is 
obviously  doing  badly,  for  when  the  patient 
persistently  does  badly,  there  are  changes 
which  take  place  in  the  Tver,  which  neither 
surgery  nor  any  other  treatment  can  re- 
store. At  best,  surgery  can  preserve  only 
what  function  is  left  to  the  liver. 

Aside  from  empyema  of  the  gallbladder 
and  some  other  rare  conditions,  the  gall- 
bladder is  never  an  acute  surgical  condition. 
It  is  not  an  operation  to  be  taken  lightly 
even  in  the  highly  developed  safe  surgery  of 
today.  Especially  is  this  true  in  the  en- 
feebled aged  or  the  sick  younger  patient.  All 
the  time  that  is  necessary  should  be  taken 
in  preparing  the  patient  prior  to  operation 
to  insure  the  best  possible  condition  of  all 
the  vital  organs.  Especially  should  the  ex- 
cretion of  urine  in  ample  excess  safety  be  se- 
cured. In  the  aged  and  enfeebled  patients, 
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blood  urea  tests  of  the  kidney  function 
should  be  taken  and  operation  should  not  be 
undertaken  till  it  is  50  mg.  or  below — pre- 
ferably below  that  figure. 

If  care  is  taken  in  this  preparation,  it  is 
little  short  of  astounding  how  the  aged  and 
poor  surgical  risks  will  recover  from  chole- 
cystectomy with  an  ease  and  safety  almost 
equal  to  the  patient  in  the  forties. 

In  doing  the  operation,  do  a dean-knit 
cholecystectomy.  If  you  decide  the  gallblad- 
der is  not  at  fault,  leave  it  alone.  The  only 
exception  to  this  rule  is  in  pancreatitis,  when 
long-continued  drainage  of  the  bile  through 
the  gallbladder  may  be  advisable. 

The  appendix  should  always  be  inspected 
and  removed  when  there  is  any  pathology 
present,  and,  in  90  per  cent  of  these  cases, 
such  pathology  is  present.  Especially  is  this 
true  in  younger  patients,  and  care  should 
be  exercised  to  remove  not  only  the  appen- 
dix, but  especially  the  terminal  ileal  ad- 
hesions. The  removal  of  these  adhesions  is 
even  more  important  than  removal  of  the 
anpendix  itself,  because  the  intestinal  ad- 
hesions resulting  from  old  appendix  attacks 
— perhaps  twenty  years  or  more  ago — are 
the  real  cause  of  any  digestive  disturbances 
for  which  the  appendix  in  any  given  case  is 
responsible.  Of  course,  the  appendix  should 
always  be  removed  to  prevent  possible  re- 
current attacks  and,  consequently,  refor- 
mation of  adhesions. 

Postoperative  adhesions  in  gallbladder 
cases  may  be  very  annoying,  so  the  preven- 
tion of  such  adhesions  is  alwavs  a consider- 
ation for  serious  concern  of  the  surgeon. 
From  a long  experience  and  a careful  study 
of  the  matter,  I am  of  the  opinion  that  two 
things  onlv  will  prevent  postoperative  ad- 
hesions: first,  a clean-cut  operation  in 

which  all  pathology  present  is  removed;  and, 
second,  to  avoid,  like  the  rtlague,  all  opera- 
tions within  the  abdomen  during  the  inflam- 
matory stage.  Fnr  the  same  reason  avoid  all 
emergency  operations  as  far  as  possible.  Of 
course,  emergency  operations  must  be  done 
— especiallv  in  acute  appendicitis  cases — but 
if  the  patient  is  operated  on  at  the  correct 
time,  the  inflammation  has  not  spread  be- 
yond the  appendix,  and  postoperative  ad- 
hesions are  so  avoided.  On  the  other  hand, 
think  of  the  terrible  postoperative  intestinal 
adhesion  cases  which  have  required  reopera- 
tion, and  you  will  recall  that  nearly  all  of 
them  were  due  to  ruptured  appendix  or  in- 
advised  removal  of  pus  tubes,  or  nearly  any 
of  the  emergency  operations,  excepting  acute 
appendicitis,  which  may  have  been  forced 
upon  the  surgeon.  The  density  and  quantity 
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of  adhesions  are  always  in  direct  proportion 
to  the  extent  of  the  peritonitis  which  was 
present  at  the  time  of  the  former  operation. 

Whenever  possible,  operations  during*  at- 
tacks of  jaundice  should  be  avoided.  In  my 
own  experience,  where  the  janudice  could 
rot  be  c’eared  up,  aside  from  obstruction  of 
the  common  duct  by  stone.  I have  often 
found  cancer  of  the  liver,  gallbladder,  or 
head  of  the  pancreas,  as  the  underlying 
cause. 

When  all  is  said  and  done,  surgical  chole- 
cystitis like  all  other  surgical  conditions — 
the  ear’ier  the  operation  the  better  the  re- 
sults. If  the  surgical  cases  are  separated 
from  the  medical  cases  as  promptly  as  pos- 
sible, more  and  better'  functional  recoveries 
will  result. 

DISCUSSION 

DR.  S.  D.  SWOPE,  El  Paso,  Texas:  Dr.  Vance’s 
paper  is  of  great  importance  to  all  of  us.  He  des- 
cribes exactly  the  symptoms  he  had  and  tells  us 
exactly  what  to  do  should  we  undergo  a similar 
ordeal.  He  has  given  us  a clear-cut  idea  of  the  con- 
dition, not  only  from  the  viewpoint  of  the  patient, 
but  has  also  told  us  how  it  should  be  cared  for  by 
the  surgeon. 

DR.  VANCE,  (closing):  I realize  that  this  sub- 
ject, or  even  one  phase  of  it,  is  entirely  too  great  to 
cover  in  any  one  paper,  I just  wanted  to  make  such 
persona]  observations  of  the  things  that  appealed 
to  me  and  to  comment  upon  them.  All  these  cases 
of  pain  in  the  epigastrium  should  be  thoroughly 
worked  out,  before  operation,  from  a medical  stand- 
point. When  they  do  not  work  out  properly  with 
medical  treatment,  then  call  in  the  surgeon  without 
delay.  As  far  as  the  necessity  for  a surgeon  in 
early  cases  of  cholecystitis  is  concerned,  I do  not 
think  it  advisable;  all  surgery  should  be  done  most 
conservatively,  except  in  those  cases  where  it  must 
be  done  at  once,  and  then  there  should  be  no  delay. 

BRAIN  INJURIES 

S.  D.  SWOPE.  M.  D. 

El  Paso,  Texas 

( Read  before  The  New  Mexico  Medical  Society, 
at  its  Forty-Ninth  Annual  Meeting,  at  Albuquerque, 
N.  M.,  May  20-22,  1931.) 

Brain  injuries,  though  among  the  most 
common  of  all  serious  traumata,  have  re- 
ceived very  little  real  attention  by  modern 
medicine,  previous  to  the  last  twenty  years. 

The  skulls  of  ancient  Peruvians  that  show 
many  evidences  of  crude  trephining  for  de- 
compression, must  have  received  many  hard 
knocks  with  war  clubs  and  stone  hatchets, 
to  iust’fy  the  prehistoric  surgeon  in  his  ef- 
forts to  remove  pressure  on  the  delicate 

1 rain  substance  by  the  use  of  obsidian 
knives.  The  store  hatchet  and  war  club  are 
no  longer  important  factors  in  our  consider- 
ation of  brain  injuries,  but  a new  jugger- 
naut has  come  into  being,  and  the  head  in- 
juries by  automotive  vehicular  transporta- 
tion have  brought  about  much  consideration 
of  cerebral  injuries. 


Brain  injuries  can  be  divided  into  four 
classes:  those  resulting  from  external  viol- 
ence; those  resulting  from  infection  (of  the 
encephalon  or  its  covering  membranes  by 
some  hemolytic,  morbific  agent)  acute,  chro- 
nic, general  or  localized  in  character;  those 
arising  from  new  growths  (of  biologic  pri- 
gin)  ; and  those  arising  from  psychic  shock. 

Bra'n  injuries  resulting  from  external 
force  may  be  divided  into  concussion,  com- 
pression, compound  and  comminuted  frac- 
tures of  the  bony  protection  with  lacerations 
and  punctures  resulting.  Each  of  these  con- 
ditions presents  specific  reasons  for  due  con- 
sideration in  each  individual  case. 

We  will  consider  chronic  injuries  from  ap- 
parently mdd  force.  One  of  the  first  con- 
siderations of  a neuropsychiatric  case  is  to 
decide  whether  the  injury  is  due  to  cell 
changes  or  communicating  track  injury.  The 
decision  is  not  always  easy  to  make,  as  to 
whether  the  condition  is  due  to  injury  to 
bra'n  substance,  neuronic  and  dendritic  in 
character,  or  to  cordal  influence. 

By  far  the  greater  number  of  injuries  of 
the  brain  are  due  to  concussion.  When  we 
lake  into  consideration  the  ease  with  which 
external  violence  may  be  applied  to  the  cra- 
nium, the  delicate  character  of  the  contents 
of  the  skull  and  its  intricate  complex,  psy- 
chological activity,  we  can  easily  understand 
what  present  damage,  and  deleterious  re- 
mote effects,  may  be  produced  by  even  slight 
externa* 1  force.  A rupture  of  the  middle  me- 
ningeal artery  or  its  branches,  for  example. 
Surely  we  are  frequently  called  upon  to 
eva’uate  the  statement,  “He  has  not  been 
exactly  right  since  receiving  a lick  on  the 
head”,  though  upon  inquiry  the  traumatism 
would  seem  to  be  of  little  significance. 

In  the  consideration  of  the  lacerated  and 
mmctured  wounds  of  the  brain,  we  do  not 
have  the  question  of  compression  so  much 
as  that  of  infection  and  destruction  to  some 
of  the  cerebral  tissues ; though  we  must  ever 
be  reminded  that  a very  small  wound  may 
so  distrub  a communicating  branch  that  a 
serious  para1  y sis  may  result.  Especially  is 
this  true  of  the  smaller  tracks  that  com- 
municate through  the  intracranial  nerves. 
With  fir's  cla^s  of  wound,  the  importance 
of  drainage  is  most  manifest,  since  a com- 
r’ete  c’osure  in  the  early  stages  might  re- 
sult in  intracranial  pressure  from  the  ex- 
cessive secretion  or  edematous  effects. 

HEMOLYTIC  INFECTIONS 

The  bountiful  supply  of  the  circulation 
vRh'n  the  brain  makes  infection  through- 
out the  blood  stream  easily  accomplished. 
The  character  of  the  brain  tissue  and  its 
enveloping  fluid  represents  unusually  good 
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cultivating  medium  for  bacterial  growth.  A 
blood-stream  infection  is  a constant  menace 
to  cerebral  injury.  In  the  analysis  of  any 
chronic  condition,  no  diagnosis  should  be 
made  without  proper  consideration  of  past 
infectious  disease  that  may  have  affected  or 
may  now  affect  the  brain  of  the  individual. 
We  have  only  to  recall  to  our  minds  Parkin- 
son’s syndrome  to  be  able  to  thoroughly  ap- 
preciate the  foregoing  statement. 

In  some  of  the  simpler  concussions,  we 
have  brain-cell  changes  and  communicating 
tract  injuries,  from  which  recovery  may 
never  be  complete.  Compression  is  probably 
the  most  important  factor  in  a very  large 
percentage  of  our  brain  injuries.  What  would 
have  seemed  to  be  a simple  concussion,  with- 
out objective  symptoms,  is  sometimes  fol- 
lowed by  serious  compression,  by  hemor- 
rhage or  an  excess  of  cerebral  fluid.  I have 
seen  a severe  extradural  hemorrhage  result 
from  a comparatively  slightly  bumped  head ; 
requiring  prompt  decompression,  as  an  em- 
ergency operation. 

In  this  connection,  I deem  it  fitting  to 
consider  the  vast  amount  of  injuries  done 
by  compression  during  the  passage  of  the 
fetal  head  through  the  parturient  canal. 
Birth  injuries  are  much  more  common  than 
I ever  imagined  they  could  be  before  I took 
up  this  branch  of  study.  Within  the  past 
year,  I have  seen  twenty-five  cases  of  injury 
of  neuropsvchiatric  character  resulting  from 
birth  injury.  These  cases  have  ranged  from 
comparatively  simple  paralysis  to  dilated 
ventricles  from  obstruction  of  traumatic 
origin  in  the  aqueduct  of  Sylvius,  foramen 
of  Luzka  and  Magenda.  Among  these  cases 
are  quite  a number  of  hemaplegias  due  to 
rupture  of  blood  vessels  during  birth.  The 
possibility  of  cerebral  herniation,  through 
the  foramen  magnum,  should  receive  atten- 
tion. 

When  we  take  into  due  consideration  the 
physical  conditions  pertaining  during  the 
act  of  parturition,  we  are  rather  surprised 
that  these  accidents  do  not  occur  more  fre- 
quently. I am  reasonablv  certain  that  much 
of  the  fretfulness  of  early  infantile  life  (cry- 
ing baby)  that  nothing  seems  to  relieve,  is 
due  to  some  form  of  injury,  and  frequently 
that  injury  is  of  the  brain.  Most  of  these 
injuries  can  be  classified  as  occurring  in 
primal  births,  forceps  interruption,  and  ex- 
cessive stimulus  of  the  uterine  musculature. 
Of  course,  large  heads  and  contracted  pelves 
come  in  for  their  share  of  consideration.  Of 
these  birth  injuries,  hemorrhage  is  probably 
the  commonest  of  all  conditions,  and  its  sig- 
nificance may  notr  become  apparent  for  con- 
siderable time  after  the  injury  has  been 


received.  In  a recent  series  of  three  hundred 
consecutive  births,  in  the  New  York  Lying- 
In  Hospital,  in  which  the  spinal  fluid  was 
examined,  in  a large  percentage  the  fluid 
was  found  bloody. 

COMPOUND  COMMINUTED  FRACTURES 

Compound  comminuted  fractures  of  the 
bony  vault  are  serious  in  proportion  to  the 
injury  done  to  the  underlying  structures. 
The  most  common  injury  is  compression  due 
to  the  depression  of  bone.  The  next  most 
frequent  is  infection,  wh'ch  may  be  either 
local  or  distributed,  by  the  circulation,  to 
any  part  of  the  brain  substance. 

If  we  can  be  assured  that  there  is  no 
serious  injury  to  the  brain  substance  or  its 
covering  membranes,  and  can  remove  the 
pressure  and  prevent  infection,  we  need  not 
be  anxious  about  the  results  regardless  of 
the  extent  of  the  injury.  I have  seen  the 
whole  frontal  bone  smashed  in  by  the  kick 
of  a mule,  the  dura  lacerated,  with  some  loss 
of  brain  substance,  with  recovery  complete 
without  physical  or  mental  deterioration.  Of 
course,  this  is  in  a comparatively  silent  area. 
I have  seen  both  parietal  so  injured,  with 
compound  comminuted  fractures  involving 
the  vault,  over  the  principal  motor  areas, 
and  the  patient  practically  return  to  normal 
usefulness,  where  decompression  and  asepsis 
were  carried  out. 

INFECTIONS 

The  commonest  morbific  agent  that  we 
have  to  contend  with  in  brain  infections  is 
probably  our  ever-present  influenza  bacillus. 
It  is  an  insidious  agent  whose  baleful  in- 
fluence may  manifest  itself  after  apparent 
recovery  of  the  patient  from  the  influenza 
has  become  comp’ete.  Then  we  have  dip- 
theria,  scarlet  fever,  measles,  rabies,  mumps, 
malaria,  vaccines,  and  even  tapeworm  and 
others,  to  think  about.  A recent  case  of  Cys- 
ticerous  cellulosae  has  been  demonstrated, 
in  the  City-County  Hospital  of  El  Paso, 
through  the  efficiency  of  one  of  our  younger 
patho’ogists  and  his  enthusiasm  for  post- 
mortem findings.  How  many  times  have  we 
had  mild  influenza  conditions  with  rapid  ap- 
parently complete  recovery,  followed  by  the 
statement,  “I  have  a lethargic  condition.  I 
can  hardly  keep  awake,  I am  sleepy  all  the 
time”!  Practically  all  of  these  cases  have 
some  form  of  encephalitis,  varying  only  bv 
the  degree  of  involvement  of  the  cerebral 
tissues.  The  extreme  cases  of  Parkinson’s 
(paralysis  agitans)  are  a1  ways  recognized, 
but  the  milder  cases  frequentlv  go  through 
life  with  the  psychoneurotic  handicap  in- 
fluencing them  further  mental  and  physical 
activity.  Then  we  have  cerebral  syphilis  with 
its  baleful  influence  on  the  central  nervous 
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system,  including  the  mental  conditions. 
Fortunately,  we  have  perfected  the  examina- 
tion of  the  blood  and  spinal  fluid  to  a point 
where  luetic  infections  of  the  blood  stream 
and  the  brain  can  be  detected  in  practically 
all  instances.  I make  a routine  practice  of 
having  the  spinal  fluid  examined  in  all 
psychoneurotic  cases  and  especially  .require 
it  in  all  cases  where  the  psychosic  element 
is  paramount. 

Tuberculosis  gives  us  much  food  for  con- 
sideration, especially  in  a county  like  ours, 
which  imports  so  many  tubercularly  infect- 
ed. Tuberculomas,  as  we1!  as  abscesses  of 
probable  tubercular  origin,  require  due  con- 
sideration : in  fact,  even  a simnle  localized 
infection  of  the  pus  germ  character,  in  a re- 
mote organ,  may  prove  a most  important 
factor  in  future  cerebral  conditions. 

Of  new  growths  we  have  time  for  only 
sh’ght  consideration.  Thev  are  various,  but, 
with  our  present  knowledge,  their  presence 
and  position  can  be  determined  without  great 
difficulty.  It  is  not  always  possible  to  de- 
termine the  question  of  their  character,  and 
the  most  pathognomonic  symptom  is  in- 
tracranial pressure  and  its  effects. 

TREATMENTS 

The  most  important  element  in  treatment 
is  diagnosis,  and  the  most  difficult  element 
of  the  diagnosis  is  its  physical  character  and 
regional  distribution.  It  has  already  been 
gathered,  from  the  foregoing,  that  intra- 
cranial pressure  and  inflammatory  action 
must  have  the  first  consideration  in  the 
treatment  of  brain  injurv.  It  is  a principle 
now  well  defined  that  intracranial  pressure 
should  be  relieved  as  quick  as  shock  or  other 
specially  contraindicating  conditions,  such 
as  great  loss  of  blood  and  impossible  sur- 
roundings, are  relieved.  I think  it  is  a prin- 
ciple that  pressure  uron  the  cerebral  tissue 
should  be  removed  at  the  earliest  possible 
moment  consistent  with  the  conditions  ex- 
isting, whether  that  pressure  be  from  ex- 
Jernal  pressure  (depressed  bone)  or  internal 
pressure  from  hemorrhage,  edema,  swelling, 
hydrocephalic  conditions  or  neoplasms. 
Spinal  puncture  with  manometric  control 
gives  us  a means  of  controlling  a consider- 
able percentage  of  intracranial  pressure. 
Cisternal  puncture  and  ventricular  puncture 
are  justifiable  and  practical,  but  are  ex- 
treme measures  which  should  eb  in  the 
hands  of  experts  only.  Gummatous  growths 
melt  away  like  maeic  under  proper  luetic 
treatment,  and  in  this  condition  let  us  con- 
tinue to  remember  the  efficiency  of  our 
friends,  mercury  and  potassium  iodide.  I 
think  that,  in  the  case  of  any  growths  other 
than  luet;c,  when  they  can  be  reasonably 


well  located,  the  attempt  at  their  removal  is 
practically  always  justified,  since  these  con- 
ditions are  not  amenable  to  therapeutic 
measures  and  the  prognosis  is  always  grave. 
Decompression  through  temporoparietal  ex- 
posure, always  with  dural  opening  and  drain- 
age when  indicated,  will  save  many  of  our 
otherwise  hopeless  cases  and  shorten  the 
convalescence  of  many  of  those  who  drag  on 
for  a considerable  period  of  time.  Recently, 
in  the  persuance  of  our  work  in  a pathologic 
society  at  El  Paso,  we  had  occasion  to  re- 
move a brain  in  which  there  was  an  intra- 
dural hemorrhage  some  fifteen  years  ago. 
This  hemorrhage,  being  in  the  rolandic  area, 
was  easily  located.  A timid  surgeon  tre- 
pihined  the  skull  but  did  not  extend  the  open- 
ing. He  missed  the  hemorrhage  by  only  a 
few  centimeters.  The  hemorrhage  was  ulti- 
mately absorbed,  but  not  until  the  compres- 
sion had  left  a large  depressed  area  in  the 
cerebrum  some  four  inches  in  diameter 
with  a thickness  of  more  than  an 
inch.  There  was  some  evidence  of  the  old 
b’ood  c’ot..  but  this  circumscribed  space  was 
fi’led  with  a straw-colored  fluid.  Had  the 
dura  been  opened,  at  least  some  of  the  blood 
would  probably  have  escaped  through  the 
drainage. 

Encephalitis  and  its  effects  are  having 
considerable  consideration.  The  most  impor- 
tant receut  discovery  is  probably  the  effect 
of  fresh  tincture  of  stramonium  on,  the  Par- 
kinson’s syndome  condition.  I have  been  us- 
insr  this  preparation  for  more  than  a year 
with  satisfactory  results  in  all  cases,  from 
the  severest  to  the  mildest. 

So  far,  the  profession  has  nothing  to  offer 
for  the  tubercular  conditions  of  the  brain. 

Certainly  abscesses  should  be  evacuated  as 
soon  as  they  are  diagnosed,  since  the  pos- 
sibility of  retaining  pus  pockets  by  circum- 
scribed infiltration  is  practically  impossible 
in  most  of  the  brain  tissue.  We  are  now  hav- 
ing a great  deal  said  about  the  diagnostic 
possibilities  of  ventricular  cephalograms.  We 
have  had  a few  cases  where  cephalograms 
would  seem  to  have  been  beneficial  in  the 
diagnosis,  but  as  yet  sufficiently  favorable 
conditions  have  not  been  presented  to  enable 
us  to  practise  this  procedure. 

Treatment  of  psychic  trauma  is  a chapter 
too  long  to  be  written  into  this  paper.  A 
kuowledge  of  this  condition  can  be  attained, 
but  by  long  and  persistent  research,  and  its 
treatment  is  largely  through  the  modern 
science  of  psychotherapeusis.  It  requires 
knowledge,  ingenuity  and  patience,  but  the 
greatest  of  these  three  is  patience. 

DISCUSSION 

DR.  JOHN  R.  EVANS,  Denver,  Colo.:  I was 
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particularly  interested  in  Dr.  Swope’s  paper  and 
have  enjoyed  it  very  much,  especially  that  portion 
of  it  relating  to  birth  injuries.  It  occurs  to  me  that 
we  have  paid  too  much  attention  to  operative  ob- 
stetrics as  producing  brain  injuries,  and  that  per- 
haps long-continued  labor,  drawn  out  for  many 
hours,  does  more  damage  to  the  brain  than  we  real- 
ize. There  is  another  definite  condition  of  women 
in  pregnancy  in  which  there  is  extreme  high  ten- 
sion, no  albumin,  no  known  toxemia,  and  where 
they  have  insomnia  and  are  very  irritable.  The 
children  born  of  these  mothers  are  very  hard  to 
bring  up.  In  the  first  few  days  of  life,  they  often 
die  apparently  from  no  reason.  This  toxic  condition 
may  tend  to  brain  injury. 

DR.  SWOPE,  (closing):  While  I did  not  touch 
upon  the  obstetrical  side  of  the  question,  I did 
mention  that  instrumental  delivery  and  the  over- 
expansion of  the  uterine  musculature  might  be 
responsible  for  a large  share  of  these  injuries.  The 
toxic  state  that  we  find  in  advanced  labor  and  all 
the  way  through  pregnancy  in  certain  women,  may 
be  due  to  some  disturbance  to  the  brain  circulation, 
but  I have  always  set  it  down  in  my  mind  as  due 
to  some  glandular  disturbance. 

HYPERTENSIVE  DISEASE 

DAN  G.  STINE,  M.  D., 

Columbia,  Mo. 

(Read  before  the  New  Mexico  Medical  Society, 
at  its  Forty-ninth  Annual  Meeting,  at  Albuquerque, 
N.  M.,  May  20-22,  1931.) 

This  is  a disease  characterized  by  increas- 
ing arterial  tension  that  has  passed  140  mm. 
of  mercury  systolic  over  90  mm.  diastolic,  in 
an  individual  under  forty,  or  150  mm.  sys- 
tolic over  100  mm.  diastolic,  in  an  individual 
over  forty. 

We  are  bothered  somewhat  by  a confusion 
of  terms  in  reference  to  diseases  affecting 
the  arteries,  the  kidneys,  and  the  heart.  Hy- 
pertensive disease  does  not  mean  arterioscle- 
rosis, nor  does  arteriosclerosis  necessarily 
mean  hypertension.  Even  arteriosclerosis 
deos  not  seem  to  be  an  entity.  We  have  to 
differentiate  between  the  individual  suffer- 
ing from  soft  atheromatous  changes  in 
the  intima  of  his  aorta  and  the  individual  in 
whom  the  x-ray  pictures  of  his  legs  show  an 
unsuspected  calcification  of  the  media  of 
the  tibial  and  oppliteal  arteries.  Neither 
of  these  individuals  presents  hyperten- 
sion early  in  the  disease  and  may  never 
do  so.  There  is,  however,  an  arterial  change 
noted  in  hypertension— a diffuse  hypolastie 
sclerosis — a subepithelial  thickening  of  the 
intima,  hyalin  at  first  but  later  becoming 
fatty.  The  thickening  of  the  intima  causes 
narrowing  of  the  lumen.  There  is  also  a re- 
duplication of  the  internal  elastic  lamina. 
This  is  most  marked  in  the  small  and  term- 
inal arterioles,  appearing  early  and  most 
constantly  in  the  afferent  arterioles  of  the 
kidney  and  terminal  arterioles  of  the  skin ; 
the  arteries  of  the  myocardium,  lungs,  and 
gastro-intestinal  tract  becoming  involved 
late  and  usually  not  to  a marked  degree, 


This  is  probably  the  result,  rather  than  the 
cause,  of  hypertension.  The  changes  in  the. 
elastic  tissue  are  a response  to  the  strain 
of  long-continued  and  increased  intra-arter- 
ial pressure.  The  change  in  the  arterioles, 
noted  above,  is  the  same  arterial  change 
that  is  found  in  the  heart  in  cardiac  hyper- 
trophy. 

Fishberg  investigated  the  arterial  lesions 
of  seventy-two  case  sf  hypertensive  disease 
coming  to  autopsy,  and  found  that  the  ar- 
terioles of  the  kidneys  were  affected  in  ev- 
ery case.  In  two-thirds  of  the  cases  the 
splenic  arterioles  were  affected ; in  one-half 
of  the  cases  the  arterioles  of  the  pancreas 
were  involved.  The  hepatic  arterioles  were 
affected  in  less  than  one-third,  the  cerebral 
arterioles  in  about  one-fifth.  This  is  a strik- 
ing difference  in  distribution  from  arterio- 
sclerosis, which  involves  primarily  the  large 
arteries  and  which  has  a predilection  to  the 
heart,  the  brain  and  the  extremities. 

There  is  also  confusion  between  the  kid- 
ney involvement  in  hypertension  and  in 
chronic  Rright’s  disease,  so  that  it  is  neces- 
sary to  differentiate  the  granular  kidney  of 
hypertension  from  the  senile  arterioscler- 
otic kidney  and  the  kidney  of  chronic  glom- 
erular nephritis.  In  the  true  granular  kid- 
ney of  hypertension,  we  are  dealing  with  a 
morbid  process  that  is  not  primarily  renal 
but  on  account  of  which  grave  renal  damage 
may  result.  The  lack  of  relationship  be- 
tween the  evidence  of  renal  involvement  and 
the  blood  pressure,  usually  enables  one  to 
identify  the  type  of  kidney  lesion. 

It  is  also  easy  to  mistake  the  large  fi- 
brosed powerfully  acting  heart  of  hyperten- 
sion for  chronic  myocarditis.  The  estima- 
tion of  the  pulse  pressure  here  is  valuable, 
as  the  hypertensive  heart  delivers  a large 
amount  of  blood  very  forcefully,  so  that 
sometimes  a capillary  or  even  a venous  pulse 
can  be  observed,  while  the  myocardial  heart, 
although  large,  has  a weak  musculature 
and  a low  pulse  pressure. 

These  differentiations  are  not  always 
clinically  easy,  for  in  some  instances  we  find 
the  palable  arteries  becoming  thick  and 
leathery  early  in  the  course  of  hypertension. 
Sometimes  we  find  large  amounts  of  albu- 
min, and  casts,  with  retention  of  protein 
metabolites  and  a lowered  kidney  function, 
early  in  the  course  of  hypertension.  Again, 
we  will  find  a marked  increase  in  the  trans- 
verse diameter  of  the  heart  and  increase  in 
the  breadth  of  the  aorta  eai’ly  in  the  course 
of  hypertension.  As  we  follow  the  progress 
of  the  disease,  however,  the  varying  pic- 
tures become  more  uniform  until  there  is  a 
marked  uniformity  in  the  manner  of  their 
termination. 
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Mild  hypertensive  disease  has  been  de- 
scribed in  young  individuals.  Alvarez  dis- 
covered forty-five  per  cent  of  hypertension 
amoung  male  university  students  and  twelve 
per  cent  among  female  students.  In  the  Stu- 
dent Health  Service  of  the  University  of 
Missouri,  mild  hypertension  is  common  but 
not  in  such  large  numbers.  I have  followed 
one  group  of  eleven  students,  whose  blood 
pressure  was  above  150  mm.  systolic  over 
90  mm.  diastolic,  for  eight  years.  During 
this  time  without  any  treatment,  they  have 
all  improved ; in  three,  the  blood  pressure 
becoming  normal.  I somewhat  doubt  that 
these  individuals  are  suffering  from  hyper- 
tensive disease  as  we  observe  it  in  the  mid- 
dle-aged individual,  for  the  middle-aged  pa- 
tient usually  has  a history  of  normal  blood 
pressure  readings  previous  to  the  onset  of 
his  disease,  and  in  the  young  individual  the 
hypertension  does  not  seem  to  be  progres- 
sive. 

ETIOLOGY 

All  remarks  on  the  etiology  of  hyperten- 
tion  are  speculative  for  as  yet  no  one  etio- 
logical factor  has  been  proved  the  cause  of 
the  disease.  However,  there  are  a number 
of  speculations  that  have  interested  me  and 
that  have  been  some  help  in  treatment.  Fol- 
lowing are  a few  of  the  many  theories  about 
the  cause  of  hypertension. 

That  it  is  due  to  an  imbalance  of  the  in- 
ternal glandular  secretions,  particualrly  of 
the  adrenals,  the  pituitary  and  the  ovary, 
has  only  the  hypertension  of  the  menopause 
in  women  to  recommend  it.  Major  has  had 
some  interesting  results  with  the  injection 
of  a liver  extract,  heparmone,  presumably 
containing  some  active  principle.  While  the 
depressor  effect  of  this  is  only  temporary, 
it  does  bring  about  an  improvement  in  the 
patient’s  vascular  apparatus,  a relief  of 
symptoms,  and  in  some  instances,  seeming- 
ly, a prolongation  of  life. 

Auto-intoxication  is  a favorite  theory  and 
purgation  certainly  plays  a frequent  and 
most  beneficial  role  in  the  treatment  of  the 
disease.  There  are  some  products  of  putre- 
faction, xanthin,  hypoxanthine,  guanin,  and 
so  forth,  which  have  pressor  effects  when 
introduced  into  experimental  animals. 

One  of  the  most  striking  clues  to  the  eti- 
o’ogy  of  hynertension  is  eclampsia.  Begin- 
ning with  the  muscular  cramps  in  the  legs 
in  pregnancy,  which  resemble  so  closely  the 
muscular  cramps  in  the  legs  of  hypertensive 
ratients,  and  continuing  through  the  kidney 
and  liver  damage  which  so  often  ends  with 
persistent  arterial  changes  and  hyperten- 
sion following  the  acute  attack,  the  similar- 
ity to  hypertensive  disease  is  striking. 

It  has  been  pointed  out  by  a number  of 


investigators  that  there  is  a slight  reduction 
of  blood  calcium  in  hypertension  and  that 
the  lowering  of  the  hypertension  has  been 
noted  after  the  administration  of  calcium. 
Also,  a number  of  remedies  that  are  known 
to  lower  blood  pressure,  such  as  blood  let- 
ting, exposure  to  ultraviolet  rays  and  expos- 
ure to  radium  emanation,  are  also  factors 
that  increase  the  calcium  metabolism  of  the 
body. 

Personally,  I have  tried  to  show  that  a 
normal  amount  of  calcium  in  the  blood 
stream  is  necessary  to  the  changing  of  such 
pressor  substances  as  the  guanidine  group 
into  the  inert  creatin  and  creatinin  or  into 
the  depressor  guanidine.  I have  been  un- 
successful except  to  demonstrate  that  the 
creatinin  is  often  diminished  below  normal 
in  the  urine  of  hypertensive  patients  but  is 
increased  with  the  administration  of  cal- 
cium. 

I think  that  it  is  significant  that  the  age 
in  which  hypertension  puts  in  its  appear- 
ance is  the  same  age  in  which  we  see  other 
evidences  of  a disturbance  of  the  calcium 
metabolism  of  the  body,  as  illustrated  by 
osteoporosis  involving  the  maxillae,  espe- 
cially around  the  roots  of  the  molars,  and 
less  often  in  the  humerus,  the  upper  ribs, 
and  the  scapulae. 

An  interesting  theory  is  that  hyperten- 
sion is  due  to  long-continued  spasm  of  the 
arterioles  caused  by  a neurosis  affecting 
chiefly  the  sympathetic  system,  and  it  is 
true  that  the  hypertensive  individual  has  a 
lack  of  stabilitv  of  his  vaso-motor  apparatus, 
this  being  markedlv  influenced  by  his  mental 
state.  Also,  that  his  hypertension  and  his 
emotional  instability  are  family  traits.  Also, 
that  he  has  a great  sensitivity  to  adrenalin 
and  a tendency  to  eosinophilia. 

Another  speculation  is  that  allergy  causes 
the  arteriole  spasm,  but,  in  my  experience, 
these  patients  have  shown  less  than  the 
usual  percentage  of  response  to  the  dermal 
tests  for  sensitivity. 

However,  to  me  the  most  attractive  theory 
is  that  of  calcium  deficiency  and  the  reten- 
tion of  certain  metabolites. 

Let  us  leave  these  etiological  speculations 
and  consider  the  individual  himself.  Here 
we  are  able  to  recognize  an  individual  who, 
in  his  bodily  makeup,  in  his  emotional  equi- 
librium, and  in  his  manner  of  living,  seems 
predestined  to  be  a sufferer  of  this  disease. 
There  is  no  better  description  than  that 
given  bv  Moschowitz : “The  patients  are 

overweight  and  sometimes  even  obese.  The 
neck  is  short,  their  bodily  movements  are 
sluggish,  their  carriage  and  walk  are  un- 
graceful and  they  lack  the  spring  and  ’elan’ 
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of  the  former  athlete.  Psychically,  these 
people  are  tense;  they  pursue  their  vocation 
with  tremendous  seriousness  and  worry 
over  trivialities.  In  consequence  they  are 
irritable.  Phlegm  and  hypertension  are,  in 
my  experience,  antagonistic.  Furthermore 
these  indivuals  have  narrow  intellectual 
horizons.  Their  interest  in  anything  outside 
their  business  is  desultory.  They  have  no 
hobbies.  In  their  leisure  hours  they  play 
cards,  sit  in  the  theatre,  read  the  news- 
papers, or  rehearse  the  business  activities 
of  the  day.  Their  sleep  is  not  restful  and 
they  ‘do  not  believe’  in  vacations.  Who  can 
not  recognize  in  this  picture  the  individual 
who  has  been  facetiously  termed  T.  B.  M., 
or  ‘ t’rel  business  man’,  whose  tastes  have 
activated  a large  portion  of  the  so-called 
modern  drama?  He  eats  well,  drinks  alcohol 
to  obtain  the  stimulation  that  his  mental 
faculties  do  not  afford,  and  his  most  violent 
daily  exercise  is  his  walk  to  and  from  the 
conveyance  that  takes  him  to  his  business. 
As  a rule,  these  people  are  ‘successful’,  and 
they  may  be  said  to  die  of  ‘success’.  His 
most  conspicuous  mental  incapacity  is  his 
inability  to  play.  He  is  no  longer  a child.  I 
take  it  that  most  of  us  have  something  of 
the  child  within  us.  Age  is  not  always  a 
matter  of  years.  The  greatest  tragedy  is 
when  the  spirit  of  the  child  goes  early,  as 
so  often  happens  when  it  is  blighted  by  the 
premature  struggle  for  existence  or  (the 
gloom  of  a depressing  environment.  Others 
keep  it  to  a ripe,  green  age;  others,  like 
Peter  Pan,  never  grow  up.  The  individual 
with  hypertension,  you  will  find,  on  the 
other  hand,  lacks  these  attributes  wholly  or 
in  a large  measure,  and  is,  mentally  and 
physically,  prematurely  old.  To  my  mind  it 
is  the  psychical  as  much  as  the  physical  that 
brings  on  premature  old  age.  A well-balanced 
life  requires  play  as  well  as  work,  an  alkali, 
if  you  may  so  put  it,  to  neutralize  the  cor- 
roding acid  of  the  ‘fret  and  fever’  of  our 
lives.” 

SYMPTOMS 

The  early  symptoms  are  lacking  unless  we 
can  describe  an  increased  capacity  for  work 
and  an  increasing  waist  line  as  symptoms. 
Given  an  individual  of  the  type  described 
above,  as  he  nears  fifty,  his  desire  to  work 
and  his  capacity  to  work  increase.  He  is 
ill  at  ease  when  not  mentally  employed ; 
meanwhile  headaches  become  common  and 
he  suffers  from  an  occasional  insomnia.  None 
of  his  symptoms  are  sufficiently  disagree- 
able to  cause  him  to  consult  a physician  until 
the  evidence  of  his  hypertension  is  found  in 
a routine  examination,  an  insurance  examin- 
ation, or  when  some  oculist  examines  his 
retinae  with  an  ophthalmoscope.  Then  it  is 


found  that  his  systolic  pressure  is  above 
170  mm.,  his  diastolic  pressure  is  about  110 
mm.  His  retinal  arteries  are  full  and  im- 
pinge upon  the  veins.  He  may  or  may  not 
have  a few  casts  or  a trace  of  albumin  in  the 
urine.  He  may  or  may  not  have  an  increased 
breadth  to  the  transverse  diameter  of  his 
heart  or  his  aorta.  Among  my  own  cases, 
twelve  per  cent  showed  definite  evidence  of 
kidney  involvement  in  their  beginning  hy- 
pertension. However,  no  larger  percentage 
of  these  died  from  uremia  than  of  those  in 
whom  these  findings  develop  late  in  the 
disease.  Twenty-two  per  cent  of  my  cases 
showed  some  increase  in  the  transverse 
diameter  of  the  heart  at  the  beginning  of 
their  hypertension  and  only  a slightly  larger 
percentage  of  these  died  from  coronary  oc- 
clusion and  congestive  heart  failure  than  of 
those  in  whom  this  cardiac  finding  was  ob- 
served late  in  the  disease. 

As  this  individual  is  at  the  height  of  his 
productivity,  it  is  not  deemed  advisable  to 
take  him  from  work.  His  diet  is  restricted, 
his  salt  intake  is  limited,  and  his  elimination 
is  promoted.  For  a time  he  improves.  Systolie 
pressure  drops,  but  his  diastolic  remains 
more  stubborn.  Shortly,  however,  both  begin 
to  rise  again  until  a fairly  high  degree  of 
tension,  180  mm.  systolic  over  120  mm. 
diastolic,  is  reached.  Here,  some  compensa- 
tory mechanism  is  built  up,  and  then  he  has 
a long  period  of  seeming  arrestment  of  his 
disease.  His  heart,  however,  gradually  en- 
larges and  his  arteries  become  thickened 
and  leathery.  It  is  probable  that,  during 
this  period  of  the  arrest  of  the  climb  of  his 
arterial  tension,  the  degeneration  and  nar- 
rowing of  the  arterioles  take  place,  and  it  is 
this  increasing  peripheral  resistance  that  is 
the  factor  that  eventually  overcomes  the 
unknown  mechanism  that  I have  mentioned. 
The  systolic  blood  pressure  climbs  to  well 
over  200  mm.  and  the  diastolic  rises  to  140 
mm.  or  over.  The  heart  further  enlarges. 
The  aorta  dilates.  The  kidneys  show  urinary 
evidence  of  damage,  especially  in  their  ability 
to  concentrate  the  urine  at  night,  although 
their  function  otherwise  may  seef  only 
slightly  imapired.  The  patient,  now,  is  rest- 
less. He  is  full  of  energy,  rises  early  in  the 
morning  and  is  eager  for  work.  On  physical 
exertion  he  notices  a substernal  sensation 
of  constriction  or  actual  aching  pain.  This 
may  set  a definite  limit  to  his  physical 
activities  but  usually  does  not  end  in  an 
anginal  attack.  He  is  subject  to  a sense  of 
fullness  in  his  head,  or  his  head  aches.  He 
is  dizzy  and  complains  of  a ringing  in  his 
ears.  Not  only  are  his  arteries  thickened 
and  full,  but  on  venesection  it  is  often  noted 
that  the  veins  have  become  markedly  thick- 
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ened  and  the  venous  blood  is  held  under  con- 
siderable pressure.  During-  this  phase  of  his 
sickness,  there  develops  in  the  patient  a 
distinct  mental  change.  He  becomes  irritable. 
He  is  suspicious  of  his  business  associates 
and  sometimes  of  members  of  his  family. 
His  judgment  pertaining  to  his  business  af- 
fairs usually  remains  unimpaired.  However, 
his  moral  tone  may  degenerate.  For  many 
years,  I have  been  interested  in  clipping 
newspaper  descriptions  of  scandalous  epi- 
sodes involving  well-known  men  over  fifty- 
five  years  of  age.  I then  watch  for  their 
obituaries,  which  I clip  and  pin  to  the  or- 
iginal clipping.  The  difference  in  time  will 
average  about  two  and  one-half  years,  and 
the  description  of  the  character  of  death 
leads  one  to  believe  that  it  is  the  termination 
of  hypertensive  disease. 

Death  in  hypertensive  disease  may  be 
vascular  from  cerebral  hemorrhage;  cardiac, 
with  sudden  death  in  coronary  occlusion,  or 
the  more  prolonged  death  from  congestive 
heart  failure ; or,  what  in  my  experience  has 
been  more  common,  the  development  of 
uremia  and  a death  in  coma.  I have  seen 
patients  die  in  uremic  coma  who  a week 
before  death  showed  no  evidence  of  a re- 
tension of  non-protein  nitrogen,  dye  reten- 
tion, or  retinal  hemorrhage,  to  indicate  a 
failing  kidney. 

TREATMENT 

The  most  sure  method  of  bringing  about 
relief  from  the  symptoms  of  the  disease,  is 
rest.  Rest  is  the  best  test  of  vascular  func- 
tion in  hypertension.  If  the  blood  pressure 
falls  to  nearly  normal  with  several  days’ 
rest  in  bed,  if  there  is  no  increase  in  the 
transverse  diameter  of  the  heart,  if  the 
kidney’s  ability  to  concentrate  urine  is  nor- 
mal, and  there  are  no  albumin  or  casts  in 
the  urine,  then  I think  the  outlook  for  treat- 
ment is  very  favorable.  If  rest  will  lower  the 
blood  pressure  (and  let  us  not  forget  that,  al- 
though we  have  an  instrument  of  precision 
to  measure  this  symptom,  it  is  only  one  of 
the  many  characteristic  of  the  disease),  rest 
will  keep  it  down.  This  has  been  brought 
home  to  me  in  a striking  manner  in  watching 
the  progress  of  another  disease.  In  the  last 
few  years,  another  evidence  of  the  stress 
and  strain  of  living  has  appeared  in  great 
frequency  in  my  community,  that  is  the 
symptom  complex  which,  with  accompanying 
states  of  profound  mental  anxiety,  is  called 
neurasthenia.  The  usual  tratement  for  this 
is  prolonged  and  profound  rest — my  cases 
averaging  six  months  in  bed.  Among  their 
number  have  been  a few  patients  suffering 
also  from  hypertension.  I have  found  that 
at  the  end  of  six  months  all  these  patients 
were  much  improved  in  their  hypertension, 


and  those  who  had  no  enlargement  of  the 
heart  and  no  kidney  damage  before  going 
to  bed,  lost  all  evidence  of  hypertension  and 
remained  much  improved  after  their  rest 
period  was  over.  How  long  this  improvement 
lasted  in  all  hypertensive  cases  depended 
upon  the  amount  of  activity  the  individual 
engaged  in  when  released  from  bed.  As 
there  seems  to  be  a rebound  from  mental 
depression  to  mental  exhilaration  in  recovery 
from  neurasthenia,  I was  unable  to  carry 
out  a long  period  of  partial  rest  following 
confinement  to  bed.  A few  individuals,  how- 
ever, in  spite  of  rather  strenuous  activity, 
have  remained  seemingly  well  over  a period 
of  a few  years.  I feel  that  in  rest,  long  con- 
tinued mental  and  physical  rest,  we  have 
our  greatest  curative  factor  in  hypertension. 

Next  in  importance  to  rest,  is  diet — not 
in  character  of  food  but  in  its  amounts. 
These  individuals  are  large  eaters  and  are 
usually  obese.  It  is  well  to  limit  their  intake 
of  food  to  such  an  amount  as  will  maintain 
their  weight  at  something  slightly  less  than 
the  agerage  for  their  height.  Among  my 
patients,  I find  that  the  consumption  of  salt 
is  unusually  high.  This  I restrict  to  a 
moderate  amount. 

I have  observed  no  striking  results  from 
the  administration  of  drugs.  Luminal  is  use- 
ful to  allay  mental  irritation.  Coronary  dil- 
ators are  useful  when  indicated.  I have  seen 
no  results  from  the  administration  of  the 
nitrites.  Digitalis  will  aid  a crippled  heart 
to  limp  a little  longer.  I do,  however,  ad- 
minister calcium  with  the  use  of  ultraviolet 
rays  or  the  administration  of  irradiated 
ergosterol. 

The  greatest  thing  in  the  treatment  is  to 
have  clearly  in  mind  the  little  we  know 
about  the  disease  process.  To  have  also  in 
mind  the  much  we  can  learn  about  our 
patient.  If  he  is  seen  early  in  his  disease,  a 
long  period  of  rest  will  improve  his  condi- 
tion. During  that  time  we  must  attempt  to 
change  his  whole  philosophy  of  living.  We 
must  broaden  his  mental  activity;  te^ch 
him  to  be  patient — that  he  must  always  be 
mentally  calm.  Teach  him  to  think  slowly, 
speak  slowly,  act  slowly.  Build  up  the  mus- 
culature of  his  body  by  passive  exercise  and 
massage  during  his  long  period  of  rest.  Make 
the  care  of  his  body  a real  factor  in  his  life 
after  this  period  of  rest.  Teach  him  that  the 
joy  of  a fully  distended  stomach  must  never 
be  his  again,  and  that  any  gain  in  weight 
is  the  beginning  of  a real  relapse.  Even  with 
all  this  we  will  experience  many  failures, 
but  I feel  that  you  will  enable  a few  con- 
scientious individuals  to  recover  or,  rather, 
keep  their  disease  arrested. 
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DISCUSSION 

DR.  R.  O.  BROWN,  Santa  Fe:  I should  like  to 
ask  Dr.  Stine  if  he  has  found  diet  to  be  of  any 
value  in  hypertension.  Another  item  that  interests 
us  in  the  highest  parts  of  New  Mexico  is  the  ques- 
tion of  the  altitude.  Some  say  that  a high  altitude 
is  not  good  for  this  class  of  patients,  while  others 
maintain  it  makes  no  difference,  that  hypertensive 
cases  do  just  as  well  on  rest,  diet  or  relaxation  in 
a high  altitude,  as  in  a low  one.  One  of  the  dif- 
ficulties encountered  in  the  highly  energetic  type 
of  person,  who  works  all  the  time  and  cannot  be 
content  unless  busily  employed  at  something,  is  to 
persuade  that  kind  of  patient  to  take  the  rest  treat- 
ment so  necessary  in  hypertension. 

DR.  S.  L.  BURTON,  Albuquerque:  I am  very  glad 
to  have  heard  Dr.  Stine’s  paper  and  think  it  a very 
excellent  one.  The  treatment  of  hypertension  re- 
minds me  of  my  own  condition.  For  years  I was  not 
able  to  take  life  insurance  on  account  of  low  blood 
pressure.  Since  having  an  attack  of  pernicious 
anemia,  and  being  put  on  liver  extract,  I can  now 
eat  everything  and  my  blood  pressure  has  been 
elevated.  I began  to  use  liver  extract  gradually 
and  now,  in  two  years’  time,  my  blood  pressure  has 
increased  and  the  hemoglobin  is  equal  to  that  of 
every  one. 

DR.  JAMES  VANCE,  El  Paso,  Texas:  In  surgery, 
we  run  across  a great  many  of  these  hypertensive 
cases,  but  my  observation  has  been  that  farmers 
and  laborers,  as  a rule,  do  not  have  hypertension. 
I should  like  to  ask  Dr.  Stine  what  effect,  if  any, 
heavy  alcoholic  drinking  has  in  this  connection. 
From  a surgical  point  of  view,  in  cases  where  the 
blood  pressure  is  over  200,  the  best  method  is  to 
give  spinal  anesthesia.  This  works  very  beautifully. 
I formerly  used  ether,  but  spinal  is  much  more 
satisfactory  in  every  way,  these  cases  doing  re- 
markably well  under  it. 

DR.  STINE  (closing):  In  answer  to  Dr.  Brown,  I 
find  a salt-free  diet  to  be  very  beneficial.  In  a well 
developed  case  of  hypertension,  the  most  we  can 
hope  for  is  from  rest.  As  to  altitude,  I do  not  know 
anything  about  its  effects.  I do  not  think  that  over- 
work has  so  very  much  to  do  with  this  condition. 
The  individual  who  takes  his  work  lightly  and 
leisurely  and  yet  turns  out  an  enormous  amount  of 
it,  comes  out  all  right.  The  tense,  high-strung  in- 
dividual who  takes  his  work  home  with  him,  is  the 
one  who  suffers  most. 

In  reply  to  Dr.  Vance,  farmers  in  my  state  have 
been  under  a severe  mental  strain  the  last  few 
years.  I do  see  hypertension  among  the  farmers, 
but  it  is  usually  among  those  who  have  a very  good 
lot  of  land  and  who  do  very  little  work  on  it 
themselves,  so  have  a lot  of  time  to  worry.  They 
have  quit  milking  cows  and  doing  the  chores,  and 
have  developed  mental  sti’ess  and  hypertension. 
Of  course,  arteriosclerosis  is  common  among  labor- 
ers, but  that  is  a different  thing  from  hypertension- 
Alcoholics  have  low  blood  pressure  and  I do  not 
think  alcohol  is  a factor  in  hypertension.  Tobacco 
I am  doubtful  about,  but  believe  it  is  innocent,  and 
while  alcohol  seems  to  spare  the  arteries  it  pro- 
duces damage  to  other  parts  of  the  body. 


TRICHINOSIS 

(Report  on  a Series  of  Cases) 

J.  A.  RAWLINGS,  M.D., 

CHESTER  AWE,  M.D.,  and 
J.  MOTT  RAWLINGS,  M.D., 

El  Paso,  Texas. 

Dr.  J.  A.  Rawlings 

I wish  to  present  an  interesting  series  of 
cases  that  occurred  in  my  practice  and  in 
that  of  three  of  our  colleagues. 

On  February  first,  a family  of  six  chil- 
dren, ranging  from  a young  adult  to  a child 
of  six,  fell  ill  with  similar  symptoms,  vary- 
ing only  in  degree.  They  began  with  fever, 
aching  in  the  back  of  the  head,  soreness  of 
muscles  and  edema  of  the  face  and  eyelids. 
There  were  no  respiratory  symptoms  of  any 
kind ; the  chief  symptom  being  the  edema  of 
the  face,  the  temperature  from  101°  to  104°, 
and  the  pulse  being  15  to  30  beats  higher 
than  normal. 

There  were  different  degrees  of  severity, 
the  boy  of  ten  being  the  sickest  of  the  num- 
ber. This  boy  had  an  urticarial  spot  on  his 
chest  four  or  five  inches  in  diameter,  and 
had  had  other  areas  of  urticaria  as  well. 
These,  with  the  other  symptoms,  led  me 
to  believe  that  I might  be  dealing  with  food 
allergy.  So,  in  seeking  a solution  to  the 
trouble,  I called  Dr.  Chester  D.  Awe  and  Dr. 
J.  Mott  Rawlings  in  consultation.  Dr.  Awe 
will  give  you  the  blood  findings,  skin  tests, 
differential  diagnosis  and  further  discus- 
sions of  this  condition.  It  was  through  the 
blood  findings  that  we  were  finally  enabled 
to  make  a proper  diagnosis. 

Dr.  Haffner  had  a young  adult  with  simi- 
lar symptoms.  Dr.  Arguelles  had  two  young 
adults  and  an  elderly  man  similarly  affected. 
Dr.  Rodarte  had  a man  of  middle  age,  suf- 
fering with  the  same  complaint,  making  a 
total  of  twelve  cases  altogether. 

Urinary  findings  were  negative  in  all  but 
two  of  my  six  cases.  One  of  these  had 
slight  nephritis  and  the  other  had  a severe 
type,  showing  a great  many  casts  and  double 
plus  albumin. 

Several  of  these  patitents  developed  a 
great  deal  of  muscular  tenderness,  especial- 
ly the  boy  of  ten,  whose  abdomen  was  hard 
and  board-like  and  whose  whole  muscular 
system  was  tense  and  hard.  All  of  them  had 
coated  tongues  and  some  of  them  had  slight- 
ly injected  throats.  These  children  contin- 
ued to  be  quite  uncomfortable  for  about  ten 
days  and  then  their  symptoms  gradually 
subsided,  so  that  at  the  end  of  two  weeks 
they  were  practically  well,  except  the  boy 
of  ten  who  was  convalescing  rapidly.  The 
symptoms  as  shown  by  these  children  were 
not  the  classical  ones,  for  most  authors  men- 
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tion  bronchitis,  vomiting  and  diarrhea,  as 
fairly  constant  and  prominent. 

Our  first  blood  examination  of  these  chil- 
dren did  not  show  any  increase  of  eosino- 
philes,  but  did  show  a pronounced  leukocyto- 
sis ; consequently,  we  were  not  aided  in  the 
diagnosis  by  this  first  examination.  Later, 
however,  the  blood  findings  uniformly  show- 
ed a large  increase  of  eosinophiles  and  this 
enabled  us  to  make  a diagnosis  which  was 
later  corroborated  by  the  finding  of  worms 
in  the  muscle  of  one  of  these  patients. 

Discussion  hv  Chester  Awe,  M.  D. 

The  essential  features  in  this  series  of 
cases  have  been  presented  by  Dr.  Rawlings. 
There  are,  however,  several  points  that 
should  be  emphasized  in  a discussion  of  the 
diagnosis.  First,  there  was  an  absence  of 
gastro-intestinal  symptoms,  nausea,  vomit- 
ing, and  tympanites,  which  usually  accom- 
pany invasion  of  the  intestinal  tract  by  tri- 
chinae. These  symptoms,  when  present,  are 
due  to  toxins  liberated  by  adult  worms  and 
tissue  reaction  to  them.  Second,  members 
of  the  family  persistently  denied  having  re- 
cently eaten  pork  or  ground  meat,  or  meat 
obtained  from  any  other  source  than  their 
corner  grocery,  which  handled  government 
inspected  meats.  Only  after  a definite  diag- 
nosis had  been  made,  could  they  recall  hav- 
ing eaten  hamburger  about  two  weeks  prior 
to  illness.  Third,  the  first  blood  counts 
showed  a normal  differential  picture  which 
temporarily  confused  us. 

The  earliest  objective  symptom  in  all 
cases  was  marked  edema  of  the  upper  face, 
eyeballs  and  conjunctive.  In  two  patients 
there  was  involvement  of  the  temporo-man- 
dibular  joints,  with  tenderness  and  effusiom 
No  other  joints  were  affected. 

Shortly  after  the  edema  became  pronounc- 
ed, two  of  the  boys  were  sent  to  their  family 
physician,  who  made  a diagnosis  of  acute 
nephritis  and  prescribed  bed  rest  and  dietary 
measures.  When  the  other  members  of  the 
family  became  ill  within  forty-eight  hours 
with  similar  symptoms,  it  became  apparent 
that  some  condition  other  than  nephritis 
was  responsible. 

Dr.  Rawlings  was  called  and  suggested  the 
probability  of  food  allergy.  Skin  tests  were 
done  on  two  occasions,  using  all  foods  re- 
cently eaten  by  the  family;  these  were  neg- 
ative. Blood  counts  were  then  repeated  by 
Dr.  J.  Mott  Rawlings,  Mr.  Wolfe  and  myself. 
These  showed  a leukocytosis  with  a high 
eosinophile  count,  and,  in  our  opinion,  made 
the  diagnosis  of  trichinosis  complete,  be- 
cause we  know  of  no  other  condition  in 
which  so  high  an  eosinophile  count  is  pres- 
ent. The  fever  was  of  the  type  usually  seen 


in  trichinosis ; muscle  tenderness  began  on 
about  the  tenth  day  of  illness  and  in  two 
patients  was  a prominent  symptom.  The 
muscles  of  the  arms,  legs  and  abdomen  were 
sensitive  to  palpation.  The  external  muscles 
of  the  eye  were  involved  in  one  patient, 
causing  limitation  of  movement  of  the  eye- 
ba’l.  The  symptoms  of  chilliness  and  sweat- 
ing, usually  present  in  trichinosis,  were  ab- 
sent in  these  cases. 

Three  cases  seen  by  other  doctors  were  ex- 
amined bv  Dr.  Rawb'ngs  and  myself  and  dif- 
ferential blood  counts  were  made ; these 
showed  an  eosinophile  count  of  about  40  per 
cent  and  their  symptoms  were  practically 
identical  with  those  of  the  cases  given  above. 

Differential  blood  counts  were  again  made 
on  February  21  at  which  time  the  patients 
were  practically  recovered  from  their  symp- 
toms, although  muscle  soreness  persisted  in 
the  eldest  bov  for  about  two  weeks  after 
this  date.  The  duration  of  illness  in  all  cases 
was  about  one  month  and  there  were  no  dem- 
cr  strable  complications. 

Several  writers  have  mentioned  the  rarity 
of  trichinosis  in  Spanish- American  peoples, 
due  to  their  habit  of  thoroughly  cooking 
meat.  All  of  the  cases  seen  by  us  were 
Spanish-Americans.  The  fact  that  these 
cases  were  found  in  various  sections  of  El 
Paso  led  us  to  believe  that  there  were  prob- 
ably quite  a few  more  unrecognized  cases 
present  at  the  same  time.  The  mortality  is 
usually  given  as  about  5 per  cent,  but  varies 
greatly,  depending  on  the  number  of  larvae 
consumed  by  the  individual.  We  were  unable 
to  discover  the  source  of  infection,  but  it 
seems  likely  that  it  was  due  to  chopped  or 
ground  meat,  as  all  patients  give  a history 
of  having  eaten  this  kind  of  meat  shortly  be- 
fore illness. 

The  blood  counts,  which  are  interesting 
from  the  high  eosinophile  count,  follow: 


BLOOD  COUNT 
W.  B.  C. 

Alfonso  

Victor  

Lupe  

Teresita  

Adolfo  

Miguelito  

LUPE 

2/9/31. 

Esinophiles  

Polys  

Small  Monos  

Large  Monos  - 

MIGUELITO 

2/9/31. 

Esoinophiles  

Polys  

Small  Monos  - - - 

Large  Monos  

ALFONSO 

2/9/31. 

Eosinophiles  


15,900 

12,600 

10,400 

13,200 

.14,700 

34,000 


2/21  /31. 
.64%  42% 

.18%  32% 

14%  23% 

4%  3% 


63% 

.27% 

. 8% 

. 2%, 


2/21/31. 

. 41% 


'35% 

20% 

4% 


2/21  /31. 
49%  49% 
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Polys  36%  28% 

Small  Monos  13%  19% 

Large  Monos  8%  4% 

TERECITA 

2/9/31.  2/21/31. 

Eosinophiles  - — 57%  37% 

SIX— OLD— SW  MED 


Polys  32% 

Small  Monos  5% 

Large  Monos  4% 


ADOLFO 


19% 

43% 

1% 


2/9/31. 

Eosinophiles 

Polys  

Small  Monos 
Large  Monos 


48% 

...32% 

8% 

12% 

VICTOR 


2/9/31. 

Eosinophiles  31% 

Polys  59% 

Small  Monos  7% 

Large  Monos  2% 


J.  Mott  Rawlings,  M.D, 


2/21  /31. 
13% 
36% 
45% 
6% 

2/21  /31. 
27% 
56% 
14% 
3% 


PATHOLOGY  OF  TRICHINOSIS 


The  Trichina,  or  as  it  is  now  called,  Trich- 
inella  spiralis,  was  discovered  by  Owen,  and 
has  since  been  studied  by  numerous  others, 
especially  Virchow,  Zenker  and  Staubli. 

The  Trichina  is  a round  worm  carrying  out 
a complete  life  cycle  in  one  animal,  but  need- 
ing transference  to  the  intestinal  tract  of 
another  animal  for  the  development  of  a new 
cycle. 

The  usual  story  is  as  follows : The  worm  is 
essentially  a parasite  of  swine,  but  can  live 
in  rats,  mice,  guinea  pigs,  rabbits,  dogs,  cats 
and  many  other  animals,  as  well  as  man. 
Pigs  are  often  infected  from  eating  dead  rats 
and  man  from  eating  insufficiently  cooked 
pork.  The  embryos,  both  male  and  female, 
are  found  in  the  muscle  substance  of  the  pig, 
encysted,  and  when  they  are  in  contact  with 
the  acid  juices  of  the  stomach  the  cyst  is 
eaten  away  and  the  embryo  freed.  It  then 
develops  into  mature  form,  conjugation  oc- 
curs. maturation  follows,  and  the  female, 
penetrating  the  central  lymphatic  bore  of 
an  intestinal  villus,  hatches  its  eggs  in  its 
uterus  and  the  embryos,  free  swimming, 
leave  the  genital  pore,  enter  the  lymphatics 
of  the  host  and  are  there  swept  into  the 
blood  stream,  from  which  they  choose  the 
voluntary  muscles  as  their  abode  and  again 
encyst  themselves.  During  the  stage  in 
which  they  are  in  the  blood  stream,  they 
mav  be  found  by  dissolving  the  blood  away 
with  3 per  cent  acetic  acid  and  examining 
under  the  microscope.  They  are  often  abun- 
dant in  the  peritoneal  cavity,  but  do  not  de- 
velop there. 

After  entering  the  muscle,  each  one  pene- 
trates a muscle  fiber  and  grows,  the  fiber 
losing  its  striations,  the  embryo  showing  an 
intestinal  tract.  After  this  it  lays  down  a 
thick  hyaline  capsule  about  itself.  The  origin 
of  the  capsule  is  disputed,  but  it  would  seem 


to  arise  from  the  worm  itsef.  The  worms 
may  live  years  in  the  muscle,  until  such  time 
as  the  capsule  becomes  calcified. 

The  disease  is  often  a fatal  one  and  ends 
fatally  when  much  of  the  meat  is  consumed. 
An  extraordinary  eosinophile  increase  in  the 
blood  leukocytic  differential  count  is  almost 
diagnostic,  if  taken  in  conjunction  with  swol- 
len areas  of  the  face  and  tender,  painful 
muscles.  Fever,  sweats,  malaise  and,  occas- 
ionally, diarrhea  occur. 

The  acute  course  of  the  disease  is  from 
three  to  fourteen  days.  Postmortem  exami- 
nations show  swelling  of  the  intestinal  mu- 
cosa, lymph  node  enlargement,  and  skeletal 
muscle  changes.  Bone-marrow  is  rich  in 
eosinophile  myelocytes.  The  parasites  are 
visible  to  the  naked  eye  only  after  calcifica- 
tion. Neck  muscles,  diaphragm,  and  ten- 
dinous insertions,  are  favorable  sites  of  loca- 
tion. 

In  this  particular  case  a portion  of  muscle 
was  excised  from  the  tendinous  insertion  of 
the  right  biceps  of  one  of  the  patients.  Froz- 
en section  was  made,  stained  with  hematox- 
n-eosin,  and  was  studied.  This  showed  the 
typical  Trichina  parasites  in  large  numbers. 


PROCTOLOGIC  ODDS  AND  ENDS 
CURTICE  ROSSER,  M.D.,  F.A.C.S. 

Dallas,  Texas. 

(Read  before  the  State  Medical  Society  of  New 
Mexico,  Albuquerque,  May  1931.  From  the  Section 
on  Proctology,  Baylor  Univ.  Dept,  of  Medicine, 
Dallas.) 

The  philosopher  who  suggested  that  our 
thoughts  should  concern  the  good,  the  beau- 
tiful and  the  true  did  not  have  in  mind  the 
question  of  rectal  pathology.  Nevertheless, 
it  is  a matter  of  general  knowledge  that  the 
ratient  who  suffers  from  disease  in  this 
vicinity  is  characteristically  unable  to  keep 
his  thoughts  upon  that  high  and  amiable 
plane. 

Proctology,  a field  so  long  abandoned  to 
the  quack  and  the  irregular,  has  in  recent 
years  been  to  a large  measure  reclaimed  to 
orthodox  medicine  through  increasing  reali- 
zation of  its  import  in  the  general  medical 
scheme,  by  the  evolution  of  undergraduate 
instruction  in  ano-rectal  diseases,  and  from 
a definite  demand  on  the  part  of  practition- 
ers that  disorders  so  wide-spread  in  their 
clientele  shall  have  the  benefit  of  careful 
scientific  consideration  in  the  place  of  the 
alluring  promises  of  the  charlatan  with  his 
amiable  newspaper  photograph  underlined, 

‘ no  pain,  no  chloroform,  no  knife.” 

Not  the  lest  benefit  to  the  patient  from 
this  novel  renaissance  as  an  orthodox  spe- 
cialty of  an  outcast  phase  of  medicine,  has 
been  the  discovery  that  there  is  no  inflex- 
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ible  rule  insisting  that  treatment  by  a rep- 
utable practitioner  must  consist  of  major 
surgery,  only. 

Dr.  E.  H.  Terrell  of  Richmond,  for  ex- 
ample. originated  some  yeavs  ago  an  office 
treatment  for  internal  hemorrhoids  consist- 
ing of  the  injection  of  different  solutions  of 
quimne  urea  hydrochloride  in  the  varicosi- 
ties, which  is  apDarentlv  safe,  and  which 
has  been  found  curative  in  early  cases,  and 
distinctly  palliative  in  advanced  hemor- 
rhoids. 

Dr.  A.  B.  Graham,  of  Indianapolis,  in  1926 
suggested  a most  effective  and  simple 
treatment  for  anal  fissure — the  introduction 
of  a few  drops  of  the  same  chemical  behind 
the  ulcer.  While  it  is  requisite  to  add  to 
this  steo  the  excision  of  the  sentinel  pile,  if 
it  is  large  enough  to  block  drainage,  and 
while  excision  of  the  ulcer  itself  may  be  un- 
avoidable where  extensive  infection  and 
scarring  are  present,  the  Graham  technic 
has  proved  in  my  hands  most  satisfactory. 

If  T may  add  another  example  of  surgery- 
avoiding office  rrocedures,  I have  been  using 
with  uniform  success  for  the  past  four  years 
intravenous  injections  of  mercuroehrome 
for  that  mos+  pqinful  and  difficult  lesion, 
anal  chancroid.  The  technic  suggested,  after 
autoinoculation  and  smear  from  the  vacci- 
nation lesion  has  verified  the  diagnosis,  con- 
sists of  intravenous  injection  of  increasing 
amounts  of  one  ner  cent  mercuroehrome,  be- 
ginning with  three  cubic  centimeters.  The 
characteristic  pain  is  relieved  by  the  first 
treatment,  and  three  to  five  injections,  made 
at  48-hour  intervals,  clears  up  the  pathology. 

But  while  I welcome,  and  you  will,  any 
safe,  logical  and  proved  addition  to  the  ar- 
mamentarium of  procto'ogic  treatment,  the 
wisdom  of  appropriating  the  chief  working 
tool  of  the  itinerant,  the  syringe  of  phenol 
in  oil,  without  proper  scientific  examination 
and  estimation  of  final  results,  is  surely  open 
to  question.  While  the  use  of  this  chemical 
is  venerable  from  the  standpoint  of  age,  it 
has  no  other  claim  to  special  favor  in  the 
hands  of  the  modern  orthodox  proctolo- 
gist. since  its  users  have  been  in  the  past 
chiefly  those  whose  only  concern  was  quick 
and  easv  financial  returns.  My  own  inter- 
est in  this  question  has  been  stimulated 
through  the  detection  of  innumerable  rigid 
rectums  following  the  use  of  carbolic-oil  rec- 
tal injections,  in  addition  to  the  fact  that  in 
my  series  of  strictures  12  per  cent  of  all 
those  sufficientlv  advanced  to  require  the 
use  of  corbolic  oil  rectal  injections,  in  addi- 
my  series  of  strictures,  12  per  cent  of  all 
those  sufficiently  advanced  to  require  proc- 
totomy have  been  from  this  cause.  I have 


elsewhere  (Journal  of  the  A.  M.  A.)  report- 
ed reasons  for  believing  that  these  chemical 
strictures  are  the  results  of  the  formation 
of  eleomata  from  the  incarceration  and  re- 
tention of  the  oil  injected  under  the  rectal 
mucosa. 

This  type  of  stricture  offers  tremendous 
difficulties  therapeuticallv,  as  does  the  com- 
mon recta]  stenosis  resulting  from  the  oblit- 
erating proctitis  of  a mixed  infection  based 
on  Neisserian  rectal  infection. 

There  is  no  known  method  of  restoring  the 
rectum  to  its  normal  configuration  in  either 
of  these  stenoses,  and  in  marked  obstruc- 
tions colostomy  may  be  necessary;  but  the 
best  oahiative  procedure  in  my  own  hands 
has  been  the  use  of  dilatation-diathermy, 
made  possible  by  a special  set  of  electrodes 
after  thp  original  suggestion  of  A.  J.  Mur- 
ietta  of  Los  Angeles. 

Perhaps  the  most  effective  aid  in  divorcc- 
ing  the  present-dav  patient  from  the  quack 
where  surgical  measures  are  essential,  as  in 
fistulae,  in  advanced  cases  of  fissure  and 
hemorrhoids,  in  cancer,  and  so  forth,  has 
been  the  perfection  of  infiltration  and  block 
anesthesia  as  it  applies  to  operative  surgery 
of  this  region. 

Minor  anal  lesions  may  be  corrected  after 
block  of  the  inferior  hemorrhoidal  nerve  fil- 
aments by  peri-anal  infiltration  with  nuper- 
caine,  and  more  extensive  procedures  may  be 
accomplished  under  a low  spinal.  A special 
spinal  technic,  useful  in  rectal  work,  may  be 
of  interest.  With  the  idea  of  limiting  the 
anesthesia  to  the  zone  involved  and  reducing 
the  rossible  decline  in  blood  pressure,  the 
patient  is  given  only  25  milligrams  of  novo- 
caine  mixed  with  spinal  fluid,  in  the  sitting 
position.  The  resulting  anesthesia  is  exactly 
that  obtained  by  the  caudal  block  formerly 
used,  and  in  the  fifty  minutes  available, 
practically  any  necessary  work  may  be  done. 
No  federin  is  needed  unless  the  initial  blood 
pressure  is  100  mm.  or  lower. 

Block  anesthesia  has  been  found  extreme- 
ly helpful  in  the  extraction  of  large  foreign 
bodies  impacted  in  the  rectosigmoid.  Among 
my  own  cases  a sauce  bottle  and  an  electric 
light  globe  were  easily  removed  without 
severing  the  sphincters,  removing  the 
coccyx,  or  laparotomy  procedures — reported 
by  various  observers  as  necessary  in  similar 
emergencies — by  means  of  the  very  complete 
relaxation  afforded  by  caudal  or  spinal  anes- 
thesia. Smaller  objects  such  as  beef  bones, 
enema  tips,  thermometers,  to  select  three 
examples  from  my  own  experience,  are  best 
removed  through  the  proctoscope. 

One  is  tempted  to  suggest  that  the  most 
radical  recent  changes  'n  the  handling  of 
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rectal  cases  are  based  on  three  premises  now 
generally  conceded.  The  first  is  that  a pa- 
tient whose  symptoms  suggest  a rectal  lesion 
is  entitled  to  an  examination  of  the  organ 
by  palpation  and  inspection,  externally  and 
internally.  The  second  is  that  the  cautery  is 
not  compulsory  in  rectal  surgery.  The  third 
novel  premise  is  that  a postoperative  rectal 
wound  should  be  occasionally  freed  from  de- 
bris, dried,  and  dressed,  as  if  it  were  a sur- 
gical wound  elsewhere  in  the  body.  On  these 
three  grounds  alone  this  region  demands  ad- 
mission to  modern  surgery. 


A CASE  OF  TULAREMIA 

JOHN  L.  MURPHY,  M.D. 

El  Paso,  Texas. 

(Presented  before  the  Staff  Meeting  of  the 
Hotel  Dieu,  El  Paso,  Texas). 

Mr.  T.,  age  41,  is  a butcher  at  the  Fort  Bliss 
Commissary.  He  was  transferred  to  us  by  a local 
physician  on  Jan.  16,  1931,  because  of  a lump  on 
his  right  arm  and  in  the  right  axilla.  The  present 
illness  dated  back  to  Dec.  14,  1930,  or  four  weeks 
before  we  saw  him,  at  which  time  he  noticed  a gen- 
eralized malaise  and  was  having  night  sweats.  The 
latter  were  followed  by  chilly  sensations.  He  also 
complained  of  a generalized  aching  of  the  larger 
joints  and  back.  There  was  marked  anorexia.  Two 
days  later  he  noticed  a small  tender  lump  in  the 
region  of  the  epitrochlear  lymph  node  which  has 
gradually  increased  to  its  present  size.  Ten  days 
later  a similar  lump  was  noticed  in  the  correspond- 
ing axilla.  He  states  that  the  only  thing  he  could 
compare  his  illness  to  was  an  attack  of  grip,  though 
he  did  not  have  any  upper  respiratory  infection  with 
the  present  illness.  In  spite  of  the  fact  that  he  felt 
badly,  he  continued  his  work  for  ten  days  before 
consulting  the  family  physician.  who  made  a diag- 
nosis of  intestinal  influenza  and  instituted  treat 
ment.  During  this  time  the  natient  was  confined  to 
his  home  but  not  strictly  to  bed.  He  had  lost  about 
eight  nounds  of  weight.  After  two  or  more  weeks, 
since  his  condition  did  not  improve,  he  consulted 
another  physician,  who  told  him  he  had  an  abscess 
on  his  arm  which  needed  opening  and  advised  com- 
ine- to  see  us. 

We  first  saw  Mr.  T.  January  16,  1931.  He  is  nat- 
urally a dark  man.  but  his  complexion  at  that  time 
was  especially  ruddy  and  he  appeared  depressed, 
but  not  greatly  emaciated.  His  temperature  was 
99.2.  pulse  100,  and  respiration  18.  Examination 
of  his  right  arm  revealed  a tumor  mass  about  one- 
half  tangerine  size.  The  skin  over  it  was  erythema- 
tous but  intact.  At  its  center,  fluctuation  was  in 
evidence  over  an  area  about  the  size  of  a quarter, 
and  the  remainder  of  the  tumor  was  markedly  in- 
dui-ated.  There  was  no  sore  of  any  nature  on  the 
con-esnonding  hand,  fingers  or  forearm;  further- 
more. he  denied  there  ever  having  been,  with  his 
present  illness.  There  were  no  red  streaks  as  evi- 
dence of  lymphangitis,  and  no  tenderness  of  the 
arm  except  at  the  site  of  the  tumor.  Examination 
of  the  axilla  revealed  another  tumor  mass  about 
hiekory-nut  sDe.  There  was  no  ervthema  over  this. 
TVio  tumor  was  slightly  tender  and  painful  on  mo- 
tion of  the  arm.  It  did  not  present  fluctuation  but 
instead,  felt  rather  firm  and  to  be  composed  of 
two  or  three  different  masses  closely  matted  to- 
gether. 

Upon  further  ouestioninv,  Mr.  T.  admitt°d  hand- 
ling rabbits  at  the  Commissary,  and  on  many  oc- 
casions he  has  with  both  hands  broken  the  breasts 


of  the  rabbits  open,  thereby  sticking  the  broken 
ends  of  the  tiny  ribs  in  his  fingers  and  palms  of 
his  hands.  He  denied,  however,  that  any  of  these 
pricks  ever  resulted  in  sma‘11  sores  or  ulcers.  With, 
the  history  and  findings  as  ab’ove,  we  suspected 
tularemia.  We  advised  incision  and  drainage  of  the 
abscess  on  the  arm  and  hot  boric  dressings  both  to 
the  abscess  and  the  axilla.  The  lump  in  the  axilla 
was  not  fluctuant  and  we  believed  it  would  subside 
if  the  abscess  in  the  arm  was  drained.  The  abscess 
was  incised  and  about  an  ounce  of  thick  creamy  pus 
was  released.  Some  of  this  was  taken  for  guinea- 
pig  inoculation.  Blood  was  also  taken  for  study.  The 
Kahn  test  was  negative,  as  was  the  agglutination 
for  undulant  fever.  There  was  a partial  agglutina- 
tion with  a known  culture  of  B.  tularensis  in  a di- 
lution of  1 to  320,  and  a complete  agglutination  in 
a dilution  of  1 to  160.  Francis,  Simpson,  et  al,  have 
never  found  agglutinations  present  in  the  blood  dur- 
ing the  first  week  of  the  disease.  Francis  states,  if, 
at  the  end  of  ten  to  fourteen  days,  there  is  aggluti- 
nation of  1 to  10  or  1 to  20,  it  is  suspicions  and  in 
another  week  the  agglutination  should  be  recheck- 
ed. If  the  titer  has  increased  to  1 to  40  or  1 to  80, 
the  diagnosis  is  certain. 

A guinea-pig  was  inoculated  intraperitoneally 
with  .5  c.c.  of  pus  mixed  with  saline.  It  did  not 
show  any  signs  of  illness  by  the  tenth  day,  when  a 
postmortem  was  done.  The  liver  and  spleen  were 
found  entirely  normal.  This  is  in  accord  with  the 
observations  of  others  on  tularemia,  and  did  not 
change  our  diagnosis. 

In  Dr.  Brown’s  previously  reported  case,  which 
was  the  first  case  reported  in  the  State  of  Texas 
(J.A.M.A.  84:  1243,  Apr.  25,  1925)  two  guinea-pigs 
were  inoculated  intraperitoneally,  one  by  material 
swabbed  from  the  ulcer  and  the  other  by  scrapings 
from  the  ulcer.  Both  guinea-pigs  died  on  the  fourth 
day  within  a few  hours  of  each  other.  The  post- 
mortem revealed  typical  miliary  necrotic  foci  of 
both  the  liver  and  spleen.  Still  two  other  guinea- 
pigs  were  inoculated  with  pus  from  a suppurating 
regional  lymph  nooe  and  neither  animal  died  or  be- 
came sick.  They  were  not  autopsied. 

In  my  case,  which  was  the  fifth  reported  in  the 
State  of  Michigan  (J.M.S.N.S.,  December,  1930), 
pus  from  the  gland  was  cultured  on  cystine-blood 
agar,  and  a scanty  growth  was  obtained.  Colonies 
from  the  plate  were  suspended  in  saline  for  guinea- 
pig  inoculation.  This  resulted  in  death  on  the  sixth 
dav,  and  autopsy  showed  typical  lesions  character- 
istic of  tularemia.  Since  we  did  not  have  the  proper 
culture  medium  at  hand  for  study  of  the  present 
case,  the  organism  was  not  isolated.  This  is  not 
necessary,  since  a positive  agglutination  is  conclu- 
sive. 

On  the  second  day  after  opening  the  abscess,  the 
patient’s  temperature  had  fallen  to  normal  and  the 
natient  states  he  felt  stronger  and  better  generally. 
The  abscess  was  only  slightly  sore,  but  the  lump  in 
the  axilla  remained  about  the  same  size  and  rather 
tender.  A swinging  motion  of  the  arm  at  the  shoul- 
der was  very  painful.  One  week  later,  the  indura- 
tion around  the  abscess  had  subsided  and  the  wound 
beal°d  over  in  another  three  days,  while  the  lump 
in  the  axilla  was  nersistent  in  spite  of  continuous 
hot  anplications.  We  watched  the  axilla  closely  for 
fluctuation,  which  did  not  appear,  consequently  we 
did  not  incise  it. 

It  is  now  four  weeks  since  we  first  saw  the  pa- 
Hoot.  The  lumn  in  the  axilla  is  about  half  the  orig- 
inal mV.e  still  firm  and  moderately  tender.  The  na- 
tient has  returned  to  his  business  as  a butcher,  but 
finds  that  in  using  the  saw  for  cutting  meat  there 
m st'll  seme  discomfort.  His  anpetite  and  strength 
have  onlv  nartiallv  returned.  He  is  graduallv  get 
tin«r  back  to  his  normal  weight.  Weakness  is  the 
most  common  sequel  of  tularemia. 


482 


SOUTHWESTERN  MEDICINE 


SUMMARY 

A butcher,  aged  41  years,  becomes  ill  with  a gen- 
eralized malaise,  sweats,  attacks  of  chilliness,  and 
generalized  joint  and  back  pains.  His  family  physi- 
cian makes  a diagnosis  of  intestinal  influenza,  b'ut 
after  two  weeks  his  condition  does  not  improve  un- 
der treatment  for  this.  Another  physician  is  con- 
sulted and  the  patient  is  referred  to  us  because  of 
an  abscess  on  his  arm. 

Examination  reveals  an  abscessed  epitrochlear 
gland  on  the  right  arm  and  a small  lump  in  the 
corresponding  axilla.  The  patient’s  temperature 
was  99.2.  Forty-eight  hours  after  the  abscess  was 
opened  he  felt  better  and  now,  four  weeks  later, 
the  abscess  has  healed  and  the  tumor  in  the  axilla 
is  gradually  subsiding.  Agglutination  test  on  the 
blood  with  B tularensis  at  the  time  of  his  first  visit 
(four  weeks  after  onset  of  P.I.)  was  partial  in  a 
dilution  of  1 to  320  aand  complete  at  1 to  160.  A 
guinea-pig  inoculation  with  pus  taken  from  the  ab- 
scess did  not  develop  the  disease.  This,  then,  is  a 
case  of  glandular  tularemia. 

We  feel  sure  the  portal  of  entry  was  a stab 
wound  by  sharp  broken  ends  of  the  rib  of  an  in- 
fected rabbit,  but  there  was  no  history  or  evidence 
by  examination  to  substantiate  this  belief. 

We  are  indebted  to  Mr.  Wolfe,  of  Dr.  Willis  W. 
Waite’s  laboratory,  for  the  special  serological  work 
done  in  this  case.  The  diagnosis  of  tularemia  was 
made  in  three  hours  after  the  patient  came  to  our 
office. 

Follow-up  (March  11,  1931);  Mr.  T.  resumed  his 
duties  as  a butcher  soon  after  his  last  visit  to  the 
office  i.  e.,  about  Feb.  1.  He  complained  only  of 
some  soreness  persisting  in  the  right  axilla.  On  Feb. 
27,  he  returned  to  the  office  stating  he  was  feeling 
bad  and  that  the  lump  in  the  axilla  was  getting 
larger.  His  temperature  was  97°.  Examination  at 
this  timereveale  da  tangerine-sized  fluctuant  mass 
in  the  right  axilla.  Under  local  anesthesia  an  inci- 
sion vertical  to  the  axilla  was  made  and  about  two 
ounces  of  thick  creamy  pus  was  released.  The  ab- 
scess was  well  packed  with  gauze  to  insure  healing 
from  the  bottom.  It  is  two  weeks  since  the  abscess 
was  incised.  It  is  nearly  healed,  and  Mr.  T.  states 
that,  for  the  first  time  since  he  contracted  the  dis- 
ease. which  was  in  December,  he  has  felt  himself 
again. 

ORAL  DIAGNOSIS 

With  Especial  Attention  to  the  Devital  X-ray 
Negative  Tooth 
LUTHER  ALTON  NEIL,  I).  D.  S. 

El  Paso,  Texas 

( Read  before  the  El  Paso  County  Medical  Society, 
ct  regular  meeting  in  February,  1931). 

Back  in  1801.  Dr.  Benjamin  Rush,  one  of 
the  signers  of  the  Dec’aration  of  Independ- 
ence, reported  a case  of  rheumatism,  a case 
of  dyspepsia,  and  a case  of  erysipelas,  cured 
hy  the  extrac'ion  of  teeth. 

A great  debt  of  gratitude  do  we  owe  such 
men  as  Rosenow,  Ridings  and  Mayo,  work- 
ing in  cooperation  with  dentists  and  by 
an’mal  experimentation,  for  demonstrating 
how  the  eradication  of  oral  foci  can  relieve 
many  serious  systemic  involvements1. 

Only  ’ast  September,  Dr.  Mayo  was  quoted 
as  stating  that  61  per  cent  of  the  cases  in 
the  Mayo  Clinic  came  as  a result  of  oral 
infection.  At  the  age  of  twenty-five,  one- 
fourth  of  us  have  septic  mouths,  at  forty- 


five  the  number  has  increased  to  90  per 
cent,  and  after  fifty,  practically  all  mouths 
are  septic8. 

In  view  of  these  facts,  and  in  justice  to 
those  over  whose  health  we  are  guardians, 
the  mouth  should  logically  be  the  first  ave- 
nue of  search.  For  this  search  the  services 
and  close  cooperation  of  a competent  and 
unbiased  dental  diagnostican  is  most  es- 
sential, that  the  physician  may  complete  his 
d'agnosis  and  determine  the  method  of  pro- 
cedure and  treatment. 

There  is  a great  error,  on  the  part  of  many 
physicians,  in  the  popular  belief  that  a dental 
diagnosis  is  so  simple  that  almost  any  one 
can  perform  this  simple  service.  The  phy- 
sician’s having  province  over  such  a vast 
field  is,  no  doubt,  a strong  influence  in  the 
belief  that  at  least  almost  any  dentist  should 
know  the  small  area  for  which  he  is  respon- 
sible. “Are  we  cognizant  that  such  under- 
standing implies  that  the  dentist  is  at  once 
a healer,  surgeon  and  an  artisan?  Admittedly 
too  great  a scope  for  the  average  practition- 
er to  pursue1.”  To  know  the  status  of  thirty- 
two  teeth,  or  thereabout,  the  osseous  sup- 
porting structures,  forty  to  fifty  inches  of 
gum  tissue,  the  relation  between  focal  in- 
fection and  systemic  disease  as  well  as  a 
systemic  defense,  requires  skill,  time,  pati- 
ence, and  a full  realization  of  one’s  respon- 
sibility. 

Another  serious  and  erroneous  idea  pre- 
valent among  physicians,  dentists,  and  lay- 
men, is  that  a set  of  x-rays,  or  tooth  pic- 
tures, constitutes  a mouth  diagnosis.  Oral 
diagnosis  by  x-rays  alone  is  impossible,  even 
in  the  hands  of  the  most  skilled  dental  diag- 
nostician. There  mav  be  several  successful 
treatments  for  a disease,  but  there  is  only 
one  diagnosis,  the  correct  one. 

Phys’’c;ars  have  often  been  disappointed 
because  their  ratients  show  no  improvement 
after  dental  treatment,  when  the  patient, 
possibly,  failed  to  improve  for  the  reason 
that  the  mouth  condition  was  not  a factor, 
or,  because  of  careless  and  indifferent  mouth 
d'agnosis,  or  treatment,  or  both,  the  infec- 
tion was  only  partly  eradicated.  And  this 
disappointment  is  felt  more  keenly  by  both 
physician  and  patient  when  the  teeth  have 
been  slaughtered  by  the  wholesale. 

Infected  teeth  should  be  located  and  either 
freed  of  the  infection  or  removed,  but  pro- 
mise improvement  in  a chronic  disease  is 
to  court  disaster  and  discredit  the  benefits 
to  be  derived  from  early  eradication  of  oral 
foci  of  infection.  Dr.  Bumpus,  of  the  Mayo 
Clinic,  says,  “Too  many  septic  teeth  are  re- 
moved after  the  heart  begins  to  beat  ir- 
regularly, after  the  urne  contains  albumin 


OCTOBER,  1931 


483 


or  pus  or  after  the  joints  have  become  de- 
formed'.” 

As  further  evidence  against  oral  diag- 
nosis being  an  easy  matter,  permit  me  to 
remind  you  that,  under  the  heading  of 
“stomatitis”  may  be  included  all  of  the  in- 
flammations of  the  mucous  membrane  of 
the  mouth — eighty-two  in  all".  Twenty-one 
are  in  the  local  group.  Sixty-one  is  the  num- 
ber of  local  manifestation  of  systemic  dis- 
eases constitutional  disorders  and  drugs, 
this  being  exclusive  of  the  long  list  of  tu- 
mors. And,  as  you  know,  the  x-ray  registers 
not  a single  one  of  these  conditions. 

In  the  deeper  or  bony  structure  of  the 
mouth,  and  of  the  chronic  type,  there  are 
four  causes  of  pathology.  The  first  and  most 
prevalent  is  periclasia  (pyorrhea).  That  this 
disease  usuallv  causes  but  little  discomfort 
and  is  difficult  for  the  average  practitioner 
to  handle  successfully,  is  responsible  for  a 
diagnosis  delayed  until  it  has  reached  a 
stage  comparable  with  cavitation  in  tuber- 
culosis. 

At  this  stage  the  patient  usually  loses  his 
teeth  and  has  probably  lost  his  health.  This 
forty  to  fifty  inches  of  gum  tissue,  from 
two  to  several  millimeters  in  depth,  furnishes 
quite  an  area  for  bacterial  growth — many 
times  that  of  the  tonsils.  Many  of  my  pati- 
ents have  been  relieved  of  rheumatism,  neu- 
ritis, stomach  disorders,  and  so  forth,  by  the 
treatment  of  even  incipient  pyorrhea.  Of  the 
four  causes  of  chronic  oral  foci  of  infection, 
pyorrhea,  in  my  opinion  and  in  the  opinion 
of  practically  all  authorities,  is  the  only  one 
that  can  be  successfully  treated.  But,  due 
to  the  fact  that  extraction  is  the  popular 
method  of  eradicating  mouth  infection,  the 
savable  pyorrhea  tooth  is,  indeed,  too  often 
the  victim  of  the  forceps. 

The  impacted  or  unerupted  tooth  carrying 
the  short  chain  streptococcus,  constitutes 
the  second  cause  of  chronic  mouth  pathology. 
These  teeth  often  exert  pressure  upon  the 
main  trunk  nerves,  affecting  the  central 
nervous  system.  A great  many  chronic  an- 
trums  have  their  origin  from  impacted  third 
molars  and  devital  teeth’. 

Residual  areas  we  will  class  as  the  third 
pathological  cause,  such  as  pieces  of  root, 
cysts,  granulomas,  and  necrosis.  Boyd  Gard- 
ner, of  the  Mayo  Clinic,  finds  that  33  per 
cent  of  the  edentulous  mouths  carry  areas  of 
infection',  suggesting  strongly  the  advis- 
ability of  checking  these  edentulous  mouths 
with  the  x-rays. 

The  devital,  or  pulpless,  tooth  occupies  a 
prominent  fourth  place  in  this  list  of  chronic 
foci  of  infection.  In  this  classification  is  the 


x-ray  positive  tooth  and  the  x-ray  negative 
tooth.  The  x-ray  positive  tooth  shows  by  the 
radiogram  a rarefied  area  in  the  apical  re- 
gion. Practically  all  authorities  in  both  our 
professions  agree  that  this  tooth  is  infected 
and  should  be  removed.  I should  like  to  say, 
however,  that  not  all  teeth  with  the  rare- 
fied apical  area  are  devital.  They  may  be  in 
occlusal  trauma  and  need  periodontal  treat- 
ment instead  of  extraction.  But  what  about 
the  proverbial  and  much  discussed  x-ray 
negative  tooth  without  the  black  spot  in  the 
apical  area  ? Let  us  not  forget  that  the  x-ray 
has  limitations  and  that  this  tooth  may  be 
possessed  of  granuloma  or  cyst  which  may 
be  hidden  behind  a root,  a mass  of  bone  such 
as  the  malar,  or  a layer  of  condensing  oste- 
itis, and  not  shown  in  the  radiogram5.  Wes- 
ton Price'"  says  we  have  the  good  healthy 
individual  capable  of  throwing  up  a defense 
around  an  infected  tooth  root  as  manifested 
radiographically  by  a rarefied  area,  and  also 
the  patient  with  low  defense  who  cannot 
wall  off  the  infection,  permitting  bacteria 
and  toxins  easy  access  to  the  blood  stream. 
This  is  the  x-ray  negative  tooth. 

Haden"  cultured  six  hundred  x-i’av  posi- 
tive teeth  and  found  62.8  per  cent  had  ten 
or  more  colonies,  as  compared  to  46.2  per 
cent  of  the  x-ray  negative  teeth.  The  pre- 
dominating organisms  found  in  and  around 
infected  devital  tooth  roots  are  the  strep- 
tococci and  diplococci,  mostly  green-produc- 
ing or  viridans,  the  same  that  are  found  in 
the  heart,  kidney,  joint,  muscle  and  nerve 
lesions".  Degenerative  diseases  suffered  by 
human  beings  have  been  produced  in  animals 
by  cultures  from  x-ray  negative  teeth. 

This  is  convincing  evidence  that  the  x-ray 
negative  tooth  might  be  an  even  greater 
health  hazard  than  is  the  x-ray  positive 
tooth.  And  this  is  the  light  in  which  practi- 
cally all  authorities  see  it  today,  they  believe 
when  dealing  with  health  problems  and 
theorizing  upon  whether  or  not  to  remove  a 
non-vita',  x-ray  negative  tooth,  that  it  is 
always  safer  to  give  the  patient,  not  the 
tooth,  the  benefit  of  the  doubt.  Is  this  not  in 
line  with  the  removal  of  the  tonsils  when  the 
patient  is  suffering  from  disease  thought  to 
be  focal  in  origin,  even  though  no  fluid  pus 
can  be  expressed  from  the  crypts? 

When  a physician  refers  a patient  to  a 
dentist,  he  wants  dependable  information  re- 
garding the  mouth  condition  and  the  pos- 
sibility of  its  being  a factor  in  the  patient’s 
physical  debility.  In  order  to  furnish  this 
information,  there  should  be  a complete 
radiographic  examination,  consisting  of  four- 
teen to  twenty  films  correctly  exposed,  de- 
veloped, and  mounted,  in  order  that  they 
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may  be  studied  for  root  canal  fillings,  apical 
bone  changes,  alveolar  crest  absorption, 
thickened  membrane,  pulp  tnodtiles,  over- 
hanging crowns  and  fillings,  caries,  im- 
pacted, unerupted  and  supernumerary  teeth, 
roots,  residual  areas  and  pyorrhea  pockets. 
All  teeth  not  shown  by  the  x-ray  to  be  de- 
vital  should  be  given  the  vitality  test.  In 
my  opinion,  the  electric  pulp  tester  is  almost 
as  valuable  in  mouth  diagnosis  as  the  x-ray. 
Next,  in  a clinical  examination  we  note  con- 
dition of  soft  tissues,  abnormal  growths, 
depth  of  pyorrhea  pockets,  mobility,  labial 
and  lingual  bone  absorption  that  does  not 
register  on  the  radiogram,  pus  exudate,  as 
well  as  tooth  brush  habits.  Due  to  the  pre- 
valence of  Vincent’s  infection  and  its  rapid 
onset,  all  suspicious  cases  should  be  at  once 
put  on  anti- Vincent’s  treatment  or  be  given 
a mycroscopic  examination.  Case  history, 
both  past  and  present,  oral  > and  systemic, 
should  be  properly  recorded,  with  the  other 
findings.  I have  fopnd  blood  pressure  and 
hemoglobin  can  be  used  as  a guide  by  the 
dentist  in  determing  advisability  of  medical 
consultation.  Low  blood  pressure  is  long  ex- 
isting chronic  foci  of  infection  is  the  rule, 
and  it  can  also  be  used  by  the  physician  as 
a guide  in  calling  upon  the  dentist  for  oral 
examination1’. 

Having  available  all  this  data,  a reliable 
diagnosis,  prognosis,  and  treatment  should 
be  correctly  determined. 

Concluding,  we  should  like  to  urge  closer 
cooperation  between  dentists  and  physicians, 
that  we  may  take  advantage  of  the  oppor- 
tunity offered  today  to  prevent  and  elimin- 
ate suffering  and  by  so  doing  prove  worthy 
of  the  confidence  imposed  in  us. 
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OPEN  REDUCTION  IN  THE  TREATMENT 

OF  FRACTURES,  SELECTION  OF 
CASES,  TYPES  AND  METHODS 
A.  C.  CARLSON,  M.  D.,  F.  A.  C.  S. 

Chief  Surgeon  United  Verde  Copper  Co., 
Jerome,  Arizona 

(Before  the  Regional  Conference  of  the  Arizona 
Subcommittee  of  the  Committee  on  Fractures,  of 
the  American  College  of  Surgeons,  held  at  Prescott 
July  11,  1931). 

In  attempting  to  discuss  the  subject  given 
me,  we  shall  be  able  to  touch  only  some  of 
the  outstanding  points. 

Dr.  Scudder,  Chairman  of  the  American 
College  of  Surgeons’  committee  on  the  treat- 
ment of  fractures  states:  “Today,  operative 
treatment  of  fractures  has  come  to  a point 
where,  in  certain  hands  and  for  certain 
cases,  it  is  the  best  treatment  and,  in  many 
instances,  it  is  the  first  treatment  of 
choice.’’  He  also  states  that  the  general  feel- 
ing is  that  you  can  handle  fractures  when 
you  have  tin|e.  This  is  bad  judgment,  for 
every  fracture  is  an  emergency.  Several  of 
the  men  here  have  had  the  profitable  pleas- 
ure of  taking  Dr.  Scudder’s  course  on  frac- 
tures. Two  years  ago,  when  some  of  us  were 
there,  we  noted  from  their  statistics  on  the 
series  of  cases  presented  that  20  per  cent 
of  simple  fractures  were  operated  upon.  Dr. 
Sherman  of  Pittsburg,  with  his  excellent 
technic  and  team  work  in  his  clinic,  operates 
a large  percentage  of  all  his  fractures.  Dr. 
Lambert,  father  of  operative  treatment  for 
fractures,  never  uses  skin  traction  because 
the  skin  may  become  excoriated  and  be  un- 
safe for  surgery.  Dr.  Lafferty  of  Detroit, 
opens,  reduces  the  fracture,  sutures  the  fas- 
cia, places  in  plaster,  but  does  not  place  any 
internal  fixation.  All  of  them,  with  perfec- 
tion in  their  individual  technic,  get  good 
results. 

Aside  from  the  stimulus  of  Dr.  S'cudder’s 
statement,  there  are  certain  indications  for 
open  reductions.  It  is  a known  fact  that  the 
more  perfect  the  anatomical  result  attained, 
the  more  perfect  will  be  the  functional  re- 
sult. However,  by  avoiding  shortening,  an- 
gulation, and  rotation,  the  functional  results 
should  be  good,  providing  the  proper  care  of 
early  joint  motion  is  given. 

There  are  certain  indications  for  open  re- 
ductions where  it  is  impossible  by  other 
methods  to  get  a perfect  functional  result: 

(1)  Fractures  that  are  impossible  to  re- 
duce properly  by  any  of  the  closed  methods. 
Some  adherents  to  the  closed  method  will 
say  there  are  none ; however,  there  are  cases 
where  muscle  is  interposed  between  the  frag- 
ments and  again  more  cases  where  intact 
periosteum  lies  between  the  fragments.  In 


OCTOBER,  1931 


485 


these  latter  cases,  the  outer  nonosteoblastic 
surface  of  the  periosteum  is  in  contact  with 
one  fragment,  and  you  not  only  can  not  pro- 
perly reduce,  but  you  will  not  get  union. 

(2)  Cases  in  which  the  fracture  can  be  re- 
duced, but  it  is  impossible  to  hold  it  re- 
duced. This  is  true  in  certain  oblique  frac- 
tures and  oblique  fractures  with  loose  frag- 
ment. With  some  authorities,  in  oblique 
fracture  of  both  bones  of  lower  extremity, 
open  reduction  is  immediately  advised. 

(3)  Cases  of  non-union  or  delayed  union. 
This  is  due,  possibly,  to  a deficiency  of  cal- 
cium or  intact  periosteum.  An  over  exten- 
sion of  the  distal  fragment,  permitting  day- 
light between  the  fragments  for  some  time, 
is  another  cause  for  non-union.  This  is  es- 
pecially true  in  transverse  fractures  of  mid- 
dle third  of  the  humerus. 

(4)  Fractures  of  one  bone  of  the  forearm 
with  overriding  of  the  fragments  is,  in  most 
cases,  impossible  to  reduce  and  must  be 
operated. 

(5)  Supracondylar  fractures  of  the  hu- 
merus with  marked  swelling  caused  by  in- 
trinsic pressure  from  bleeding,  is  an  indica- 
tion for  open  reduction.  These  cases  in  which 
there  is  marked  tension,  even  without  in- 
terference of  the  radial  pulse,  may  become 
complicated  with  Volkmann’s  contracture, 
because,  after  the  fracture  is  reduced,  it  is 
necessary  to  place  the  arm  in  such  a position 
of  flexion  that  the  pressure  is  increased  by 
extrinsic  means.  This  same  fracture  some- 
times presents  evidence  of  nerve  injury,  es- 
pecially of  the  musculospiral.  Our  authorities 
advise  us  that  sometimes  the  nerve  re- 
covers and  function  is  restored,  and  for  this 
finding  alone,  operation  should  be  delayed. 

(6)  Transverse  fractures  of  the  middle 
third  of  the  humerus  very  often  result  in 
non-union.  A large  percentage  of  these  cases 
must  be  operated. 

(7)  Most  cases  of  fracture  of  upper  third 
of  the  humerus  in  children  are  operated. 
Fractures  of  the  anatomical  neck  of  the 
humerus,  where  the  shaft  perforates  the 
joint  capsule,  are  in  many  cases  impossible 
to  reduce  and  open  reduction  is  necessary. 

(8)  Fracture  of  the  neck  off  the  femur. 
This  usually  occurs  in  old  patients.  The  con- 
dition of  the  patient  being  the  primary  fac- 
tor, there  is  no  hurry  to  operate. 

(9)  Fractures  of  vertebrae  with  partial 
cord  injury,  or  where  symptoms  of  pressure 
on  cord  comes  on  after  time  of  injury,  should 
be  operated ; also,  markedly  compressed  frac- 
ture of  vertebrae  without  cord  disturbance. 

(10)  Pathologic  fractures  following  bone 
cyst  with  overriding,  must  be  operated. 


(11)  Compound  fractures.  We  do  not  mean 
the  ones  with  very  small  opening  in  skin 
and  comparatively  little  injury  to  soft  tis- 
sues, but  those  with  open  wound,  with  bone 
or  bones  sticking  out  or  exposed.  These 
cases,  when  seen  within  six  hours  after  in- 
jury, can  be  operated  and  closed  without 
drainage.  Do  debridement  and  reduce,  fix 
fragments  with  some  absorbable  material 
such  as  heavy  chromic  gut,  kangaroo  tendon, 
or  fascia  lata. 

Beyond  this,  when  to  operate  depends, 
primarily,  upon  the  condition  of  the  patient 
and,  secondarily,  upon  the  judgment  of  the 
surgeon.  Fractures  present  so  many  differ- 
ent pictures  that  the  surgeon  must  make  his 
decision  with  the  patient’s  interest  in  mind, 
selecting  the  procedure  that  will  give  the 
best  anatomical,  functional,  and  economic 
results,  with  the  shortest  period  of  disability. 

Dr.  Scudder  gives  several  postulates  which 
I will  enumerate: 

(1)  The  procedure  must  be  with  the  high- 
est degree  of  safety  to  the  patient. 

(2)  A surgeon  and  assistants  should  be 
skilled  in  this  treatment. 

(3)  They  should  have  proper  instruments 
and  appliances  for  procedure. 

(4)  Anesthetist  should  be  skillful. 

(5)  Pre-operative,  operative,  and  post- 
operative treatment  should  be  adequate. 

(6)  Method  chosen  should  be  the  one  in- 
dicated in  the  particular  case. 

(7)  Contiguous  joints  should  be  moved  as 
earlv  as  possible. 

(8)  The  surgeon  is  held  responsible  for 
only  the  average  in  his  community.  He  feels 
more  should  be  given. 

The  method  used  in  open  reduction  de- 
pends upon  the  case.  It  is  true  that  there 
may  be  a choice  of  methods  in  some  cases, 
but,  where  good  fixation  can  be  accomplished 
with  absorbable  material,  it  is  best  to  use 
that. 

For  transverse  fractures  of  the  humerus, 
a plate  is  best.  For  oblique  fractures,  Parhem 
or  Collins  bands  will  do  good  work.  Frac- 
tures near  the  head  (intracapsular)  kan- 
garoo tendon  will  hold;  as  the  shoulder  joint 
can  and  should  be  moved  by  active  motion 
after  two  weeks  and  all  apparatus  removed, 
with  the  arm  free  in  a sling,  at  the  end  of 
three  weeks.  In  supracondylar  fracture  of 
the  humerus,  heavy  chromic  gut  or  kangaroo 
tendon  is  best  for  fixation. 

In  ununited  fracture  of  the  femur,  ends 
should  be  freshened  and  strong  firm  fix- 
ation is  necessary ; here  a Lane  plate  is  need- 
ed. In  fresh  oblique  fracture  of  the  femur, 
Collins  bands  do  excellent  work.  For  fresh 
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transverse  fracture  of  the  femur,  use  Lane 
plate.  For  fractures  of  the  patella,  fascia 
lata  or  kangaroo  tendon  passed  through 
drill  holes  through  the  bone,  suturing  the 
fascia  with  chromic  gut.  Some  use  silver  wire 
for  fixation  of  bony  fragments.  In  oblique 
fractures  of  the  tibia,  use  Parham  or  Collins 
band.  In  compound  fractures  of  the  tibia,  as 
well  as  simple  transverse  fractures  of  the 
tibia,  use  absorbable  material,  such  as  kan- 
garoo tendon.  For  ununited  fractures  of 
the  tibia,  use  sliding  graft. 

For  fracture  of  one  bone  of  the  forearm, 
either  only  reduce  and  with  great  care  place 
in  plaster  cast,  or  use  absorbable  material 
for  fixation,  such  as  heavy  chromic  gut  or 
fine  kangaroo  tendon.  For  fracture  of  the 
neck  of  the  femur  usually  encountered  in 
old  patients  a three-flanged  nail  with  very 
thin  flanges  so  the  least  amount  of  bone  is 
displaced,  is  used.  This  is  by  40  means  a 
simple  procedure  and  should  be  referred  to 
the  specialist.  For  fractures  of  the  vertebrae 
where  immobilization  is  indicated,  a bone 
transplant  should  be  done,  fixing  at  least 
the  vertebra  above  and  the  one  below  with 
the  fractured  vertebra  and.  still  better,  two 
above  the  two  below. 

Bone  transplants  are  also  indicated  in 
cases  where  union  has  failed  with  other 
open  methods. 

There  has  been  an  effort  to  replace  the 
steel  plate  with  beef-bone  plates  and  screws. 
The  failure  of  beef-bone  screws  to  stand  the 
strain,  snapping  off.  makes  them  unreliable. 

A very  important  procedure,  whether 
treating  fractures  by  the  open  or  closed 
method,  is,  early  active  motion  of  contiguous 
joints.  In  fracture  of  the  femur  or  tibia, 
where  firm  fixation  has  been  used,  such  as 
Lane  plate  or  Collins  bands,  a plaster  cast 
is  not  used  by  such  men  as  Sherman  or 
Scudder,  but  it  is  only  fixed  firmly  in  a 
Thomas  plint  and  Balkan  frame.  Aside  from 
the  actual  surgery  of  open  reduction,  there 
are  a few  points  that  are  very  important 
which,  thus  far,  have  not  been  mentioned: 
first,  careful  skin  preparation;  second,  suf- 
ficient help  in  surgery ; third,  careful  drap- 
ing, making  provisions  for  a sterile  assistant 
to  give  you  the  traction  and  rotation  neces- 
sary. Good  work  can  be  done  on  the  ordinary 
operating  table ; however,  the  Hawley  frac- 
ture table  is  of  great  importance. 

I tried  to  recall  cases  representing  these 
different  procedures  and  have  brougt  some 
x-rays  to  show.  In  the  small  series  of  open 
reductions  that  I have  done,  I have  had  one 
infected  case.  This  infection  did  not  occur  at 
the  time  the  Lane  plate  was  put  on,  but  set 


in  twelve  weeks  after,  when  I opened  and 
removed  the  plate.  The  fracture  was  of  the 
lower  third  of  the  femur  and  in  this  case  I 
first  placed  the  patient  in  ice-tong  traction, 
but  he  complained  so  greatly  that,  at  the  end 
of  a week,  I felt  something  else  would  have 
to  be  done  and  decided  on  open  reduction.  On 
removing  the  Lane  plate,  he  developed  an 
osteomyelitis  which  cleared  up  but  left  him 
with  complete  ankylosis  of  the  knee  joint. 
Another  unsatisfactory  result  was  a trans- 
verse fracture  of  the  femur  which  was 
treated  in  a Thomas  splint  and  caliper  trac- 
tion. but  with  no  union  other  than  fibrous. 
An  open  reduction  was  done,  ends  of  frag- 
ments freshened,  placed  firmly  together, 
and  a six-screw  Lane  plate  put  on.  The 
wound  healed  promptly,  but  again  there  was 
a failure  in  union.  He  was  operated  again  by 
some  very  good  friends  of  mine,  who  had  a 
similar  end  result.  I feel,  and  I am  sure  they 
do,  that  this  patient  had  a faulty  calcium 
phosphate  metabolism. 

I cite  you  these  cases  as  the  bad  results, 
as  well  as  some  of  the  good  results  I have 
to  show  you. 


THE  NEW  MEXICO  MEDICAL  SOCIETY 

(Continued  from  September  Issue) 

Dr.  M.  J.  Geyman  (Santa  Barbara,  Cal.)  pre- 
sented a paper  on  “Roentgen  Diagnosis  of  Gastro- 
intestinal Lesions,’  with  lantern  slide  illustrations, 
stating  that  “since  Roentgen’s  discovery  there  has 
been  an  increasing  value  in  the  use  of  x-rays  in 
diagnostic  procedures,  which  is  probably  most  mai’k- 
ed  in  the  roentgen  studies  of  the  gastro-intestinal 
tract.”  He  displayed  a number  of  slides  showing 
the  need  for  close  cooperation  between  the  roent- 
genologist and  referring  clinician,  and  presented  an 
abstract  of  a roentgen  study  of  lesions  in  cases  of 
gastroduodenal  ulcer.  He  stated,  “This  study  com- 
prises an  evaluation  of  the  so-called  compression 
technic,  consisting  briefly  of  localized  compres- 
sion over  the  duodenum  or  the  part  of  the  stomach 
under  examination,  under  fluoroscopic  observation, 
and  the  projection  of  this  picture  on  films.  The  ob- 
ject is  to  obtain  a detailed  study  of  the  duodenum 
or  stomach  with  just  sufficient  barium  content  to 
coat  the  mucosal  surfaces.  As  a result  of  this  pro- 
cedure, lesions  are  demonstrated  more  clearly.  The 
most  certain  and  important  sign  of  ulcer,  the  niche, 
can  be  visualized  in  as  high  as  50  per  cent  of  cases 
which  present  bulb  deformities  characteristic  of  ul- 
cer. Also  certain  superficial  mucosal  ulcerations 
and  the  en  face  type  of  niche,  can  b'e  shown  with 
great  detail  and  certainty,  whereas  they  might  jus- 
tifiably be  missed  by  even  a careful  roentgen  study 
which  did  not  involve  the  use  of  this  technic.” 

Dr.  Curtice  Rosser  (Dallas,  Texas)  expressed  his 
enjoyment  of  Dr.  Geyman’s  paper,  but  offered  the 
suggestion  that  the  proctoscopic  examination  be 
made  before  the  oral  administration  of  barium. 

Dr.  Geyman  had  nothing  to  add  in  the  way  of 
discussion,  but  thanked  the  Society  for  the  privilege 
of  appearing  before  it  and  for  the  courteous  treat- 
ment he  had  been  accorded. 

Dr.  Verne  C.  Hunt  (Los  Angeles,  Cal.)  speaking 
on  ‘“The  Surgical  Treatment  of  Peptic  Ulcer,”  ad- 
vised that  “the  surgical  procedure  of  choice  for  ul- 
cer depends  largely  on  whether  the  lesion  is  duo- 


OCTOBER,  1931 


487 


denal,  gastric,  marginal  or  jejunal,  and  the  results 
following  surgical  treatment  of  duodenal  and  gas- 
tric ulcers  are  best  when  care  is  exercised  in  the 
selection  of  cases,  and  when  the  indications  for 
surgery  are  most  definite.  Repeated  hemorrhage, 
perforation,  obstruction,  or  gastric  retention  re- 
sulting from  duodenal  ulcer,  represent  more  or  less 
urgent  indications  for  surgical  treatment.  The  most 
satisfactory  results  incident  to  the  surgical  treat- 
ment of  duodenal  ulcer  are  those  following  posterior 
gastro-enterostomy  for  varying  degrees  of  pyloric 
obstruction.  These  excellent  results  led  to  the  de- 
duction that  if  gastro-enterostomy  produced  satis- 
factory results  when  obstruction  occurred  secondary 
to  duodenal  ulcer,  the  same  procedure  should  pro- 
duce similar  results  when  used  in  non-obstructive 
types  of  duodenal  ulcer,  but  experience  has  proved 
such  conclusions  not  well  founded.  The  direct  op- 
eration of  excision  of  duodenal  ulcer  should  provide 
a high  percentage  of  good  results,  and  is  a proce- 
dure particularly  applicable  to  the  bleeding  type  of 
duodenal  ulcer,  but  unfortunately,  in  many  cases  in 
which  hemorrhage  has  been  a predominating  symp- 
tom, there  is  so  much  inflammatory  reaction  about 
the  ulcer  in  the  acute  and  subacute  lesions,  or  so 
much  scarring  in  many  of  the  chronic  lesions,  that 
the  indirect  operation  of  gastro-enterostomy _ be- 
comes the  procedure  of  necessity.  Also,  the  direct 
operation  is  not  always  applicable  to  the  lesions  on 
the  posterior  wall  of  the  duodenum.  The  indirect 
operation  of  gastro-enterostomy  has  given  better 
results  when  used  in  cases  of  old  chronic  duodenal 
ulcer,  with  or  without  obstruction,  than  when  em- 
ployed in  those  cases  of  relatively  short  duration, 
and  particularly  in  young  people.  The  problems 
associated  with  the  surgical  treatment  of  gastric 
ulcer  are  considerably  more  complex  than  those 
in  duodenal  ulcer.  The  benignancy  of  duodenal  ul- 
cer is  practically  absolute,  and  rarely  is  primary 
malignancy  of  the  duodenum  encountered.  Whether 
or  not  any  relationship  exists  between  gastric  ul- 
cer and  malignancy  developing  upon  an  old  gastric 
ulcer  is  a Question  of  great  importance  and  one  re- 
garding which  there  is  still  considerable  contro- 
versy. It  is  quite  probable  that  most  gastric  car- 
cinomas ai’e  malignant  lesions  from  their  inception 
The  chief  problem  relates  to  the  differential  diag- 
nosis between  gastric  ulcer  and  early  operable  car- 
cinoma, which  frequently  may  be  accurately  estab- 
lished only  through  surgical  exploration  and  micro- 
sconic  section.  To  establish  the  accuracy  of  diag- 
nosis by  such  methods  necessitates  excision  of  the 
lesion,  which  may  be  accomulished  by  relatively 
conservative  or  radical  procedures.  For  true  gas- 
tric ulcer,  the  conservative  procedures  are  usually 
the  ones  of  choice,  reserving  the  radical  procedure 
of  partial  gastrectomy  for  those  lesions  not  suitable 
for  conservative  surgery.” 

Dr.  F.  D.  Vickers  (Deming)  asked  if  duodenal  ul- 
cers that  recur  and  then  go  for  months  apparently 
without  symptoms,  have  healed  or  if  they  are  still 
ulcers. 

Dr.  P.  Richards  (Albuquerque)  remarked  that 
this  is  a rather  comprehensive  subject  and  that 
differential  points  between  the  peptic  ulcer  and  duo- 
denal ulcer  should  not  be  discussed  in  the  same  pa- 
per, in  his  opinion;  that  a peptic  ulcer  is  invari- 
ably an  embrvonic  process,  while  duodenal  ulcers 
are  a mechanical  proposition.  He  stated  that  he 
bad  never  sees  a true  pentic  ulcer  cured,  nor  a true 
duodenal  ulcer1  cured,  but  that  duodenal  ulcers 
would  go  along  quiescently  for  years  if  the  patient 
learned  to  sleep  on  his  stomach. 

Dr.  Nathaniel  H.  brush  ( Santa  Barbara,  Cal.) 
exnressed  the  belief  that  certain  tendencies,  certain 
personalities,  plav  an  enormous  role  in  the  forma- 
tion of  duodenal  and  gastric  ulcers.  He  referred 
to  a personal  experience  in  his  own  home,  and  to 


his  worry  and  concern  over  this,  which  forced  him 
to  live  under  a great  strain,  during  which  a duode- 
nal ulcer  developed,  for  which  he  had  all  kinds  of 
treatment.  As  soon  as  the  personal  situation  clear- 
ed up,  the  ulcer  became  better. 

Dr.  Hunt,  in  closing,  stated  that  there  are  many 
different  opinions  about  this  whole  subject.  A doc- 
tor asked  him  as  to  the  relationship  between  ulcer 
and  foci  of  infection,  saying  that  he  had  an  ulcer 
for  years  and  as  soon  as  he  had  his  teeth  extracted, 
all  symptoms  disappeared.  “There  is  a very  defi- 
nite relationship  between  foci  of  infection  and  gas- 
tric ulcer.  As  I stated  in  my  paper,  when  a diag- 
nosis of  duodenal  ulcer  can  be  made,  in  the  absence 
of  hemorrhage,  pyloric  obstruction,  or  perforation, 
that  patient  is  entitled  to  a thorough  trial  of  medi- 
cal treatment;  many  of  them  will  respond  to  this. 
As  regards  the  healing  of  ulcers,  we  know  that 
many  ulcers  heal.  Frequently  autopsy  records  will 
show  death  from  other  conditions,  yet  showing  old 
healed  ulcers,  to  which  no  reference  was  made  in 
the  case  history.  Dr.  Geyman’s  paper  was  a very 
excellent  one.  His  recent  observations  in  this  newer 
method  of  illustrating  x-ray  findings,  particularly 
the  niche,  in  duodenal  ulcer,  is  very  gratifying.  The 
method  he  has  presented  is  a very  important  step 
in  the  aid  of  diagnosis.” 

The  next  paper  was  by  Professor  Fred  W.  Allen, 
Jr.,  University  of  New  Mexico,  Albuquerque,  en- 
titled “Resistance  and  Immunity  to  Animal  Infec- 
tions.” Prof.  Allen  asserted,  “We  know  that  the 
presence  of  foreign  proteins  or  antigens  in  the  body 
results  in  the  ability  of  the  blood,  under  certain  cir- 
cumstances, to  dissolve  them  if  they  are  not  already 
in  solution;  to  cause  them  to  clump  or  agglutinate  if 
in  discrete  particles  or  to  precipitate  them  as  solid 
particles  if  they  are  in  solution;  to  fix  or  use  up  a 
constituent  of  the  blood  known  as  complement  nec- 
essary for  the  dissolution  of  cellular  antigens,  but 
occurring  whenever  an  antigen  and  antibody  com- 
bine; and  to  stimulate  the  leukocytes  to  a height- 
ened appetite  for  them  and  to  increase  their  di- 
gestibility for  the  leukocytes.  We  also  know  that 
under  certain  circumstances  the  body  is  rendered 
immune  to  injury  by  them,  while  in  other  circum- 
stances it  is  rendered  highly  susceptible  to  them 
when  it  was  unharmed  by  them  before,  a condition 
known  as  anaphylaxis.  We  also  know  that  when 
an  animal  in  a state  of  hypersusceptibility  to  a 
particular  protein,  injection  of  that  protein  into  the 
skin  causes  a characteristic  skin  reaction;  such  as 
in  the  tuberculin  reaction  and  in  the  injection  of 
nollen  extracts  in  the  skin  of  sensitive  individuals. 
Just  how  all  of  this  is  brought  about  is  still  almost 
as  much  a mystery  now  as  it  ever  was,  and  we 
are  almost  as  much  in  the  dark  as  to  the  relation, 
if  any,  of  these  various  immune  reactions  to  actual 
immunity.  Blood  immunized  against  either  spiro- 
chetes or  trypanosomes  shows  another  peculiarity 
in  that  the  blood  platelets  adhere  to  the  parasites 
until  the  latter  become  laden  with  them.  Erypano- 
somes  also  acquire  the  property  of  attaching  them- 
selves to  leukocytes,  even  dead  ones,  which  un- 
doubtedly aids  in  the  process  of  phagocytosis.  Ac- 
ouired  resistance  undoubtedly  plays  an  important 
part  in  protozoan  and  metazoan  infections,  as  well 
as  in  bacterial  ones.  Such  resistance,  in  the  case  of 
protozoa,  usually  takes  the  form  of  antagonism  to 
the  parasites,  so  that  they  are  unable  to  make 
headway  and  produce  heavy  infections;  in  the  case 
of  worms  it  takes  three  different  forms:  (1)  resist- 
ance to  invasion  of  the  parasites,  (2)  resistance  to 
successful  maturing  of  the  parasites  after  entry, 
(3)  7-esistance  to  injurious  toxic  effects.” 

Dr.  R.  W.  Mendelson  (Albuquerque)  compliment- 
(Continued  on  page  491) 
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CASE  OF  PAIN  IN  RIGHT 
HYPOCHONDRIUM 
(Diagnostic  Discussions.) 

(Case  No.  17181,  Case  Records  of  Mass.  Genl. 
Hospital,  from  N.  E.  Jour,  of  Med.,  April  30,  1931, 
page  934.) 

Case  Record. 

An  Irish  laborer  fifty-nine  years  old  entered  Sep- 
tember 11  complaining  of  pain  in  the  right  side  of 
the  chest  and  flank.  For  six  months  he  had  had  a 
short  morning  cough  productive  of  a very  little  thin 
white  sputum. 

Five  months  before  admission  when  he  was  in  ex- 
cellent health  and  working  hard  he  had  sudden  on- 
set of  dull  aching  pain  occurring  first  immediately 
after  the  noon  meal,  then  after  every  meal,  local- 
ized to  an  area  about  the  size  of  a palm  beginning 
in  the  epigastrium  and  extending  around  the  right 
hypochondrium  to  the  midaxillary  line  two  centi- 
meters above  the  costal  margin  and  four  or  five 
centimeters  below  it.  It  was  not  related  to  the  kind 
of  food  or  to  exertion  or  change  of  position.  It 
would  gradually  pass  off  in  about  an  hour.  Al- 
though it  distressed  him  a good  deal  at  times  he 
never  stopped  work.  After  three  weeks  it  gradual- 
ly disappeared  and  he  felt  entirely  well  for  over 
three  months.  Five  weeks  before  admission  his  skin 
was  slightly  yellow.  Three  weeks  before  admission 
the  pain  recurred.  He  at  once  stopped  work  and 
went  to  the  country  for  a rest.  This  time,  however, 
the  pain  persisted,  accompanied  by  marked  anor- 
exia. He  had  grown  progressively  weaker,  his 
weight  had  fallen  from  158  to  140  and  he  had  be- 
come slightly  yellower,  especially  his  eyes.  For  two 
or  three  weeks  his  urine  had  been  dark.  His  ab- 
domen had  shrunken.  For  four  days  the  pain  had 
been  much  more  intense  and  constantly  present  re- 
gardless of  food.  With  the  pain  there  had  always 
been  tenderness  over  the  area  involved.  For  the 
past  four  days  this  had  been  intensified.  Even  a 
deep  breath  was  painful,  though  not  with  the  catch- 
ing pain  of  pleurisy.  He  pointed  to  the  maximum 
point  of  tenderness  well  out  in  the  flank  and  in  the 
anterior  axillary  line.  He  felt  very  weak  and  any 
exertion  caused  dyspnea.  For  the  past  four  davs 
his  morning  cough  had  been  accompanied  by  slight 
nausea. 

His  family  history  was  good. 

He  had  always  been  healthy  and  strong.  He  had 
had  scarlet  fever  in  childhood.  His  habits  were 
good.  He  very  rarely  used  alcohol. 

Clinical  examination  showed  a well  nourished 
man  with  a slight  icteric  tinge  to  the  sclerae  and  a 
subicteric  tinge  to  the  skin.  The  nasal  septum  devi- 
ated to  the  left.  The  apex  impulse  of  the  heart  was 
felt  in  the  fifth  space  9.5  centimeters  to  the  left  of 
midsternum,  2.5  centimeters  outside  the  midclavicu- 
lar  line,  the  right  border  of  dullness  2 centimeters 
to  the  right,  the  supracardiac  dullness  4.  The 
sounds  were  of  poor  quality,  the  apex  and  aortic 
second  sounds  split.  There  was  a systolic  murmur 
at  the  apex.  The  artery  walls  were  palpable  and 
tortuous.  The  blood  pressure  was  130/85.  The  ab- 
domen was  distended,  tense.  The  liver  dullness  was 
four  fingerbreadths  below  the  costal  margin  in  the 
right  flank.  The  edge  of  a mass  was  felt  in  the 
right  flank  four  fingerbreadths  down,  moving  with 
respiration.  There  was  tenderness  over  the  mass, 
which  presumably  was  the  liver.  The  left  lobe  could 
not  be  palpated.  No  fluid  wave  or  shifting  dullness 
was  made  out.  There  was  questionable  clubbing  of 
the  fingers.  The  pupils  and  reflexes  were  normal. 

(Note:  In  presenting  the  case  for  discussion,  the 
following  paragroph  was  unintentionally  omitted: 
hence  the  remarks  in  discussion  on  lack  of  blood 
renorts.) 

Before  operation  the  amount  of  urine  is  not  re- 


corded. The  specific  gravity  was  1.038  to  1.020. 
One  of  three  specimens  showed  sugar  and  rare 
leukocytes.  Bloo(d  examination  ishow'eld  4,700  (to 
7,900  leukocytes,  56  to  68  per  cent  polynuclears, 
hemoglobin  60  to  70  per  cent,  reds  3,800,000  to 
2,450,000.  Two  smears  showed  slight  achromia,  one 
slight  anisocytosis.  A Hinton  test  was  negative. 
The  stools  showed  a questionable  guaiac  at  one  of 
four  tests.  The  fasting  contents  of  the  stomach 
were  10  cubic  centimeters  of  gray  watery  fluid, 
free  hydrochloric  acid  6,  combined  4,  guaiac  nega- 
tive. A test  meal  at  half  an  hour  gave  20  cubic 
centimeters  of  similar  material,  free  hydrochloric 
acid  46,  combined  2,  guaiac  negative.  A test  meal 
at  one  hour  gave  80  cubic  centimeters  of  similar  ma- 
terial, free  hydrochloric  acid  64,  combined  6,  guaiac 
negative.  The  icteric  index  was  10  to  8.  A van  den 
Bergh  test  was  too  low  to  read.  A liver  function 
test  showed  25  per  cent  retention.  Before  operation 
the  temperature  was  98°  to  100°,  the  pulse  and 
respirations  were  normal. 

X-ray  examinations  with  a barium  meal  showed 
the  stomach  empty  at  six  hours.  The  head  of  the 
motor  meal  was  in  the  cecum.  Peristalsis  of  the 
stomach  was  vigorous.  The  first  portion  of  the  duo- 
denum was  irritable.  The  cecum  showed  some  spasm. 
The  patient  complained  of  tenderness  over  the  re- 
gion of  the  appendix.  The  right  diaphragm  was 
high  and  slightly  limited  in  excursion.  “The  find- 
ings in  the  stomach,  duodenum  and  cecum  are  ab- 
normal but  may  not  indicate  definite  pathology  in 
any  one.  Similar  findings  have  been  seen  in  exten- 
sive inflammatory  conditions.”  At  a Graham  test 
the  outline  of  a normally  filled  gall  bladder  was  not 
visible  in  any  of  the  plates  taken.  “The  findings 
are  consistent  wiht  disease  of  the  gall  bladder  or 
liver.” 

(Note: — There  is  some  doubt  as  to  whether  this 
test  was  accurate.  The  pre-meal  plates  were  poor.) 
There  was  an  apical  abscess  at  the  root  of  a bicus- 
pid. 

A medical  consultant  advised  exploratory  opera- 
tion. 

During  the  first  five  days  the  abdomen  was  more 
distended  and  shifting  dullness  and  fluid  wave  de- 
veloped. The  liver  was  not  so  easily  palpated  as  at 
admission,  but  appeared  slightly  larger.  The  pain 
was  less  and  the  patient  felt  better. 

September  15  biliary  drainage  was  done.  The 
tube  passed:  easily.  There  was  some  cellular  debris 
in  mucoid  element.  No  cholesterol  crystals  were 
seen,  and  no  poylnuclears.  There  were  some  amor- 
phous patches  of  golden  yellow  material  but  none 
bright  and  striking.  September  18  the  abdomen  was 
softer.  The  spleen  was  easily  palpable. 

September  19  operation  was  done.  The  patient 
did  well  for  the  first  two  weeks.  October  1 a cul- 
ture from  the  wound  showed  staphylococcus  albus. 
October  5 there  were  sticky  rales  at  both  bases.  The 
other  signs  were  obscured  by  the  surgical  plaster; 
no  definite  evidence  of  consolidation  was  made  out. 
The  abdomen  showed  moderate  distention  and  a 
large  amount  of  fluid.  October  6 the  patient  com- 
plained of  dyspnea  and  great  discomfort  from  a 
sense  of  abdominal  tightness.  An  abdominal  tap 
gave  2,500  cubic  centimeters  of  intensely  bloody 
fluid,  specific  gravity  1.024;  1,250,000  red  cells  per 
cubic  millimeter,  1200  white  cells.  Culture  showed 
one  colony  of  micrococcus  tetragenous.  The  patient 
was  given  one  cubic  centimeter  of  salyrgan  intrave- 
nously. That  night  he  suddenly  became  weak,  pros- 
trated, cold  and  sweating.  The  pulse  was  150  and 
almost  imperceptible.  The  blood  pressure  was  70/50, 
the  temperature  101°,  the  respirations  30.  Within 
half  an  hour  the  temperature  was  normal,  the  pulse 
140,  the  blood  pressure  105/70.  October  8 the  fluid 
had  reaccumulated  in  the  abdomen.  The  patient 
again  had  sudden  onset  of  weakness  and  faintness 
with  practically  imperceptible  pulse  and  a blood 
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pressure  of  70  (?)/40,  both  gradually  falling,  the 
pulse  rate  140-170-80.  That  afternoon  the  patient 
died. 


Discussion  by  Dr.  J.  M.  Greer,  Phoenix. 

In  this  case,  pain  in  the  epigastrium  going  ai'ound 
to  the  right  flank,  in  a man  of  fifty-nine  years, 
coming  on  after  the  noon  meal,  which  was  probably 
the  heaviest  meal,  and  later  after  every  meal,  dura- 
tion five  months  with  slight  jaundice,  indicates 
some  chronic  or  slowly  developing  conditioin  or  pro- 
cess in  the  right  upper  abdomen  probably  associat- 
ed with  the  digestive  tract  or  liver  and  gall  blad- 
der. The  various  conditions  to  be  considered  may 
be  tabulated  as  follows: 

Malignancy,  somewhere.  In  a patient  of  this  age 
previously  healthy,  any  slowly  developing  condition 
with  loss  of  weight  and  weakness,  malignancy  some- 
where must  always  be  considered;  the  anorexia 
could  of  course  account  for  the  loss  of  weight  and 
weakness.  * 

Malignancy  of  the  stomach,  and  malignancy  of 
the  hepatic  flexure  of  the  colon. 

Malignancy  of  the  head  of  the  pancreas. 

Malignancy  of  the  kidney  or  of  the  suprarenal 
gland  (hypernephroma) . 

Of  the  inflammatory  conditions  the  following  may 
be  considered: 

Cholecystitis  with  or  without  stones,  with  associ- 
ated cholangitis  and  hepatitis. 

Cirrhosis  of  the  liver. 

Tuberculosis  of  the  peritoneum. 

Abscess  of  the  liver. 

The  x-ray  examination,  together  with  the  absence 
of  definite  stomach  symptoms,  help  us  to  rule  out 
trouble  in  the  stomach  itself.  The  vigorous  peristal- 
sis and  irritability  of  the  duodenum  can  no  doubt 
be  accounted  for  by  some  condition  outside  of  the 
stomach  itself.  Malignancy  of  the  colon  can  be  ruled 
out  by  absence  of  definite  symptoms  referable  to 
the  large  intestine  as  constipation  or  diarrhea,  the 
absence  of  a history  of  obstipation  and  negative 
x-ray  findings.  The  mass  felt  in  that  region  is 
probably  not  a mass  in  the  colon.  Peritoneal  tuber- 
culosis with  plastic  exudate  and  mass  of  the  omen- 
tum is  possible,  but  hardly  probable  in  a patient  of 
this  kind.  Cholangitis  and  chronic  appendicitis  with 
associated  infection  of  the  bile  ducts  and  abscess 
formation  in  the  liver,  cannot  be  ruled  out  and 
could  well  account  for  the  increased  size  of  the  liv- 
er, the  high  right  diaphragm  and  the  limited  excur- 
sion. The  remark  of  the  radiologist  is  significant 
to  me.  “The  findings  in  the  stomach,  duodenum 
and  cecum  are  abnormal  but  may  not  indicate  defi- 
nite pathology  in  anv  one.  Similar  findings  have 
been  seen  in  extensive  inflammatory  conditions.” 
Why  is  this  not  an  extensive  inflammatory  condi- 
tion with  infection  of  the  gall  bladder  and  biliary 
ducts  with  associated  chronic  suppuration  in  the  liv- 
er? We  are  not  given  the  blood  picture  nor  the  tem- 
perature curve  in  order  to  help  us  with  this  point. 
("See  note  in  history.)  This  would  account  for  the 
slight  heart  and  blood  vessel  damage  and  the  icteric 
tinge  to  the  sclera  and  skin.  As  to  uncomplicated 
cirrhosis  of  the  liver,  if  there  is  such  a thing,  the 
clinical  course  would  seem  to  rule  this  out. 

Coming  back  to  the  subject  of  malignancy.  It 
does  not  seem  that  there  has  been  sufficient  loss  of 
weight,  nor  that  the  jaundice  has  been  intense 
enough  to  warrant  a diagnosis  of  carcinoma  of  the 
bead  of  the  pancreas.  As  to  hypernephroma,  we  are 
not  given  anv  urinary  findings  nor  was  any  kidnev 
work  suggested.  So.  in  the  absence  of  such  data, 
wp  must  rule  out  hypernephroma  even  though  the 
mass  in  the  right  flank  might  be  the  kidnev.  The 
Graham  test  ponits  toward  pathology  of  the  ga1! 
bladder.  In  fact  this  test  puts  something  on  the  gall 
bladder  and  liver  and  this  has  to  be  cleared  up  be- 


fore we  can  rule  out  pathology  in  these  two  organs. 
Apparently  the  medical  consultant  was  not  very 
sure  of  his  diagnosis,  if  he  had  one,  or  he  would  not 
have  advised  on  exploratory  operation.  It  would  be 
interesting  to  speculate  upon  what  was  found  in  the 
abdomen  at  operation.  It  is  quite  evident  that  sur- 
gery did  him  very  little  good.  Before  operation  the 
patient  developed  a dull  and  distended  abdomen 
with  fluid  wave  which  would  indicate  some  stasis 
in  the  portal  circulation,  in  the  absence  of  edema  of 
the  lower  extremities  which  he  apparently  did  not 
have.  The  reason  the  patient  did  well  after  opera- 
tion was  perhaps  because  of  the  removal  of  the  fluid 
and  no  doubt  the  psychological  effect.  I do  not  feel 
that  anything  curative  was  attempted  in  a sui’gical 
way.  The  fluid  that  accumulated  in  the  abdomen 
later  was  apparently  a combination  of  transudate 
and  hemorrhage.  Just  why  the  salyrgan  was  given 
I do  not  know  unless  it  was  that  they  thought  there 
was  some  anasarca  and  it  would  be  helped  by  this 
drug.  The  patient  probably  died  from  exhaustion 
and  cardiac  failure.  I do  not  believe  that  there  was 
enough  infection  to  cause  peritonitis  and  death.  In 
fact  from  the  data  given  it  was  a cardiac  death. 

After  the  above  discussion  I should  like  to  venture 
a diagnosis. 

I.  Malignancy  of  the  gall  bladder  and  ducts  and 
metastasis  in  the  liver. 

II.  Cholecystitis,  cholangitis  and  chronic  appen- 
dicitis with  suppurative  hepatitis. 


Discussion  by  Dr..  Frank  J.  Milloy,  Phoenix. 

The  cardinal  symptoms  in  this  case  are  pain  in 
the  right  flank  and  chest  for  six  months  duration, 
ascites,  jaundice,  and  a tumor  mass  which  is  either 
the  liver,  part  of  the  liver,  or  separate  from  the  liv- 
er and  extending  into  it.  And  apparently,  aside 
from  the  cardinal  signs  and  symptoms,  there  are 
no  others.  The  case  is  conspicuous  by  absence  of  any 
laboratory  findings  or  tests  except  the  abdominal 
fluid  taken  a day  or  so  before  death.  So  it  must  be 
taken  for  granted  that  the  laboratory  tests  were 
negative  or  not  necessary  for  diagnosis.  The  x-rav 
reports  suggest  pathology  but  are  indeterminate. 
Pain  of  this  character,  ascites,  tumor  mass,  dura- 
tion six  months,  is  quite  a typical  picture  of  malig- 
nancy. About  ninety  per  cent  of  ascites  is  produced 
by  heart  disease,  renal  disease,  cirrhosis,  abdom- 
inal malignancy  or  tuberculous  peritonitis.  There 
is  nothing  here  to  suggest  renal  or  heart  disease. 
There  is  no  reason  to  suspect  the  right  kidney  from 
the  location  of  the  tumor.  The  absence  of  anv  his- 
tory or  temperature  curve  is  against  tuberculosis, 
especially  in  a man  of  fifty-nine.  And  I don’t  see 
how  this  can  be  called  cirrhosis.  There  is  no  pain  in 
cirrhosis.  The  course  of  this  disease  is  too  abrupt. 
In  atrophic  cirrhosis,  the  liver  is  contracted  in  the 
stage  of  ascites  and  if  it  were  biliary  cirrhosis, 
there  would  be  intense  jaundice. 

The  causes  of  jaundice  are  gallstones  and  mal- 
ignancy. The  patient  apparently  is  not  as  jaundic- 
ed now  as  he  was  earlier  in  the  course  of  the  dis- 
ease. Malignant  Ivmphoma  or  Hodgkin’s  disease  of 
the  abdomen  and  thorax  cannot  be  ruled  out  in  this 
case  unless  we  had  some  evidence  of  some  glandu- 
lar enlargement,  temperature  curve  or  some  clue 
from  the  differential  blood  count  which  is  not  giv- 
en. Abdominal  Hodgkin’s  could  produce  just  such 
a clinical  picture,  however. 

Other  tumors  of  the  liver,  as  abscess  and  echino- 
coccus cysts,  are  ruled  out  on  the  same  basis.  The 
absence  of  anv  clinical  findings  or  positive  labora- 
tory examinations  in  the  presence  of  a pain  of  six 
months’  duration  with  ascites,  icterus  and  tumor 
mass  can  scareelv  be  anvthine:  other  than  malie- 
nanev  The  Question  is  to  determine  the  primary 
site.  I hesitate  to  say  that  it  is  primary  in  the  liv- 
(Continued  on  page  498) 
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THE  SOUTHWESTERN  MEETING 
December  3,  4 and  5. 

The  Seventeenth  Annual  Session  of  the 
Medical  and  Surgical  Association  of  the 
Southwest  will  meet  in  Phoenix  on  Decem- 
ber 3,  4 and  5.  with  headquarters  at  the 
Hotel  Westward  Ho,  where  all  scientific  ses- 
sions will  be  held.  The  Program  Committee 
has  arranged  a very  attractive  series  of 
papers,  address  and  clinics.  The  General 
Program  Committee,  appointed  by  Dr.  W.  R. 
Jamieson,  of  El  Paso.  President  of  the  As- 
sociation, consists  of  Drs.  J.  M.  Greer  (Phoe- 
nix), chairman;  Frank  J.  Milloy  (Phoenix), 
James  J.  Gorman  (El  Paso),  Leroy  S. 
Peters  (Albuquerque),  and  Alberto  Madrid 
(Torreon,  Mexico).  The  Committee  on  Lo- 
cal Arrangements  and  Clinics,  appointed  by 
by  the  Maricopa  County  Medical  Society, 
consists  of  Drs.  Fred  Holmes ( Chairman), 
Fred  C.  Jordan  and  Harry  R.  Carson.  Sub- 
committees consists  of  Drs.  J.  D.  Hamer  on 
Hotel  and  Meetings,  R.  B.  Raney  on  Enter- 
tainment, Norman  Ross  on  Transportation, 
Orville  H.  Brown  and  John  J.  McLoone  on 
Clinics,  F.  B.  Sharp  on  Publicity  and  Victor 
Randolph  on  Finance. 

The  Ladies’  Auxiliary  of  the  Maricopa 
County  Medical  Society  have  been  asked  to 
take  entire  charge  of  the  entertainment  of 
visiting  ladies,  which  insures  that  this  fea- 
ture of  the  convention  will  be  admirably 
managed. 

The  order  of  papers  has  not  yet  been  de- 
termined, but  the  program  includes  the  fol- 
lowing: 

“Jaundice,”  by  Dr.  Fred  H.  Kruse,  Asso- 
ciate Clinical  Professor  of  Medicine  at  the 
University  of  California,  San  Francisco. 

“Tuberculosis,”  by  Dr.  Alexius  N.  Fors- 
ter. Physieian-in-Chief,  Cragmor  Sanator- 
ium, Colorado  Springs,  Colo. 


“Some  Procedures  in  Thoracic  Surgery,” 
by  Norman  Bethune,  Surgical  Division  of 
the  Chest  Clinic,  Royal  Victoria  Hospital, 
Montreal. 

“Does  the  Operative  Mortality  and  Seque- 
lae Justify  Operation  on  Borderline  Gall 
Bladder  Cases,”  by  Drs.  W.  L.  Brown  and 
C.  P.  Brown  of  El  Paso. 

“General  Principles  in  the  Management  of 
Goitre,”  by  Dr.  Arthur  L.  Hertzler,  Pro- 
fessor of  Surgery,  University  of  Kansas, 
Ha’stead,  Kans. 

“Intestinal  Obstructions  with  Discussion 
of  Diagnosis  and  the  Time  Element  as  a 
Factor  in  Surgical  Relief,”  by  Dr.  Felix  P. 
Mil'er,  El  Paso. 

“Diagnosis  and  Treatment  of  Carcinoma 
of  the  Prostate,”  bv  Dr.  David  M.  Davis, 
Phoenix. 

“Intestinal  Al’ergv  and  the  Sequelae,”  by 
Dr.  Virvil  0.  Presson.  Tucson,  Ariz. 

“Problems  and  Management  of  Tntract- 
ab'e  Asthma,”  by  Dr.  George  Piness.  Los 
Angeles. 

“Nephrosis.”  bv  Dr.  Nelson  W.  Barker, 
Instructor  in  Medicine.  LTniversitv  of  Min- 
nesota. Rochester.  Minn. 

“Remarks  on  Chronic  Arthritis,”  by  Dr. 
Paul  Ho^rook.  Desert  Sanatarium.  Tucson. 

“Climate,”  bv  Dr.  Allen  K.  Krause,  Des- 
ert Sanatarium,  Tucson. 

“The  Effect  of  Heridity,  Environment  and 
Early  Habits  in  the  Develonment  of  Per- 
sonality.” by  Dr.  M.  K.  Wvlder.  President 
of  the  New  Mexico  Medical  Society,  Albu- 
querque. 

“Subiect  to  be  announced,”  by  Dr.  W.  A. 
Gekler,  Albuquerque. 

“Childhood  Tuberculosis,”  by  Dr.  J.  Mott 
Rawlings,  El  Paso. 

“Use  of  Insulin  as  an  Adjunct  in  the 
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Treatment  of  Tuberculosis,”  by  Dr.  D.  L. 
Arnold,  El  Paso. 

“Electrocautery  in  Tuberculosis  of  the 
Larynx,”  by  Dr.  W.  E.  Vandevere,  El  Paso. 

“Extraplueral  Pneumolysis,”  by  Dr.  Vic- 
tor Randolph,  Phoenix. 

“Subiect  to  be  announced,”  by  Dr.  Ellis 
Jones,  Los  Angeles. 

“Fractures,”  by  Dr.  W.  L.  Rogers  of  San 
Francisco. 

Final  program  with  announcements  as  to 
clinics  and  special  features  will  be  sent  out 
to  ab  doctors  in  the  southwest  by  the  mid- 
d'e  of  November. 

Hotel  reservations  may  be  made  direct  to 
the  Westward  Ho,  or  such  other  hotels  as 
may  be  preferred,  or  through  Dr.  J.  D. 
Hamer,  Goodrich  Building,  Phoenix. 


JESSE  GEORGE  HOLMES,  M.  D. 

In  the  death  of  Dr.  J.  G.  Holmes,  of  Al- 
amogordo, N.  M.,  a practitioner  for  twenty 
five  years  in  that  state  passed  from  the 
ranks  of  the  nrofession.  His  last  days  were 
spent  in  the  William  Beaumont  Hospital  at 
El  Paso,  where  his  death  occurred  on  Sep- 
tember 28th.  Dr.  Holmes  was  born  at  Ham- 
burg, Iowa  on  August  2,  1876.  After  gradua- 
tion from  the  Hamburg  High  School  in  1894, 
he  took  his  bachelor’s  degree  from  Tabor 
College  in  Iowa  in  1899,  and  his  medical 
degree  from  Northwestern  University  in 
1904.  He  located  in  New  Mexico  in  1905.  He 
served  as  captain  in  the  Medical  Corps  of 
the  A.  E.  F.,  spending  seventeen  months  in 
France.  His  body  was  sent  to  his  old  home 
in  Hamburg,  Iowa  for  burial. 


COLORADO’S  INVITATION  TO 
NEW  MEXICO 

In  the  published  minutes  of  the  meeting 
of  the  New  Mexico  Medical  Society  will  be 
found  an  account  of  the  invitation  from 
Colorado  S’tate  Medical  Association  to  the 
New  Mexico  organization  to  divorce  them- 
selves from  the  Southwest  and  affiliate  with 
the  Rocky  Mountain  states.  The  New  Mexico 
Society  received  this  suggestion  courteously 
and  diplomatically,  without  giving  it  a great 
deal  of  encouragement.  However,  it  brings 
immediately  to  the  forefront,  some  very  im- 
portant considerations  at  a very  opportune 
time. 

As  we  come  up  to  the  seventeenth  annual 
meeting  of  the  Medical  and  Surgical  As- 
sociation of  the  Southwest,  we  should  recall 
the  fundamental  reasons  for  that  organiza- 
tion. It  was  not  that  we  might  have  just 
another  medical  society,  nor  that  we  might 
bring  in  a program  of  superior  merit  for  our 


edification.  The  primary  object,  and  the 
only  real  reason  the  organization  has  for  its 
existence,  is  that  we  may  cement  more 
closely  into  a professional  unit,  the  know- 
ledge, abilities  and  accomplishments  of  the 
medical  and  surgical  practitioners  in  the 
geographical  district  which  we  call  the 
Southwest.  This  is  not  the  first  time  such  an 
approach  has  been  made  to  the  medical  or- 
ganizations within  this  district.  When  the 
establishment  of  a medical  journal  to  re- 
present the  Southwest  was  first  discussed, 
the  suggestion  came  that  it  be  combined 
with  the  Texas  State  Medical  Journal.  Later 
a direct  approach  was  made  to  Arizona  for 
affiliation  with  the  California  journal,  along 
with  Nevada  and  Utah.  In  both  of  those  in- 
stances, and  in  the  present  flirtatious  ad- 
vance of  Colorado,  the  attempt  to  divide  the 
geographical  unit  of  the  Southwest  and 
unite  some  portion  of  it  to  areas  with  which 
we  have  little  common  economic  or  profes- 
sional interest,  is  illogical.  However,  it  should 
move  us  to  consolidate  our  professional  ef- 
forts, and  to  give  careful  thought  to  the 
medical  “front”  which  we  present  to  the 
observing  world.  Any  particular  unit,  such 
as  New  Mexico,  Arizona  or  El  Paso  County, 
can  easily  lose  its  importance  by  merger, 
either  organic  or  journalistic,  with  over- 
whelmingly large;-  units.  Neither  Nevada 
nor  Utah  loom  very  large  in  the  pages  of 
California  and  Western  Medicine.  New  Mex- 
ico wou'd  be  just  as  unimportant  in  the 
pages  of  the  proposed  Rocky  Mountain  Medi- 
cal Journal.  In  our  own  journal,  small  as  it 
is,  we  have  nothing  to  overshadow  us. 

Not  only  in  our  own  journal,  but  in  our 
regional  meeting, — the  Southwest  gather- 
ing,— we  should  give  careful  thought  to  the 
type  of  meeting  which  will  be  of  greatest 
benefit  to  us.  The  Program  Committee  has 
a much  wider  function  than  the  mere  gather- 
ing together  of  a group  of  papers,  however 
able  the  speakers  may  be.  The  Program 
Committee  has  the  responsibility  of  present- 
ing an  annual  pageant  of  the  medical  and 
surgical  accomplishments  of  the  Southwest. 
The  annual  meeting  should  have,  as  its 
prime  object,  to  show  the  world  what  we 
have  done,  and  not  to  bring  to  our  ears  what 
has  been  done  elsewhere. 


THE  NEW  MEXICO  MEDICAL  SOCIETY 

(Continued  from  page  487) 
ed  Prof.  Allen  on  his  paper  and  thought  more  at- 
tention should  be  given  to  stool  examinations,  as 
they  are  just  as  important,  in  his  opinion,  as  a 
blood  examination,  if  not  more  so,  and  most  ac- 
curate diagnoses  might  be  made  if  this  feature  were 
carried  out. 

Dr.  Frank  Ridge  (Kansas  City,  Mo.)  stated  that 
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the  subject  interested  him  very  much;  that  he  has  a 
patient  now  who  came  in  complaining  of  hunger 
pains,  with  history  of  considerable  gastric  colic. 
“Stomach  seemed  to  be  perfectly  normal.  On  duod- 
enal drainage,  however,  bile  appeared  normal  ex- 
cept for  some  mucus  flukes.  These  were  alive  and 
I have  not  been  able  to  get  rid  of  them.  Following 
the  administration  of  gallbladder  extract,  they  dis- 
appeared for  a few  days  and  then  returned.  We 
have  practically  no  parasitic  infections  in  Missouri, 
at  least  they  are  very  rare.” 

Dr.  S.  L.  Burton  (Albuquerque)  thought  this  a 
very  important  subject  and  that  more  caution  and 
care  should  be  used  in  stool  examinations,  believ- 
ing this  would  result  in  much  better  and  more  ac- 
curate diagnoses. 

Dr.  L.  S.  Peters  (Albuquerque)  referred  to 
Prof.  Allen’s  comment  as  to  how  little  is  known 
about  the  mechanism  of  the  duodenum  and  said 
that  he  had  heard  Dr.  Rich  of  Johns  Hopkins  talk 
on  allergy,  in  which  he  claimed  to  have  separated 
allergy  from  immunity  and  holds  that  allergy  is  not 
necessary  to  immunity  but  that  the  two  dovetail 
into  each  other. 

Prof.  Allen,  in  closing,  said  in  regard  to  stool  ex- 
aminations, “I  do  not  believe  we  can  overemphasize 
the  importance  of  stool  examinations,  the  finding  of 
eggs  and  larvae  which  may  help  a great  deal  in  the 
diagnosis  of  the  condition,  and  which  is  frequently 
overlooked  in  the  greater  medical  practice.  As  to  the 
scarcity  of  parasites  in  Missouri,  Dr.  Ridge  is  par- 
tially right,  I believe.  Probably  they  are  scarce, 
but  one  reason  we  may  believe  them  scarce  is  be- 
cause we  have  not  recognized  them.  Regarding  im- 
munity and  allergy,  I still  regard  them  as  the 
same  thing  and  will  at  least  until  more  work  has 
been  done  on  them.  Whether  one  is  necessary  to 
the  other  or  not,  I do  not  know.  Immunity  seems 
to  me  to  be  the  widest  field  along  bacterial  lines, 
if  you  can  call  immunity  bacteriology.  What  we 
are  going  to  learn  regarding  immunity  in  the 
future  is  going  to  far  exceed  anything  we  have 
known  in  the  past.” 

The  concluding  paper  of  the  afternoon  session 
was  by  Dr.  M.  B.  Culpepper  (Carlsbad),  entitled 
“Septic  Sore  Throat.”  This  he  defined  as  “an  acute 
infection  of  the  tonsils  and  throat  caused  by  the 
: treptococcus  group  of  bacteria  and  characterized 
by  extreme  swelling  and  soreness  of  the  throat, 
enlargement  of  the  cervical  lymph  glands  and 
marked  prostration.  It  is  communicable,  often  ap- 
pears in  epidemic  form,  and  is  frequently  spread 
through  milk.  But  probably  the  most  common  cause 
in  this  country  is  due  to  contact — as  children  con- 
gregated in  schools,  or  people  in  assemblies — and 
usually  when  one  member  of  a family  is  affected, 
several  or  all  of  the  family  likewise  have  it.  Syn- 
onyms are  streptococcus  angina,  epidemic  sore 
throat,  streptococcic  sore  throat,  glandular  fever, 
the  most  applicable  term  probably  being  septic  sore 
throat.  The  incubation  period  is  short,  from  1 to 
3 days.  The  onset  is  sudden,  with  malaise,  chills, 
dull  headache,  with  rather  general  pains  through 
the  entire  body  and  extremities  and  especially 
around  the  joints,  lasting  from  1 to  2 days,  after 
which  the  body  pains  quiet.  Then  the  soreness  of 
the  throat  becomes  a prominent  symptom,  attend- 
ed with  fever  and  headaches.  After  a few  hours, 
exudate  appears  on  the  tonsils,  at  first  greyish  to 
a yellowish  color,  and  finally  presenting  the  appear- 
ance of  thick  membrane,  resembling  that  of  diph- 
theria. This  membrane  is  usually  situated  upon  the 
tonsillar  surface,  not  often  spreading  to  surrounding 
tissues.  Painful  swallowing  throughout.  Tempera- 
ture rises  and  sometimes  reaches  as  high  as  104°, 


but  is  usually  around  101°  and  102°.  This  lasts 
from  2 to  4 days,  about  which  time  the  exudate  on 
the  tonsil  disappears.  The  most  important  compli- 
cations are  enlargement  of  the  cervical  lymph- 
nodes,  erysipelas,  otitis  media,  broncchopneumonia, 
arthritis,  pleurisy,  nephritis  and  endocarditis.  Peri- 
tonitis where  postmortem  shows  no  evidence  of  an 
appendicitis  or  intestinal  perforation,  is  a part  of 
the  general  septicemia.  It  has  been  noted  in  most 
of  the  epidemiccs  and  is  one  of  the  most  frequent 
complications.  Under  treatment,  children  who  may 
present  only  mild  symptoms  should  be  kept  in  bed 
until  all  constitutional  and  . local  symptoms  have 
disappeared.  Small  doses  of  aspirin  or  phenacetin 
can  be  given  to  relieve  the  pain  and  fever.  Local 
irrigations  of  the  nose,  pharynx  and  throat,  with 
large  quantities  of  hot  normal  salt  solution,  are  of 
great  benefit  and  not  disturbing  to  the  child.  Spray- 
ing or  directly  applying  weak  solutions  of  argyrol, 
mercurochrome,  gentian-violet,  and  so  forth,  is 
of  decided  advantage  in  shortening  the  attack  and 
relieving  the  throat.  Older  children  can  gargle  with 
mild  antiseptics  or  a saline  solution,  and  the  use 
of  perborate  of  soda,  or  vince.  The  application  of 
warm  poultices  to  enlarged  glands  is  very  bene- 
ficial, as  well  as  soothing.” 

In  the  discussion,  Dr.  F.  D.  Vickers  (Deming) 
remarked  that  in  Deming  last  year  there  were 
more  cases  of  sore  throat  than  he  had  ever  before 
seen  and  therefore  he  thought  Dr.  Culpepper’s  pa- 
per not  only  very  timely,  but  very  interesting  and 
helpful. 

Dr.  C.  W.  Gerber  (Las  Cruces)  stated  that  in 
his  part  of  New  Mexico  septic  sore  throat  is  con- 
sidered a formidable  disease  and  that,  in  his  opin- 
ion, medical  men  should  always  take  cultures  of  sore 
throats  showing  the  exudate  no  matter  how  slight, 
and,  where  laboratory  facilities  are  not  available, 
the  cultures  should  be  sent  to  the  State  Laboratory. 
In  these  cases  the  patient  is  often  very  sick  and  the 
death  rate  is  really  a little  higher  than  that  given 
by  Dr.  Culepepper.  “We  have  had  a number  of 
deaths  in  Dona  Ana  County  from  this  cause  and 
I should  like  to  urge  that  cultures  be  taken  in  ev- 
ery case  of  sore  throat.” 

Dr.  Culpepper,  in  closing,  said  that  the  death 
rate  is  probably  somewhat  higher  than  he  stated 
in  his  paper;  that  there  might  be  some  complica- 
tions he  had  not  mentioned,  and  he  believed,  with 
Dr.  Gerber,  that  a culture  should  be  taken  in  ev- 
ery case. 

Evening  Session. 

The  evening  session  at  the  Albuquerque  Country 
Club,  a highly  enjoyable  smoker,  was  featured  by 
an  excellent  address  by  Dr.  John  W.  Amesse,  Den- 
ver, Colq.,  on  “William  Beaumont,  America’s  First 
Contribution  to  World  Medicine,”  and  thereafter 
was  given  over  to  amusements  and  games,  in 
which  the  members  and  guests  heartily  participat- 
ed. 

THIRD  DAY,  MAY  22,  1931. 

Morning  Scientific  Session. 

The  morning  program  was  opened  with  a paper 
by  Dr.  Curtice  Rosser  (Dallas,  Texas)  entitled 
“Proctologic  Odds  and  Ends,”  which  was  illustrat- 
ed with  lantern  slides.  In  speaking  of  surgery- 
avoiding office  procedures,  Dr.  Rosser  stated  that 
he  has  been  using,  with  uniform  success  for  the 
past  four  years,  intravenous  injections  of  mercuro- 
chrome for  that  most  painful  and  difficult  lesion, 
anal  chancroid.  "The  technic  suggested,  after  au- 
to-inoculation and  smear  from  the  vaccination 
lesion  has  verified  the  diagnosis,  consists  of  intra- 
venous injection  of  increasing  amounts  of  1 per 
cent  mercurochrome,  beginning  with  3 c.c.  The 
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THE  production  of  Liver  Extract  No.  343,  used  in  the  treatment  of  perni- 
cious anemia,  involves  elaborate  equipment.  The  two  storage  tanks  of  the  extract  in 
process,  in  the  foreground  above,  are  seen  from  the  second  floor  level,  as  is  the  still  in 
the  center. — View  in  the  laboratories  of  Eli  Lilly  and  Company,  Indianapolis,  manu- 
facturers of 

ILETIN  (INSULIN,  LILLY)  LIVER  EXTRACT  No.  343 
TABLETS  AMYTAL  PULVULES  SODIUM  AMYTAL 

PARA-THOR-MONE  EPHEDRINE  PREPARATIONS 

and  an  extensive  line  of  pharmaceutical  and  biological  products. 

LILLY  PRODUCTS  ARE  ADVERTISED  ONLY  IN  PUBLICATIONS  ADDRESSED  TO  THE  PROFESSION 
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characteristic  pain  is  relieved  by  the  first  treat- 
ment, and  three  to  five  injections,  made  at  48- 
hour  intervals,  clears  up  the  pathology.”  The  Doc- 
tor continued,  “Minor  anal  lesions  may  be  correct- 
ed after  block  of  the  inferior  hemorrhoidal  nerve 
filaments  by  peri-anal  infiltration  with  nupercaine, 
and  more  extensive  procedures  may  be  accomplished 
under  a low  spinal.  A special  spinal  technic  use- 
ful in  rectal  work  may  be  of  interest.  With  the 
idea  of  limiting  the  anesthesia  to  the  zone  involved 
and  reducing  the  possible  decline  in  blood  pressure, 
the  patient  is  given  only  25  milligrams  of  novocaine, 
mixed  with  spinal  fluid,  in  the  sitting  position.  The 
resulting  anesthesia  is  exactly  that  obtained  by  the 
caudal  block  formerly  used,  and  in  the  fifty  min- 
utes available,  practically  any  necessary  work 
may  be  done.  No  fedren  is  needed  unless  the  in- 
itial blood  pressure  is  100  mm.  or  lower.  Block 
anesthesia  has  been  found  extremely  helpful  in  the 
extraction  of  large  foreign  bodies  impacted  in  the 
rectosigmoid.  Among  my  cases,  a sauce  bottle  and 
an  electric  light  globe  were  easily  removed  with- 
out severing  the  sphincters,  removing  the  coccyx, 
or  laparatomy  procedures — reported  by  various  ob- 
servers as  necessary  in  similar  emergencies — by 
means  of  the  very  complete  relaxation  afforded  by 
caudal  or  spinal  anesthesia.  Smaller  objects  such 
as  beef  bones,  enema  tips,  thermometers,  to  select 
three  examples  from  my  own  experience,  are  best 
removed  through  the  proctoscope.” 

Dr.  H.  A.  Ingalls  (Roswell)  asked  in  regard  to 
the  differentiation  of  spinal  anesthesia  and  block 
anesthesia. 

In  closing,  Dr.  Rosser  mentioned  forms  of  block 
anesthesia  as  chloral  anesthesia  and  some  form  of 
spinal  anesthesia,  as  used  in  the  extraction  of  for- 
eign bodies. 


Dr.  R.  E.  McBride  (Las  Cruces,  N.M.),  in  a paper 
on  “The  Serum  Treatment  of  Lobar  Pneumonia,” 
brought  forth  that  concentrated  antipneumococcus 
serum  is  specifically  indicated  in  all  cases  of 
pneumonia  due  to  type  1 pneumococcus;  that  the 
average  dose  should  be  between  50,000  and  100,000 
units  in  the  first  twenty-four  hours;  that  the  serum 
should  be  administered  as  soon  as  the  positive  diag- 
nosis is  made;  that  the  earlier  the  diagnosis  the 
better  the  chances  for  good  results;  that  the  anti- 
serum is  markedly  free  of  untowards  results  when 
properly  administered,  but  the  high  cost  of  the 
serum  markedly  limits  its  usefulness. 

In  discussion,  Dr.  F.  D.  Vickers  (Deming)  re- 
ferred to  vaccines,  stating  that  he  had  found  in- 
fluenza vaccine  not  good  for  anything  except 
pneumonia,  in  which  he  had  obtained  very  favorable 
results. 

Dr.  McBride,  in  closing,  regretted  that  he  did 
not  have  time  in  his  paper  to  go  into  the  question 
of  vaccines,  but  thought  that  anything  that  will  re- 
duce the  mortality  from  31  to  20  per  cent,  as  shown 
by  use  of  concentrated  antiserum,  is  worthy  of  con- 
sideration. 

Dr.  P.  L.  Travers  (Gallup,  N.M.),  in  a paper  on 
“Tribromethylalcohol  Anesthesia,”  presented  as  his 
conclusions:  “Anesthesia  can  be  induced  with 
tribromethylalcohol  in  an  almost  ideal  manner. 
Convalesence  is  mroe  comfortable  and  there  is 
less  nausea  and  vomiting  than  with  other  general 
anesthetics.  In  ,our  opinion,  tribromethylalcohol 
has  a definite  place  among  the  anesthetic  agents 
now  available.  A review  of  the  foreign  literature 
leaves  one  confused,  if  an  effort  is  made  to  evalu- 
ate tribromethylalcohol  as  a general  anesthetic. 
When  used  alone  for  deep  anesthesia,  its  use  is  at- 
tended with  danger,  but  when  used  as  a basic  anes- 
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thetic,  it  is  probably  one  of  the  safest  agents  for 
anesthesia.  We  feel  that  the  use  of  tribromethyl- 
alcohol  with  gas  or  novocaine  combines,  in  the  high- 
est degree,  excellence  and  safety  in  anesthesia.  We 
stress  the  fact  that  no  anesthetic  is  absolutely  safe, 
and  the  same  precautions  should  surround  the  ad- 
ministratyon  of  tribromethylalcohol  that  attend 
the  use  of  any  other  anesthetic.  Carelessness  will 
be  penalized  by  morbidity  and  mortality.  A con- 
scientious regard  for  the  safety  of  the  patient  de- 
mands the  services  of  a well-trained  anesthetist  in 
every  major  operation.” 

Dr.  W.  H.  Woolston  (Albuquerque),  in  discussion, 
stated  that  personally  he  had  never  used  tribrom- 
ethylalcohol, but  had  talked  to  men  who  have  used 
it  and  they  did  not  apnear  very  enthusiastic  over 
it.  “Anything  that  would  improve  the  type  of  an- 
esthesia would  be  very  welcome.  Many  people  with 
tuberculosis  cannot  undergo  general  anesthetic. 
Spinal  anesthesia  has  come  back  into  use  again 
and,  as  far  as  my  experience  with  it  is  concerned, 
it  is  very  satisfactory.  Sodium  amytal  has  been 
used  but  resolves  itself  into  a preliminary  anes- 
thetic.” 

Dr.  F.  D.  Vickers  (Deming)  stated  that  he  had 
used  tribromethylalcohol  and  was  most  favorably 
impressed  with  it;  however,  it  is  not  entirely  free 
from  danger.  He  mentioned  one  case  in  which  he 
did  not  give  a full  dose  and  before  the  operation 
began,  the  natient  stooped  breathing.  It  was 
necessary  to  give  artificial  respiration.  “She  finally 
came  back,  but  we  did  no  operation.”  He  had  the 
same  experience  with  ether  in  a tonsillectomy 
case.  He  believes  that  tribromethylalcohol  is  a good 
thing,  but  advises  care  when  giving  a full  dose. 

Dr.  E.  F.  Frisbie  (Albuquerciue),  asked  how 
tribromethylalcohol  compares  with  sodium  amytal. 

Dr.  Travers,  in  closing,  stated  that  he  believed, 
if  Dr.  Woolston  would  give  tribromethylalcohol  a 
trial,  he  would  be  pleased  with  the  results;  that, 
twenty  minutes  after  its  use  the  patient  is  sound 
asleep.  Sodium  amytal  will  not  put  one  to  sleep  so 
easily. 

Dr.  Carl  H Gellenthien  Medina]  Director.  Val- 
mora  Sanatorium.  Valmora  N.M..  in  “A  Resume 
of  Diet  Theranv,”  gave  interesting  and  valuable  in- 
formation as  to  diet,  mentioning  among  other  dis- 
eases ; 

“Diabetes:  One  of  two  procedures  is  indicated. 
First:  An  attempt  shoukl  be  made  to  opt  down  the 
potential  glucose  in  the  diet,  and  it  should  be  re- 
membered that  protein  and  fat  will  give  glucose.  A 
normal  diet  can  be  given  and  the  defiernc-v  made 
up  with  insub'n  to  take  c«re  of  tha  carbohydrate, 
and  to  keep  the  urine  sugar  free.  The  diet,  or  in- 
sulin must  usually  be  kept  up  forever. 

“Obesity:  Hio-h  carbohydrate  and  fat  should  be 
left  out  and  green  vegetables  of  5 per  cent  carbohy- 
drate group,  as  lettuce,  cucumbers,  spinach  aspara- 
gus, sauerkraut  celerv,  tomatoes,  cauliflower  egg- 
plant. strino-  beans,  should  be  sunnlement/'d. 

“Underweight ■ The  diet  should  he  ° normal 
diet,  plus  carbohydrates  and  fats,  as  milk  sugar, 
frosted  cakes,  cheese  and  crackers,  neanW -butter. 
It  is  interesting  here  to  note  that  obese  patients 
seem  to  be  better  satisfied  with  three  regular 
meals,  rather  than  freouent  feedings. 

“Spastic  Constipation:  This  should  be  a normal 
diet,  except  that  the  roughage  or  cellulose  is  brok- 
en up  by  cooking  and  the  fruits,  and  so  forth 
pureed. 

“Atonic  Constipation:  The  diet  should  h«  a nor- 
mal one  plus  increased  vegetables  and  fruits.  Green 
vegetables,  or  roughage,  at  supper  helps  for  a 
bowel  movement  in  the  morning. 


“Stomach  Ulcers:  This  diet  should  be  similar  to 
the  one  used  for  spastic  constipation,  the  attempt 
teing  to  prevent  mechanical  irritation.  Vitamins  B 
and  C are  important  and  in  order  to  be  sure  that 
they  are  plentiful,  strained  diluted  orange  juice 
and  dried  yeast  should  be  taken. 

“Pernicious  Anemia:  A normal  diet  plus  large 
amounts  of  liver.  The  liver  must  be  kept  up  for- 
ever. 

“Secondary  Anemia:  A normal  diet  with  plenty 
of  eggs,  red  meat  and  vegetables. 

“Kidney  Disease: 

“Nephritic:  A,  normal  diet  but  limit  the  salt,  and 
the  proteins  should  be  low.  Never  give  a nephritic 
a salt  shaker  at  the  table. 

“Nephroses:  Give  a high  protein  diet. 

“Pregnancy:  A normal  diet  with  plenty  of  milk, 
fruit  and  vegetables.  Milk  supplies  calcium,  phos- 
phorus, and  a good  quality  of  protein  in  addition 
to  the  vitamins,  and  so  forth.  One  should  have  a 
quart  of  milk  in  addition  to  the  normal  diet  daily. 

“Ulcerative  Colitis,  Dysentery,  Diarrhea:  The 
diet  should  be  low  in  roughage,  that  is,  fruits, 
vegetables,  whole  grains,  cereals,  bread.  Should 
have  liver,  strained  orange  juice,  strained  fruits 
and  vegetables.  Proteins  should  be  increased  with 
eggs,  meat  and  cheese.  Fat  and  carbohydrates 
should  be  decreased.  Sugars  ferment  and  form 
gas.  Avoid  tea  and  coffee,  spices  and  foods  that 
are  either  too  hot  or  too  cold. 

“Allergy,  Hypersensitiveness,  Idiosyncrasy:  The 
diet  should  consist  of  rice,  beef,  butter  and  sugar 
for  a few  days  until  symptoms  are  gone.  Then 
gradually  add  other  articles  and  watch  for  symp- 
toms. 

"Conclusions:  In  computing  diets  it  is  best  to 
determine  first  the  normal  and  then  add  or  sub- 
tract individual  items  as  necessary  for  the  case 
under  consideration.  The  caloric  requirements 
need  not  be  calculated  to  a nicety,  and  from  the 
practical  standpoint,  the  normal  dailv  diet  for  an 
adult  should  contain  one  pint  of  milk,  two  serv- 
ings of  green  vegetables,  one  raw,  one  serving  of 
fruit,  raw,  two  servings  of  protein  foods  and  of 
foods  from  the  carbohydrate  and  fat  group..” 

In  discussion.  Dr.  Curtice  Rosser  (Dallas,  Texas) 
thought  Dr.  Gellenthien’s  paper  a well  balanced  one 
and  that  “some  very  imnortant  scientific  investiga- 
tions have  been  made  a’ong  the  lines  of  diet,  but 
along  with  them  there  has  been  a hook-up  of  com- 
mercial interests  so  that  the  ouestion  of  diet  has 
become  as  much  of  a commercial  item  as  Christ- 
mas is  with  the  department  stores.  This  has  re- 
sulted in  everyone  being  put  on  some  kind  of  a 
diet,  whether  sick  or  well.  What  is  good  for  the 
king’s  horses  is  not  necessarily  food  for  the  king’s 
men,  so  what  is  good  for  some  is  not  so  good 
for  others.  A cigarette  company  advertises  smoke 
cigarettes  and  eat  less  sweets.  Now  the  Texas 
Legislature  has  put  a tax  on  cigarettes,  so  we  will 
have  to  go  back  to  sweets..  All  these  fads  are  not 
accomplishing  snvthing  except  perhaps  that  our 
patients  are  getting  too  much  dieting  and  we  are 
going  to  be  forced  to  fight  these  sill v fads  and  keep 
them  down.” 

Dr.  R.  O.  Brown  (Santa  Fe)  expressed  his  en- 
ioyment  of  Dr.  Gel'enthien’s  n^p^r  - nd  thinks 'there 
is  a great  deal  of  misaporehens’on  as  to  what,  to 
do  when  we  put  food  in  our  mouths  The  greatest 
"’•rcr  iv  not  in  eating  insufficiently  but  in  verv 
rreouentDr  eating  far  too  nmch.  complimented 

♦he  important  work  done  bv  Dr.  San^one  at  Santa 
Barbara  Hospital  in  connection  with  food  reaction. 

Dr.  S.  L.  Burton  ( Albuquerque  I announced  his  in- 
terest in  the  paper  and  in  Dr.  Rosser’s  talk,  and 
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thought  that  the  doctors  are  all  guilty  of  doing 
what  should  be  done — assisting  their  patients  to 
diet — but  that  judgment  should  be  used  in  show- 
ing them  what  to  eat  and  in  what  proportion. 

Dr.  Gellenthien,  in  closing,  related  several  inter- 
esting anecdotes  in  connection  with  food  fads  of 
bygone  days. 

The  concluding  paper  on  the  program  and  of 
the  session  was  one  by  Dr.  R.  A.  Duncan  (Amarillo, 
Texas),  entitled  “Chronic  Frontal  Sinusitis.”  Dr. 
Duncan  declared  that  “a  thorough  knowledge  of 
pathology  is  essential  in  this  disease,  for  it  is 
the  basis  of  understanding  its  symptomatology  and 
treatment.  The  surgeon  who  expects  to  cure  his 
sinus  cases  by  surgery  alone  will  be  doomed  to 
much  disappointment.  Surgery  is  nec.essary  in 
many  cases,  but  a knowledge  of  the  endocrine  sys- 
tem, whether  the  case  is  allergic  or  not,  and  the 
administration  of  proper  foods,  particularly  the 
vitamins,  A,  B and  D,  is  also  highly  essential,  for  it 
has  been  definitely  proved  by  observers  that  a cure 
cannot  be  brought  about  by  surgery  alone,  nor  by 
hgienic  measures  alone,  but  the  two  when  properly 
combined  will  in  most  instances  effect  a cure.” 

Tn  discussion,  Dr.  S.  D.  Swope  (FI  Paso),  referred 
to  an  experience  he  had  many  years  ago  in  doing 
an  operation  for  frontal  sinus.  The  patient  had 
complained  of  trouble  in  the  hea'1  over  one  eye  and 
diagnosis  of  frontal  sinus  had  been  made  and  Dr. 
Swope  called  in  to  operate.  The  brother  of  the 
patient  was  a minister  and  insisted  upon  prayer 
before  the  operation.  The  trephine  did  not  work 
very  well  and,  rather  than  swear  in  front  of  the 
minister,  Dr.  Swope  began  to  whistle.  The  op- 
eration completed,  an  uneventful  recovery  followed, 
but  in  due  course  Dr.  Swope  heard  that  the  min- 
ister had  characterized  him  as  the  hardest  hearted 
man  he  had  ever  met.  in  that  he  bored  a hole  in 
his  poor  brother’s  head  and  just  whistled  about  it 
all  the  time. 

Dr.  Duncan  had  nothing  to  add  in  closing  the 
discussion.  Thus  ended  the  scientific  session. 

GENERAL  SESSION. 

A meeting  of  the  general  session  was  held  imme- 
diately following  adjournment  of  the  scientific  ses- 
sion, President  Wylder  presiding.  After  call  to 
order,  the  secretarv’s  renort,  including  a resume 
of  the  proceedings  of  the  Home  of  Delegates  (which 
has  been  published  in  full  in  the  minutes  of  the 
meetings),  was  read  and  adopted. 

The  President  read  letters  from  the  Texas  State 
Medical  Assoc’ation  and  Potter  County  Medical  So- 
cietv.  urgino-  that  members  attend  the  meeting  of 
the  Texas  State  Association  to  be  held  in  Amarillo 
Texas,  in  May,  1932. 


Dr.  R.  0.  Brown  (Santa  Fe)  offered  a Resolution 
thanking  the  Bernalillo  County  Medical  Society,  the 
Program  Committee,  the  Entertainment  Commit- 
tee, the  Committee  on  Arrangements,  and,  in  ad- 
dition, the  management  of  the  Alvarado  Hotel,  the 
members  of  the  press  and  the  management  of  the 
Franciscan  Hotel,  as  also  the  Ladies’  Auxiliary,  for 
the  very  cordial  hospitalities  extended  and  courte- 
sies shown  the  members  and  visitors,  which  as- 
sured success  for  the  meeting.  Unanimously  car- 
ried. 

Motion  was  made  and  seconded  that  a letter  be 
written  to  every  man  on  the  program  who  pre- 
pared a paper  for  the  meeting,  thanking  him  for 
bis  attendance  and  part  in  the  proceedings. 

Dr.  R.  0.  Brown  (Santa  Fe),  expressed,  the  opin- 
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ion  that  it  would  be  best  to  let  the  proposed  Basic 
Science  Act  go  for  the  present  and  bring  it  up  at 
some  future  time  when  conditions  seemed  more 
favorable. 

President  Wylder,  in  closing  the  session,  thanked 
the  members  of  the  Society  for  their  participation, 
the  interest  taken  and  aid  rendered,  both  at  the 
meeting  and  during  the  year. 

Adjournment  sine  die  at  1 p.  m. 

CASE  OF  PAIN  IN  RIGHT 
HYPOCHONDRIUM 

(Continued  from  page  489) 
er.  In  this  case  it  would  be  cystadenoma  which 
would  produce  markedly  enlarged  liver  with  ascites 
and  mostly  negative  findings  otherwise,  but  as  a 
rule  runs  a much  more  insidious  course.  The  preop- 
erative diagnosis  must  have  been  malignancy.  The 
primary  sites  could  be  as  follows:  Gallbladder, 

pylorus,  the  head  of  the  pancreas,  colon  or  the  right 
lung. 

This  could  easily  be  primary  carcinoma  of  the 
right  lung  or  right  pleura  because  the  very  onset 
of  the  disease  was  marked  by  cough,  sputum  and 
pain  in  the  right  chest  and  flank.  Pleural  pain  is 
often  referred  into  the  flank  and  the  abdominal  tu- 
mor mass  may  be  the  result  of  a metatasis  into 
the  liver.  Most  of  the  evidence  is  against  malig- 
nancy of  the  pylorus  or  pancreas,  although  the  in- 
definite indeterminate,  not  negative  x-ray  report,  is 
certainly  most  suspicious  of  gastro-intestinal  mal- 
ignancy. 

One  thing  not  fully  explained  is  the  enlarged 
spleen  which  I presume  they  mean  when  they  say  it 
is  easily  felt.  This  is  suspicious  of  cirrhosis,  Hodg- 
kin’s Banti  s,  or  some  blood  dyscrasia,  but  it  can 
also  be  produced  by  extensive  hepatic  malignancy 
which  might  produce  a thrombosis  of  the  splenic 


vein  and  result  ini  splenic  enlargement.  I think  that 
must  be  the  case  here.  The  failure  of  the  gall  blad- 
der to  outline  is  positive  evidence  of  gall  bladder 
disease  which  might  be  the  original  site  of  the  car- 
cinoma, but  there  is  no  way  to  prove  it  except  by 
operation  or  autopsy. 

I am  unable  to  decide  whether  this  carcinoma  is 
primary  in  the  right  lung  and  pleura,  in  the  gall 
bladder,  or  in  the  ascending  colon.  But  on  account 
of  the  onset  of  pain  in  the  right  flank  and  more  or 
less  associated  with  the  gastrointestinal  tract,  as 
coming  on  just  after  dinner  the  first  time,  and  lat- 
er, after  every  meal  and  the  abnormal  x-ray  find- 
ings in  the  cecum,  swing  the  evidence  a little  more 
in  favor  of  the  cecum  and  ascending  colon  as  the 
primary  site.  This  patient  must  have  had  positive 
occult  blood  in  the  stools  and  quite  a marked  sec- 
ondary anemia  along  with  his  loss  of  weight. 


Discussion  by  Dr.  Loren  C.  Barlow,  Phoenix. 

This  patient  comes  in  complaining  of  pain  in  his 
right  upper  quadrant  referring  to  his  right  flank 
and  back.  Noticed  5 months  before  admission,  came 
on  suddenly.  After  short  time  it  gradually  disap- 
peared and  then  he  felt  well  for  three  months. 
Then  a short  time  before  admission  had  recurrence 
of  above  pain,  enlarged  liver  with  questionable 
mass  in  right  lower  border  of  liver  which  was  ten- 
der, and  apparently  the  entire  liver  was  tender. 
High  diaphragm  and  pain  over  this  area  when  he 
took  a deep  breath.  Temperature  not  high  but  did 
run  a little.  X-ray  of  gallbladder  showed  no  out- 
line. X-ray  of  gastro-intestinal  tract  showed  hy- 
permotility with  tenderness  over  cecum.  His  rap- 
id decline  during  last  three  weeks  with  extreme 
toxemia  associated  with  jaundice,  tender  liver,  which 
was  apparently  getting  larger,  certainly  would  in- 
dicate to  me  some  inflammatory  process  within  liv- 
er or  between  the  liver  and  diaphragm.  Following 
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laparotomy  patient  felt  well  for  a few  days,  when 
he  had  internal  hemorrhage.  The  fluid  obtained  by 
tapping  showed  high  red  and  high  white  counts. 
Certainly  in  a man  59  years  of  age  with  a mass 
in  the  liver,  jaundice,  cough,  pain  ni  right  upper 
quadrant,  we  might  think  of  a malignancy  involv- 
ing the  liver  primary  in  gallbladder  or  perhaps 
primary  in  some  other  point  such  as  the  pancreas. 
I think  process  is  too  acute,  toxemia  too  extreme 
and  the  decline  too  rapid  to  blame  this  on  a mal- 
ignancy. To  me  the  findings  are  in  keeping  with 
inflammation  process  centered  in  the  liver.  The 
tender  liver,  jaundice,  high  diaphragm,  tempera- 
ture, would  all  be  in  keeping  with  a liver  abscess 
or  a diaphragmatic  abscess.  I think  the  toxemia 
here  is  sufficient  to  account  for  his  cardiac  decom- 
pensation and  kidney  disturbance.  His  morning 
cough  may  mean  nothing  and  still  it  may  mean  that 
the  lung  is  involved  in  the  same  process  that  is  tak- 
ing place  in  his  liver. 

Final  diagnosis:  Liver  abscess. 


Discussion  by  I)r.  Robert  S.  Flinn,  Phoenix. 

The  presenting  symptom  in  this  case  is  one  of 
hepatic  enlargement.  The  commonest  tumor  of  the 
liver  is  that  due  to  carcinoma.  If  we  were  to  diag- 
nose this  case,  then,  on  statistical  grounds  we 
should  unhesitatingly  say  that  this  patient  had  a 
cancer  of  the  liver.  Is  it  primary  or  secondary? 
Primary  carcinoma  of  the  1 ver  is  rare,  and  is  al- 
most always  associated  with  cirrhosis.  The  symp- 
toms of  pain,  ascites,  jaundice,  and  enlargement  of 
the  spleen  would  fit  the  present  case  nicely.  If 
this  patient  is  suffering  from  secondary  cancer  of 
the  liver  we  must  hazard  a guess  as  to  the  location 
of  the  primary  growth.  Is  it  in  the  stomach,  gall- 
bladder, colon,  rectum  or  esophagus?  We  have  a 
history  of  gastric  disturbances  and  it  is  quite  pos- 
sible that  a malignant  growth  high  up  on  the  pos- 
terior wall  of  the  stomach  might  have  been  over- 
looked at  the  x-ray  examination.  If  the  enlarge- 
ment of  the  liver  were  due  to  secondary  carcinoma 
one  should  be  able  to  feel  the  nodules.  One  should, 
also,  not  expect  to  feel  the  spleen. 

The  history  tells  us  very  little  with  regard  to 
fever,  leukocytosis  or  urine.  It  would  be  interesting 
to  know  if  fever  and  leucocytosis  were  present.  It 
might  lead  one  to  make  a diagnosis  of  liver  ab- 
scess. However,  with  no  record  of  fever  or  leukocy- 
tosis and  especially  in  the  presence  of  ascites  a di- 
agnosis of  liver  abscess  cannot  be  made.  For  the 
same  reason  the  absence  of  fever  and  leukocytosis 
rules  out  a portal  thrombosis.  One  should  also  men- 
tion all  rare  conditions  such  as  actinomycosis,  mul- 
tiple small  abscesses,  and  so  forth.  The  question  of 
a tertiary  syphilis  must  be  considered.  It  fits  this 
case  nicely  except  that  we  have  neither  history  nor 
laboratory  findings  to  substantiate  this  diagnosis. 

The  findings  of  enlarged  liver  with  ascites  sug- 
gests portal  ciri’hosis.  Contrary  to  common  belief, 
the  liver  is  often  markedly  enlarged  in  portal  cir- 
rhosis. This  patient  had  an  enlarged  liver  and  evi- 
dence of  portal  obstruction.  The  other  findings  in 
cirrhosis  such  as  dilated  venules,  hematemesis,  and 
so  forth,  are  lacking.  One  must  also  mention  gall 
bladder  carcinoma  as  a cause  for  this  patient’s 
condition. 

It  seems  to  me  that  the  diagnosis  rests  between  a 
cirrhosis  and  a malignancy.  If  we  had  a urine 
examination  we  might  think  of  a hypernephroma 
but  we  have  nothing  upon  which  such  a diagnosis 
could  rest. 

DIAGNOSIS:  Carcinoma  of  the  liver, — primary 
source  undetermined. 


Discussion  by  Dr.  Richard  C.  Cabot,  and 
Dr.  George  W.  Holmes,  Boston. 

Dr.  CABOT:  Of  course  we  think  of  disease  in  the 
liver  or  the  stomach.  We  might  be  thinking  of  the 
pancreas,  but  in  the  absence  of  a palpable  tumor 
and  of  marked  jaundice  we  have  so  far  no  evidence. 
So  1 should  think  chiefly  stomach  and  liver  so  far, 
taking  the  liver  to  include  the  gall  bladder.  At  his 
age  malignant  disease  is  always  the  first  thing  we 
think  of. 

From  the  heart  measurements  we  are  rather  du- 
bious whether  there  is  any  evidence  of  enlargement. 
There  certainly  is  not  much. 

The  fact  that  the  sounds  were  of  poor  quality 
and  the  apex  and  aortic  sounds  were  split  has  no 
special  significance.  The  systolic  murmur  at  the 
apex  also  is  nothing  we  can  use  for  diagnostic  pur- 
poses. 

If  this  questionable  clubbing  of  the  fingers  is 
really  present  we  should  expect  that  the  trouble 
had  been  going  on  longer  than  we  should  otherwise 
suppose. 

Except  for  the  sugar  and  rare  leukocytes  I take 
it  the  urine  was  negative  and  can  be  taken  as 
throwing  no  aspersions  on  the  kidneys. 

The  blood  examination  is  within  normal  limits. 
There  is  nothing  there  to  show  any  evidence  of 
gastric  disease. 

Twenty-five  per  cent  retention  by  the  liver 
function  test  ought  to  mean  organic  liver  disease. 

Have  you  anything  to  add,  Dr.  Holmes,  in  com- 
ment on  what  was  said  of  the  x-ray  examination? 

DR.  HOLMES:  I would  agree  pretty  much  with 
what  has  been  said,  that  is  in  regard  to  the  very 
indefinite  findings.  Spasm  and  irritability  in  the 
gastro-testinal  tract  might  be  due  to  a number 
of  causes.  The  Graham  test,  when  we  fail  to  get 
the  gall  bladder,  provided  no  mistake  is  made  in 
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carrying  out  the  technic  usually  means  disease  of 
the  gall  bladder  or  limited  liver  function.  To  be  sure 
of  it  I think  it  always  ought  to  be  done  twice,  par- 
ticularly in  the  Outpatient  Department,  where  the 
patient  does  not  always  carry  out  instructions. 

DR.  CABOT : The  x-ray  evidence,  then,  points 
to  the  liver  rather  than  the  stomach.  It  does  not 
point  to  any  other  organ  we  can  name  in  that  vicin- 
ity, not  to  the  kidney  or  the  colon.  So  it  seems  to 
me  it  comes  down  to  a differential  diagnosis  of 
chronic  diseases  of  the  liver  on  which  we  may  get 
further  light  as  we  go  on. 

The  additional  evidence  we  have  while  he  was  in 
the  ward  is  of  a shifting  abdominal  dullness.  That 
points  toward  stasis  and  is  good  evidence  of  ascites. 

Differential  Diagnosis 

Before  we  come  to  the  operation  we  ought  to  com- 
mit ourselves  as  to  what  we  think  will  be  found. 
We  have  to  consider  in  our  differential  diagnosis 
diseases  causing  enlargement  of  the  liver  with  pain 
in  a man  fifty-nine  with  evidence  of  destruction  of 
liver  tis'ue  or  lack  of  function  (the  liver  function 
test).  There  is  practically  no  fever  and  normal  pulse 
and  respirations,  so  that  there  is  no  evidence  of  any 
inflammatory  condition  in  the  liver.  There  is  slight 
jaundice,  but  not  marked,  not  the  (sort  ordinarily 
going  with  yellow  atrophy.  It  seems  to  me  it  es- 
sentially comes  down  to  the  question  between  ma- 
lignant d’sease  and  cirrhosis.  His  habits  are  said 
to  be  good.  He  rarely  used  alcohol.  To  a certain 
extent  this  is  against  cirrhosis.  One  hesitates  ever 
to  make  a diagnosis  of  malignant  disease  of  the 
liver  unless  one  has  evidence  of  it  in  some  other  or- 
gan in  which  it  is  primary.  I cannot  see  evidence  in 
this  kidney  to  point  to  primary  disease.  It  might 
be  primary  of  course  in  the  gall  bladder  or  bile 
ducts  ; we  have  no  evidence  about  that.  The  gall 
bladder  was  not  functioning  very  well,  but  that 
might  be  from  other  causes.  The  case  does  not  fit 
well  with  any  single  diagnosis  I can  think  of.  It 
does  not  seem  like  cirrhosis  or  malignant  disease. 
But  it  seems  more  like  those  two  than  anything 
else.  He  has  had  more  pain  than  most  cases  of  cir- 
rhosis, and  they  did  not  find  ascites  until  late  in 
the  course.  It  was  not  evident  at  the  beginning.  Yet 
on  the  whole  I incline  more  towards  malignant  dis- 
ease than  towards  cirrhosis. 

Rreoperative  Diagnosis. 

Cirrhosis  of  the  liver. 

Operation. 

There  was  free  blood  lying  in  the  right  kidney 
fossa  Inasmuch  as  this  obviously  was  coming 
from  the  wound  edge,  the  question  arose  as  to 
whether  it  was  caused  by  preoperative  palpation  of 
the  liver. 

The  patient  had  an  enormously  large  liver  ex- 
tending  from  the  right  kidney  fossa  well  into  the 
left  kidney  fossa,  hard  and  knobby,  the  surface 
bleeding  at  the  slightest  touch.  The  blood  was 
very  gently  mopped  out.  As  there  apparently  was 
Tio  continued  bleeding  the  wound  was  sewed  up 
t'ght. 

Postoperative  Diagnosis. 

Cirrhosis  of  the  liver. 

FURTHER  DISCUSSION. 

DR.  CABOT:  Neither  one  of  the  things  I have 
supposed  ought  to  cause  free  blood  in  the  kidney 
fossa.  That  is  unexpected  to  me.  The  hard  and 
knobby  liver  means  malignant  disease.  It  cannot 
mean  anything  else  that  I know. 

DR.  MALLORY:  The  surgeons  thought  it  was 
cirrhosis  even  after  operation. 

DR.  CABOT:  They  certainly  described  it  in  a 
queer  wav  for  cirrhosis.  Of  course  if  we  suppose  he 
has  malignant  disease  of  the  liver,  not  knowing 


yet  where  it  comes  from,  it  is  perfectly  easy  to  ac- 
count for  the  ascites  through  the  mesenteric  and  re- 
troperitoneal glands  which  would  probably  be  there 
and  would  disturb  the  retroperitoneal  glands  which 
would  probably  be  there  and  would  disturb  the  ret- 
roperitoneal circulation. 

I do  not  see  why  they  do  those  cultures  on  the 
abdominal  fluid.  I do  not  remember  one  time  when 
they  were  of  any  use. 

He  died,  I should  suppose,  having  some  hemor- 
rhage, very  possibly  from  his  lesions  in  the  liver. 

I still  have  nothing  more  to  say  than  I did  be- 
fore operation.  It  seems  to  me  that  the  evidence 
is  still  for  malignant  disease  from  the  description 
given,  but  I am  still  bothered  as  before  because  I 
have  no  primary  focus. 

CLINICAL  DIAGNOSIS  (FROM  HOSPITAL 
RECORD.) 

Cirrhosis  of  the  liver. 

DR.  RICHARD  C.  CABOT’S  DIAGNOSIS. 
ANATOMIC  DIAGNOSES 

Malignant  disease  of  the  liver,  primary  focus 
unknown. 

Hepatoma  with  metastases  to  the  left  adrenal  and 
the  peritoneum. 

Toxic  cirrhosis  <jf  the  liver. 

A scites. 


Pathologic  Discussion  by  Dr.  Tracy  B.  Mallory, 
Boston. 

This  is  a somewhat  rare  case  in  that  it  is  a pri- 
mary carcinoma  of  the  liver,  a hepatoma.  We  have 
happened  to  have  an  unusual  number  of  them  in  the 
past  four  years,  five  in  a thousand  autopsies. 

It  is  sometimes  difficult  to  make  a certain  diag- 
nosis of  primary  carcinoma  of  the  liver  even  on 
histologic  examination.  If  the  cells  are  well  differ- 
entiated they  may  be  forming  bile,  and  then  there 
can  be  no  argument,  for  the  tumor  cell  that  secretes 
bile  must  be  a liver  cell.  That  was  the  case  here. 
The  larger  portion  of  the  liver  was  filled  with  car- 
cinoma. There  was  also  a very  large  metastasis  to 
the  left  adrenal  gland,  completely  replacing  the 
gland  tissue.  That  metastatic  tumor  to  the  adrenal 
was  bright  green,  far  more  jaundiced  than  any  other 
organ  in  the  body,  thus  giving  us  the  diagnosis. 
These  cases  always  have  a preceding  cirrhosis.  I 
think  if  the  surgeons  had  given  us  a little  better  de- 
scription of  that  liver  it  would  have  been  possible  to 
7nake  the  diagnosis.  At  autopsy  we  found  two  defi- 
nite types  of  change  in  the  liver.  The  entire  right 
lobe  was  filled  with  grossly  nodular  white  and  um- 
bilicated  tumor  masses.  That  is  obviously  the  con- 
dition which  they  described.  Between  the  tumor 
nodules  in  the  right  lobe  there  was  also  a defnitie 
cirrhosis  of  a finely  nodular  character.  The  combi- 
nation of  cirrhosis  and  tumor  is  very  strong  pre- 
sumptive evidence,  when  as  in  this  case  we  have  no 
other  demonstrable  focus  of  origin,  that  we  are 
dealing  with  primary  cancer  of  the  liver.  He  had 
numerous  inetastases  in  the  peritoneum  and  in  the 
omentum.  I do  not  doubt  that  it  was  the  peritoneal 
metastases  which  were  responsible  for  the  blood 
in  the  abdominal  fluid.  The  other  organs  were  all 
essentially  negative  except  for  moderate  collapse 
of  the  lower  lobes. 

The  spleen  was  not  very  big,  only  twice  the  nor- 
mal size.  I think  what  was  felt  was  probably  the 
left  kidney,  pushed  forward  and  downward  by  the 
tumor  in  the  adrenal.  The  spleen  in  itself  would 
hardly  have  been  palpable. 

I have  the  record  of  an  older  case  here,  essen- 
tially the  same  picture.  There  was  a perfectly 
definite  cirrhosis  there,  and  also  a primary  can- 
cer of  the  liver.  These  tumors  are  prone  to  invade 
the  hepatic  veins  and  often  grow  in  solid  masses  up 
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the  vena  cava.  I have  seen  a mass  the  size  of  my 
fist  in  the  auricle  of  the  heart.  Fragments  breaking 
off  from  these  tumor  thrombi  lead  to  metastases  in 
the  lungs  quite  commonly. 

The  cirrhosis  always  precedes  the  tumor.  So  far 
as  1 know  there  is  only  one  condition  in  which  pri- 
mary hepatoma  has  been  found  except  that  of  a 
preceding  cirrhosis,  and  that  is  liver  fluke  infection 
in  the  Chinese.  Primary  cancers  of  the  liver  seem 
to  be  common  in  the  Chinese  in  areas  where  liver 
fluke  infection  is  quite  common. 


MAMMARY  CANCER.  Chas.  A.  Vance,  Lexing- 
ton, Ky.,  Sou.  Med.  Jour.,  24:  112,  (Feb.,  1931). 

The  prognosis  in  mammary  cancer  depends  on  the 
length  of  time  the  disease  has  existed  when  the  pa- 
tient comes  to  operation,  the  thoroughness  of  the 
operative  procedure,  and,  perhaps,  the  virulence  of 
the  disease.  Theoretically,  if  the  diagnosis  is  made 
prior  to  the  occurrence  of  metastases  to  glands  or 
elsewhere,  and  radical  operation  is  performed  at 
once,  there  should  be  no  recurrences  and  no  deaths. 
In  every  case  of  mammary  cancer,  careful  x-ray  ex- 
amination of  the  chest  and  long  bones  should  be 
made,  as  metastases  sometimes  occur  very  early 
There  is  yet  no  consensus  of  opinion  in  regard  to 
either  preoperative  or  postoperative  x-ray  therapy. 
The  author’s  personal  feeling  is  that  x-ray  is  bene- 
ficial when  used  both  before  and  after  radical  oper- 
ation. 


MAGNETIC  BELTS.  The  old-time  electric  belts 
of  our  fathers’  and  grandfathers’  days  were  crude 
affairs.  They  were  to  be  worn  next  to  the  body 
and  guaranteed  to  cure  whatever  ailed  one.  Quack- 
ery moves  with  the  times.  Human  credulity  is  just 
as  common  a commodity  as  ever,  but  the  methods 
of  capitalizing  it  must,  perforce,  change  with  the 
times.  The  present-day  successor  to  the  old  electric 


belt  is  the  so-called  magnetic  belt.  The  first  of 
these  was  put  on  the  market  by  Gaylord  Wilshire 
and  called  I-on-a-co.  The  I-on-a-co  and  its  numer- 
ous imitations,  are  simple  solenoids — coils  of  in- 
sulated wire  that  when  plugged  into  the  alternating 
current  of  the  electric  lighting  system,  produce  a 
fluctuating  magnetic  field  within  the  coil.  While 
it  has  long  been  known  by  scientific  men  that  mag- 
netism has  no  effect  on  the  physiologic  processes 
of  the  body,  and  while  it  has  also  been  known  that 
magnetic  permeability  of  the  human  body  is  that  of 
air,  the  public  does  not  know  it — -and  that  is  all 
that  is  necessary  from  the  standpoint  of  the  quack. 
A number  of  imitations  of  the  I-on-a-co  have  been 
exploited,  among  them  being  Theronoid  put  out 
through  one  formerly  associated  with  Wilshire  and 
Vitrona  by  one  Madison  formerly  employed  by  the 
Theronoid  Corporation.  In  1926  the  Federal  Trade 
Commission  issued  a complaint  against  the  pro- 
moters of  Vitrona  charging  that  the  device  has  no 
curative  or  therapeutic  value,  action  or  effect.  Lat- 
er the  Commission  issued  a Cease  and  Desist  Order. 
(Jour.  A.M.A.,  May  16,  1931,  p.  1718.) 


SITUATIONS  WANTED 
WANTED- — Salaried  appointments  for  Class  A 
I’hysicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections  en- 
able us  to  give  superior  service.  Aznoes  National 
Physicians’  Exchange,  30  North  Michigan,  Chicago. 
Established  1896.  Member  The  Chicago  Association 
of  Commerce. 


WANTED — Locum  Tenens  work;  or  Arizona  af- 
filiation by  M.D.  qualified  to  do  medicine,  surgery, 
end  Physical  Therapy.  Address  E.  C.  Wills,  M.D., 
Wi  k nburg,  Arizona. 


THE  ROBINSON  CLINIC 


The  problem  of  the  psychoneurotic  is  a vital  problem  facing 
the  medical  profession  today.  Forty  to  seventy-five  per  cent  of 
every  physician’s  practice  is  composed  of  these  cases.  While  some 
of  these  patients  have  symptoms  from  a pathological  focus,  neverthe- 
less the  patients  subconsciously  exaggerate  and  change  their  sub- 
jective symptoms,  until  there  is  great  difficulty  in  evaluating  the 
severity  of  the  disease  and  in  making  a diagnosis. 

These  cases  must  be  carefully  handled;  they  must  not  be  dis- 
carded, with  the  advice  that  they  go  home  and  forget  about  it. 
Cures  can  only  be  effected  by  the  physician’s  understanding  and 
sympathy,  and  confidence  on  the  part  of  the  patient. 

As  these  cases  are  psychogenic,  inquiry  must  be  made  into  the 
social  and  business  life  of  the  patient.  They  must  be  examined  for 
vagotonia  and  sympatheticatonie;  organic  disease  must  be  ruled  out. 
Medication,  high  frequency,  hydrophysio  and  psycho-therapy  are 
indicated  in  the  treatment,  and  their  proper  balance  insures  good 
results. 

Occasionally,  skilled  help  is  necessary,  and  the  Robinson  Clinic 
is  equipped  to  help  in  both  the  diagnosis  and  treatment,  with 
especial  reference  toward  occupational  therapy — an  important  ad- 
vantage of  institutional  over  home  treatment. 


CURTIS-WRIGHT  FLYING  SERVICE 


Nervous  and  Mental 
Diseases 

G.  Wilse  Robinson,  Jr.,  M.D. 
Associate  Medical  Director 


G.  WILSE  ROBINSON,  M.D. 

Medical  Director 
143  2 Professional  Building 
8100  INDEPENDENCE  ROAD 

KANSAS  CITY,  MO. 


Drug  and  Alcohol 
Addiction 

Paul  A.  Johnson,  M.D. 
Internist 
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VENTRICULIN 

( Desiccated , Defatted  Hog  Stomach) 


Now  available  in 
too- gram  bottles 


Tliis  new  “Economy  Package”  still  further 
reduces  the  cost  of  Ventriculin  treatment  to 
the  pernicious  anemia  patient. 


We  shall  continue  to  supply  Ventriculin  in  packages  of 
10  and  25  10-gram  vials  lor  those  who  prefer  to  obtain  the 
product  in  this  form. 


Specific  in  pernicious  anemia  . . . De- 
veloped by  the  Parke-Davis  research 
staff  in  co-operation  wi  ill  the  S impson 
Memorial  Institute,  University  of  Mich- 
igan  . . . Accepted  by  the  Council  on 
Pharmacy  and  ( Ihemistry  of  the  A.M.A. 

J J 

PARKE,  DAVIS  & CO. 

The  world’s  largest  makers  of  pharmaceutical  and  biological  products 

DETROIT  NEW  YORK  CHICAGO  KANSAS  CITY  ST.  LOUIS  BALTIMORE  NEW  ORLEANS 

MINNEAPOLIS  SEATTLE  In  Canada:  WALKERVILLE  MONTREAL  WINNIPEG 


Tempting  the  Appetite 
of  the  Convalescent  1 


Tempt  the  eye  — and  the  winning  of  the 
appetite  is  well  begun.  The  many  appealing 
and  nourishing  dishes  that  can  be  prepared 
when  Enox  Sparkling  Gelatine  is  combined 
with  (items  in  the  convalescent  diet  are  often 
found  invaluable  where  the  desire  for  food 
lags  behind  the  body's  need  of  it. 

Enox  Gelatine  dishes  are  often  specified. 
This  is  because  Enox  contains  no  ready- 
prepared  flavoring,  coloring,  or  sweetening. 
It  is  pure  granulated  gelatine.  An  analysis 


shows  85-86%  protein  content.  Enox  is  there- 
fore usually  preferred  to  ready-prepared  gela- 
tine desserts  which  actually  contain  only 
about  12%  gelatine.  Pure  granulated  gelatine 
is  regarded  as  readily  digestible  and  quickly 
absorbed. 

Enox  has  had  an  accredited  dietitian  pre- 
pare a number  of  recipes  for  gelatine  dishes 
suitable  to  convalescent  diets.  We  shall  be 
glad  to  send  you  a quantity  of  these  if  you 
wish  them. 


WEST VILLE 

( Six  Servings ) 


CREAM 


1%  tablespoonfuls  Knox  Sparkling 

Gelatine 10 

CUP  cold  water 

1 square  chocolate,  grated  30 

^4  cup  hot  water 

% cup  milk 180 

2 eggs  100 

^4  cup  cream,  whipped  60 

5 tablespoonfuls  sugar  40 

1 teaspoonful  vanilla  

Few  grains  salt  


15  9 

7 9 

10.5 
18  2 

40 


LEMON 

MIST 

Cal. 

( Six  Servings  ) 

Grams 

Prot.  Fat  CHO.  Cal. 

1 tablespoonful  Knox  Sparkling 
Gelatine  

7 

6 

y4  cup  cold  water 

Vfz  cups  hot  water  

Grated  rind  1 lemon  

l/4  cup  lemon  juice  

. . 40 

4 .. 

2 eggs  

100 

13  10.5 

2 tablespoonfuls  sugar 

16 

16 

Total 

19  10.5 

20  250.5 

Total  33  50.5  60  826.5 

Soak  gelatine  in  cold  water.  Heat  chocolate,  water,  milk  and 
6alt  over  hot  water,  then  add  gelatine  and  stir  until  dissolved. 
Separate  eggs  and  beat  egg  yolks  until  lemon  colored.  Stir  hot 
mixture  slowly  into  egg  yolks.  Return  to  stove  and  heat  over  hot 
water  until  mixture  thickens  slightly.  Remove  from  stove,  add 
vanilla  and  chill  until  nearly  set.  Beat  egg  whites  until  stiff, 
fold  into  jelly,  also  whipped  cream.  Mold  and  chill  until  firm. 


Soak  gelatine  in  cold  water.  Boil  rind  of  lemon  in  water  used 
for  dissolving  gelatine;  add  sugar;  pour  on  soaked  gelatine  — 
stir  until  dissolved.  Pour  this  into  well  beaten  egg  yolks.  Re- 
turn to  stove  and  cook  over  hot  water  until  mixture  thickens 
slightly,  stirring  constantly— add  lemon  juice  and  pinch  of  salt. 
When  nearly  set  fold  into  egg  whites  which  have  been  beaten 
stiff.  Mold  and  chill. 


KNOX‘S  GEL  AT  I N E 


IF  you  agree  that  recipes  like  ihe  ones  on  this 
page  will  be  helpful,  write  for  our  complete 
Recipe  Book— it  contains  dozens  of  valuable  rec- 
ommendations for  the  convalescent  diet.  We  shall 
be  glad  to  mail  you  as  many  copies  as  you  de- 
sire. Knox  Gelatine  Laboratories.  438  ^u°x  Ave., 
Johnstown,  N.  Y. 


Name  .... 
Address 

City 

State 


BASAL 

METABOLISM 

DETERMINATIONS 


Are  Valuable  Controls 
on  Treatment  and  also 
Clear  Up  Many 
Borderline  Cases 

n 

Our  Metabolism  Department  Has  Served 
the  Profession  Since  1920 


Pathological 

Laboratory 


W.  Warner  Watkins,  M.  D. 
Harlan  P.  Mills,  M.  D. 

C.  N.  Boynton,  M.  A. 

W.  J.  Horspool,  Bus.  Mgr. 


Suite  320 
Goodrich  Building 
Box  1587 

PHOENIX,  ARIZONA 


ENZYMOL 


For  Topical  Application 

Observations  of  the  action  of  gastric  juice  outside  the  body  show  a 
usefulness  for  a properly  prepared  product  of  this  nature.  An  example 
of  one  of  its  indications  is  solution  of  necrotic  and  carious  bone  tissue. 

ENZYMOL  is  an  extract  of  the  fresh  stomach  tissue  juice,  specially 
designed  for  topical  application. 

ENZYMOL  is  put  up  in  convenient  vials.  It  requires  ordinarily  for  use 
dilution  with  an  equal  volume  of  water;  also  with  hydrochloric  acid  es- 
pecially for  cases  in  which  this  may  be  desirable — refractory  tissue,  large 
cavities,  etc. 

Originated  and  Made  by 

Fairchild  Bros.  & Foster 


NEW  YORK 


Squibb 
Viosterol  in 
Oil— *250  D 


Prescribe  its  daily  use 
for  expectant  and 
\ nursing  mothers  . 


Biologic  tests  show  that  Viosterol  contains 
a/o  times  as  much  Vitamin  D as  standard  cod- 
liver  oil. 

Three  features  in  particular  favor  the  use  of 
Viosterol  in  Oil-i5o  D for  pregnant  and  nursing 
mothers: 


■k.  ^ar  2581 
SQUIBB  VIOSTEROL 
in  OH  250  D 
rr«iKi:ad  Crgasftra!  I*R 

-parvd  under  License  ft®* 
•H»nsin  Ajumni  Re* “ 
undftrion  to  os«  St< 

P»<«nt  No.  1.680.1 


(i)  It  is  pleasant  to  take — No  digestive  upsets  follow  the 
use  of  Viosterol  in  Oil-2.50  D.  It  is  odorless  and  tasteless. 
This  makes  it  extremely  palatable  to  mothers. 

(a)  It  is  convenient  to  give — Viosterol  is  administered  in 
drop  dosage.  Just  a few  drops  every  day  are  sufficient.  A stand- 
ard dropper  in  every  package  accurately  regulates  the  amount. 

(3)  It  is  always  reliable — The  potency  of  Viosterol  makes 
it  highly  protective.  Rapid  results  are  assured  with  it. 

Mothers  will  find  Squibb  Viosterol  in  Oil- 
150  D especially  convenient  to  handle.  The 
standard  dropper  in  every  package  serves  as  a 
stopper  for  the  bottle.  This  does  away  with  a 
soiled  dropper  and  prevents  waste. 

Squibb  also  use  a special  method  designed  to 
keep  their  oil  stable  and  to  prevent  the  destruc- 
tion of  Vitamin  D.  You  can  depend  on  results 
with  Squibb’s. 

Don't  leave  the  choice  of  a Viosterol  to  the 
judgment  of  your  patients!  Tell  them  always  to 
ask  for  Squibb’s.  (They  will  recognize  it  by  the 
blue  bottle.) 

The  Squibb  10  D Oil  for  Babies  — Squibb  Cod-Liver 
Oil  with  Viosterol-io  D contains  more  of  the  anti-rachitic 
factor  than  the  regular  cod-liver  oil.  It  gives  babies  special 
help  in  building  their  bones  and  teeth!  Squibb  10  D Oil  also 
provides  an  abundance  of  Vitamin  A which  recent  research 
indicates  to  be  an  anti-injective  factor.  Babies  need  Vitamin  A 
to  build  up  their  resistance  and  to  help  them  grow.  For 
babies,  try  the  Squibb  10  D Oil.  Plain  and  Mint-Flavored. 


Palatable  during  pregnancy 


Because  of  the  effect  on  their  appearance  as  well 
as  their  health,  mothers  fear  tooth  decay  during 
pregnancy.  Tooth  decay  leaves  such  obvious, 
such  permanent  results ! 

Spare  your  patients  this  worry  with  Viosterol 
in  Oil-150  D!  It  is  a safe,  dependable  way  to  help 
protect  them  against  the  damaging  drain  of  the 
infant  on  their  bones  and  teeth. 

Viosterol  in  Oil-150  D,  given  regularly  during 
pregnancy,  also  helps  to  prevent  rickets  in  the 
infant.  It  is  such  a highly  potent  source  of  the 
anti-rachitic  factor! 
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SQUIBB  VIOSTEROL 
in  Oil  250  D 

Irradiated  Erqoslerolta  Oil 

hfpiired  binder  License  from 
A i.-coHsin  Alumni  Research 
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Specialists  in  the  Southwest 


EL  PASO,  TEXAS 


J.  A.  RAWLINGS,  M.  D. 

and 

HARRY  LEIGH.  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

4«4  Roberta-Banner  Bldg.  El  Paso 


W.  E.  VANDEVERE.  M.  D. 

Eye.  Ear.  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 

810  Bassett  Bldg.  El  Paso 


FRANKLIN  D.  GARRETT,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 


G.  WERLEY,  M.  D. 

Diseases  of  the  Heart 

ltiil-2  Roberts-Banner  B'dg.  El  Paso 


ROBERT  B.  HOMAN.  M.  D. 

Practice  limited  to 

Chest  Diagnosis  and  Consultations 

Homan  Sanatorium  El  Paso,  Texas 


J.  w.  cathcart.  m.  d.  c.  h.  mason,  m.  d. 

Drs.  Cathcart  & mason 

X Ray  and  Radium  Laboratories 

310  Roberts  Banner  Bldg.  El  Paso 


E.  A.  DUNCAN,  M.  D. 

Practice  Limited  to 

Internal  Medicine 

Hio  Martin  Bldg.  El  Paso 


LESLIE  M.  SMITH,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 

X-RAY  THERAPY  AS  INDICATED  IN  DERMATOLOGY 

1029  First  National  Bank  Bldg.  El  Paso 


W.  R.  JAMIESON.  M.  D. 

Genito  Urinary.  Skin  and  Rectal 
Diseases 

921  First  National  Bank  Bldg.  El  Paso 


W L BROWN.  M D CP  BROWN.  M D 

BROWN  AND  BROWN 

Suite  UOU  Roberts-Banner  Bldg.  El  Paso 


DR.  L.  A.  NEIL 

Practice  limited  to 

Periodontia  (Pyorrhea)  and 
Oral  Diagnosis 

809  First  Nat’l  Bank  Bldg.  El  Paso,  Texas 


JAMES  VANCE.  M.  D. 

Practice  Limited  to 

Surgery 

313-1  Mills  Bldg.  El  Paso 

HOURS:  11  TO  12:30 


K.  D.  LYNCH.  M.  D. 

Genito  Urinary  Surgery 
4 11,  Mills  Bldg.  El  Paso 


ALBUQUERQUE,  N.  M. 

M.  K.  WYLDER.  M.  D. 

Special  attention  to 

Diseases  of  Children 

S25-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


NOVEMBER,  1931 
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AMARILLO,  TEXAS  AMARILLO,  TEXAS 


DRS.  LEMMON,  HENDRICK  AND  LEMMON 

210-H  Eakle  Bldg.,  Amarillo,  Texas 


J.  R.  LEMMON.  M.  D. 


J.  W.  HENDRICK,  M.  D. 


W.  N.  LEMMON.  M.  D.. 


PRACTICE  LIMITED  TO 
INFANT  FEEDING  & 
DISEASES  OF  CHILDREN 


PRACTICE  LIMITED  TO 
THYROID  AND  ABDOMINAL 
SURGERY 


PRACTICE  LIMITED  TO 
EYE.  EAR,  NOSE  & THROAT 


PHOENIX,  ARIZONA 


T.  T.  CLOHESSY,  M D. 

Practice  Limited  to 

Dermatology  and  Syphilology 

i2U-5  Luhrs  B'dg  Phoenix 


EDGAR  H.  BROWN.  M.  D 

Practice  Limited  to 

Orthopedic  Surgery 

Orthopedic  Shop  in  Connection 
Taylor  Spinal  Braces  and  other  Orthopedic 
Appliances  made  to  specifications. 

515  Goodrich  Building  Phoenix 


HARRY  R.  CARSON.  M.  D. 

Diseases  of  Children 
Heard  Building  Phoenix 


JOSEPH  MADiSON  GREER.  M.  D. 
F.  A.  C.  S 
SURGERY 

Bone  and  Joint  Surgery 

Consultation  by  appointment 
Security  Building  Phoenix 


FRED  G.  HOLMES.  M D. 
VICTOR  RANDOLPH,  M D 
HOWELL  RANDOLPH.  M.  D 

Practice  Limited  to 

Diseases  of  the  Chest 
i07  Goodrich  Bldg.  Phoenix 


MIHAJLO  MATANOVICH.  B.S..M  D. 

Genito. Urinary  Diseases 
402  Heard  Building  Phoenix 


PHOENIX,  ARIZONA 

H.  T.  BAILEY.  M.  D. 

MAYO  ROBB,  M.  D. 

Practice  Limited  to 

Cye  Ear  Nose  and  Throat 
323  Ellis  Bldg.  Phoenix 

H.  M.  PURCELL.  M.  D 

Urology — Gynecology 
Venerology 

205-6-7  Goodrich  Bldg.  Phoenix 

ORVILLE  H.  BROWN.  M.  D. 

Internal  Medicine 
Special  Attention  to  Asthma 

b22  Security  Bldg.  Phoenix 

Providence 

Hospital 

A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training-  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 
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LAS  ENCINAS 

Pasadena , California 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 


Las  Encinas 


Climate  Ideal,  Cuisine  Excellent,  Outdoor  Recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by  a 
20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance.  r / i i 

BOARD  OF  DIRECTORS 

George  Dock,  M.  D.  F.  H.  MacPherson  W.  Jarvis  Barlow,  M.  D. 
F.  C.  E.  Mattison,  M.  D.  Stephen  Smith,  M.  D. 

P® 

Write  for  beautiful  illustrated  booklet 

Stephen  Smith,  M.D.,  F.A.C.P.  C.  W.  Thompson,  M.D.,  F.A.C.P. 

Medical  Directors 

LAS  ENCINAS,  PASADENA,  CALIF. 
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“STORM” 


“TYPE  “N” 


The  NEW 
“Type  N” 
STORM 
Supporter 


With  long  laced  back 
and  low  extension 
upon  hips;  The  re- 
inforcing band  at- 
tached in  front  at 
median  line,  also 
fastened  in  back. 
Hose  supporters  in- 
stead of  thigh  straps. 


Takes  Place  of  Corsets 

Gives  perfect  uplift  and  is  worn  with  comfort 
and  satisfaction.  Many  variations  of  the  “Type 
N”  Belt  provide  support  in  Ptosis,  Hernia, 
Obesity,  Pregnancy,  Sacroiliac  Strain,  etc. 

Each  Belt  Made  to  Order  Ask  for  Literature 


Katherine  L.  Storm,  M.D. 

Originator,  Owner  and  Maker 
1701  Diamond  St.,  Philadelphia,  Pa.,  U.  S.  A. 


Mercurochrome 

220  Soluble 

(Dibrom-oxymercuri-fluorescein) 


THE  STAIN  PROVIDES  FOR 
PENETRATION 
and 

FIXES  THE  GERMICIDE  IN  THE 
TISSUES 

Mercurochrome  is  bacteriostatic  in  exceed- 
ingly high  dilutions  and  as  long  as  the  stain 
is  visible  bacteriostasis  "is  present.  Reinfection 
or  contamination  are  prevented  and  natural 
body  defenses  are  permitted  to  hasten  prompt 
and  clean  healing,  as  Mercurochrome  does  not 
interfere  with  immunological  processes.  This 
germicide  is  non-irritating  and  non-injurious 
when  applied  to  wounds. 

HYNSON,  WESTCOTT  & 
DUNNING,  Inc. 

Baltimore.  Maryland 


(ocomalt  for... 


CONVALESCENTS— The  high 
caloric  value  and  quick  as- 
similability  of  Cocomalt 
makes  it  an  especially  valu- 
able food  for  convalescents. 

GENERAL  DEBILITY— The  ne- 
cessity for  a concentrated 
food  of  high  digestibility  in 
asthenic  conditions  is  met  by 
Cocomalt. 

MALNUTRITION  — Under- 
nourished children  and  ad- 
ults respond  splendidly  to 
the  balanced  ration  of  Coco- 
malt mixed  with  milk.  Fur- 
thermore, it  increases  the 
appetite. 

TUBERCULOSIS  — Cocomalt  is 
very  useful  in  increasing  the 
caloric  value  of  tubercular 
diets  without  throwing  an 
additional  strain  upon  the 
digestive  system.  Its  mineral 
content  is  likewise  useful  in 
producing  calcification  of  tu- 
bercular lesions. 


POST  OPERATIVE— Following 
an  operation,  Cocomalt  meets 
the  demand  for  a highly  nu- 
tritious food  that  does  not 
produce  intestinal  fermenta- 
tion or  stasis. 

FEVER  CASES —The  high  car- 
bohydrate content  and  caloric 
value  of  Cocomalt  make  it 
extremely  valuable  in  treat- 
ing fever  cases.  It  saves  body 
proteins. 

EXPECTANT  MOTHERS— Dur- 
ing pregnancy,  Cocomalt  an- 
swers the  great  need  for  Vi- 
tamin D and  helps  provide 
the  additional  food  needed  by 
the  developing  foetus. 
NURSING  r/. w , n . . — Coco- 
malt provides  necessary  food 
elements  for  the  production 
of  milk,  without  inducing 
constipation. 

Cocomalt — the  delicious 
food  drink — adds  70%  to  the 
caloric  value  of  milk. 


FREE 

to  Physicians 

We  would  like  to 
send  you  a trial  can 
for  testing.  Coupon 
brings  it  to  you — free. 


MOTE 

NOURISHMENT 
TO  MILK 


R.  B.  DAVIS  CO.,  Dept.  AX  " Hoboken,  N.  J. 

Please  send  me,  without  charge,  a trial  can  of 
Cocomalt. 

Address. 
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ANATOMICAL 


STUDIES 


for  the 
Practitioner 


A set  of  Anatomical  Studies  (in 
book  form)  furnished  to  physh 
cians  on  request  — upon  receipt 
of  20c  to  cover  mailing. 


Physiological  Supports 
Scientifically  Designed 


S.  H.  CAMP  & COMPANY 

Alan u Jactu  rers 
JACKSON,  MICHIGAN 


Chicago  New  York 

1056  Merchandise  Mart  330  Fifth  Ave. 


POSITION  AND  SHAPE  OF  UTERUS 
DURING  PREGNANCY 


London 

25  2 Regent  St.  W. 


THE  HOMAN  SANATORIUM 

For  the  Treatment  of  Tuberculosis 

EL  PASO,  TEXAS 

A privately  owned,  thoroughly  and  modernly  equipped,  ethical  institution  of  110  rooms. 
Heliotherapy,  pneumothorax,  phrenic  nerve  and  chest  surgery,  and  all  other  modern  meth- 
ods of  treatment. 

Write  for  booklet  giving  rates  and  other  information. 


lor  more  than  eight  years  leading  specialists  in 
diabetes  in  the  United  States  have  used  llefin 
(Insulin,  Lilly)  with  excellent  results  in  thousands 
of  cases. 

The  purity,  stability,  and  uniformity  of  lletin 
(Insulin,  Lilly)  are  characteristic,  and  it  is  in  con- 
stantly increasing  use  by  the  medical  profession. 
Write  for  pamphlet  on 
Insulin  and  Diet  Charts 


LILLY  AND  COMPANY 

INDIANAPOLIS,  U.  S.  A. 
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PULVULES  SODIUM  AMYTAL 


Preoperative  anxiety  and  excitement 
are  replaced  by  tranquillity  through 
the  administration  of  Pulvules  Sodium 
Amytal. 

Following  their  use  the  anesthetic 
is  more  easily  administered;  less  of  it 
is  required.  Postoperative  nausea  is 
absent  or  diminished. 


Pulvules  Sodium  Amytal  are  useful  in 
surgery,  obstetrics,  and  internal  medi- 
cine. They  may  be  administered  orally 
or  rectally.  Order  through  the  drug 
trade.  Write  for  pamphlet. 

Each  Pulvule  of  Sodium  Amytal  con- 
tains 3 grains  of  sodium  iso-amyl  ethyl 
barbiturate. 


Pulvule* 


ELI  LILLY  AND  COMPANY 

INDIANAPOLIS,  U.  S.  A. 
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should 
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tie  continued 


S.  M.A.  ? 


primarily  developed 
for  infants  from  birth  to 
twelve  months  of  age,  prac- 
tical experience  by  physicians 
has  shown  that  S.  M.  A. 
may  be  continued  with 
consistently  good  results 
throughout  early  childhood. 

Write  us  for  a few  copies 
of  this  helpful  little  book- 
let entitled  "Diets  for  the 
Average  Well  Child  from 
Twelve  Months  to  Six 
Years  of  Age”. 

THE  LABORATORY  PRODUCTS  CO. 

Cleveland,  Ohio 

V/est  of  Rockies 
437-8-9  PHELAN  BLDG.,  SAN  FRANCISCO,  CALIF. 


Corporation-  Ub\H  Prospect  Ave.,  Cleveland,  Ohio 
Please  send  Pamphlet  No.  V - 300  - - - 
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SOUTHWESTERN  SURGICAL  SUPPLY  CO. 

EL  PASO,  TEXAS  PHOENIX,  ARIZ. 

Gentlemen: — Kindly  send  a "Kompak"  Model  Lifetime  Baumanometer  on  approval. 

Doctor 

Street  and  No 

City State 


THE  NEW  KOMPAK  MODEL 

SMALLEST — LIGHTEST— -HANDIEST 


$37.50 


SPECIFICATIONS 
Calibration:  260  mm. 

Size:  1%"  x 3%"  x 1 1 
Weight:  30  oz. 

Inflation  System  Self-contained. 

Duralumin  case  with  baked  enamel  edges. 
Genuine  Morocco  grain  leather. 

Entire  manometer  unit  chromium  plated. 
Individual  nameplate  cast  in  cover. 

Table  of  clinical  averages  embossed  in  case. 
Lifetime  Cuarantee  against  glass  breakage. 
Perpetual  Cuarantee  for  accuracy. 


let  us  send  you  this  master  instrument  now. 

Small  in  size — light  in  weight — beautiful  in  appearance 
— it  looks  and  folds  like  a fine  pocket  camera. 

The  Kompak  Model  is  the  latest  addition  to  a distin- 
guished line  of  Lifetime  Baumanometers.  Like  all  other 
Lifetime  Baumanometers,  the  Kompak  Model  is  individ- 
ually calibrated,  scientifically  accurate— guaranteed 
to  remain  so,  and  carries  the  Lifetime  Baumanometer 
exclusive  guarantee  against  glass  breakage. 

It  is  just  the  instrument  you  have  been  waiting  for 
Note  its  distinguishing  specifications — or  better  still,  let 
us  send  one  for  your  inspection. 

Use  the  coupon — and  you  will  be  agreeably  surprised 
at  the  remarkable  advances  in  sphygmomanometer 
construction. 


New  Building 

New  Equipment 

NEURO-PSYCHIATRIC 

CLINIC 

NERVOUS  AND  MENTAL 
DISEASES 
DRUG  ADDITIONS 


H.  A.  LaMoure,  M.  D. 

Superintendent 


POSTGRADUATE  SCHOOL  OF  SURGICAL  TECHNIQUE,  Inc. 


2512  Prairie  Avenue  (opposite  Mercy  Hospital)  Chicago,  Illinois 

1.  General  Surgery:  100  hours  (2  weeks)  course  of  intensive  instruction  and  practice  in  surgical 
technique  combined  with  clinical  demonstrations  (for  practicing  surgeons) 

2.  General  Surgery  and  Specialties:  Three  months’  course  comprising:  (a)  review  in  anatomy  and 
pathology;  (b)  demonstration  and  practice  in  surgical  technique;  (c)_  clinical  instruction  by  fac- 
ulty members  in  various  hospitals,  stressing  diagnosis,  operative  technique  and  surgical  pathology. 

3.  Special  Courses:  Orthopedica  and  Traumatic  surgery;  gynecology  and  radiation  therapy;  eye, 
ear,  nose  and  throat,  thoracic,  genito-urinary  and  goiter  surgery;  bronchoscopy,  etc. 

All  courses  continuous  throughout  the  year.  Detailed  information  furnished  on  request. 
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VlOSTERQL 

Activated  ergoste^ 

IN  OIL 

250  D 

JOHNSON  6 C°. 
^vansville,  INO-uS> 


SfihKss2i£! 


The  new  reduced  price  of  Mead’s  Vios- 
terol  in  Oil  250  D in  the  original  50  c.c. 
bottle  now  makes  vitamin  D available  to 
the  patient  at  a cost  of  only  2 to  cents 
per  day.  This  economic  phase  is  impor- 
tant at  all  times  but  is  especially  important 
during  times  of  unemployment  and 
financial  stress. 


Not  only  has  the  price  of  Mead’s  Viosterol 
been  reduced but  the  bottle  has  been  improved. 
As  packed , it  is  capped  with  the  metal  cap 
shown  at  the  left.  The  patient  removes  this 
and  replaces  it  with  the  combination  dropper-and-stopper  shown  in  the  bottle  illustra- 
tion. This  has  a screw  thread  and  fits  tightly  when  not  in  use. 


For  vitamin  D therapy,  the  new  reduced  price  of  Mead’s  Viosterol 
when  prescribed  in  the  original  50  c.c.  bottle,  makes  it  less  expensive 
to  the  patient  than  Mead's  Standardized  Cod  Liver  Oil  or  any  cod 
liver  oil  concentrate.  For  vitamin  A therapy,  Mead’s  Standardized 
Cod  Liver  Oil  continues  to  be  4 to  11  times  as  economical  as 

cod  liver  oil  concentrates. 


Mead  Johnson  tSe  Co,,  Pioneers  in  Vitamin  Research,  Evansville*  IndM  U.S.A. 
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The  New  Menninger  Sanitarium 


THE  NEW  TREATMENT 

of  Syphilis  of  the  Nervous  System 
(tabes  dorsalis,  general  paralysis,  etc.) 
bv 

Artificial  Fever  (electrical  diathermy) 

— the  Safest,  Surest  and  Best 
Controlled  Method 

is  now  available — 

at  THE  MENNINGER  PSYCHIATRIC  HOSPITAL 
and  THE  MENNINGER  SANITARIUM 


Out  Patients 
Accepted 


Address  Inquiries  n 
DR.  WM.  C.  MENNINGER 
Topeka,  Kansas 
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THE  RELATION  OF  THE  EYE  TO 
GENERAL  DISEASES* 

WILLIAM  C.  FINNOFF,  M.  D. 

Denver.  Colorado 

(Read  before  the  New  Mexico  Medical  Society, 
at  its  Forty-Ninth  Annual  Meeting,  at  Albuquer- 
que, N.  M.,  May  20-22,  1931.) 

The  important  relation  between  opthal- 
mology  and  medicine  in  general  is  not  always 
realized ; the  value  of  an  ophthalmoscopic 
examination  of  the  fundus  in  suspected  brain 
tumor  is  fully  appreciated  by  most  neurolo- 
gists, but  the  aid  that  may  be  rendered  in 
other  conditions  is  often  overlooked.  Many 
times  some  general  disease  is  discovered  by 
the  careful  ophthalmologist  in  his  routine 
examination  of  cases  of  refraction.  This  is 
especially  true  in  cardiovascular  diseases, 
nephritis,  brain  tumor,  multiple  sclerosis, 
diabetes,  and  a host  of  other  diseases.  In  the 
introduction  of  his  book,  “Medical  Ophthal- 
moscopy”, that  was  published  in  1879, 
Gowers  wrote : “The  ophthalmoscope  is  of 
use  to  the  physician  because  it  gives  infor- 
mation, often  not  otherwise  obtainable,  re- 
garding the  existence  of  disease  elsewhere 
than  in  the  eye.”  Yet  how  few  physicians 
have  mastered  the  technic  of  the  use  of  this 
simple  method  of  examination. 

The  ophthalmoscope  should  be  in  more 
common  use  than  the  sphygmomanometer, 
for  it  gives  more  accurate  information  re- 
garding the  state  of  the  blood  vessels,  in 
addition  to  throwing  light  on  other  obscure 
conditions.  With  the  modern  electric  oph- 
thalmoscope the  technic  is  not  difficult ; even 
a young  child  can  be  taught  to  use  it,  even 
any  physician,  with  a small  amount  of  prac- 
tice, can  master  its  use  without  a demon- 
stration by  an  expert.  There  are  difficulties, 
however,  in  learning  to  interpret  the  normal 


*From  the  Department  of  Ophthalmology,  Uni- 
versity of  Colorado. 


fundus  from  the  abnormal.  One  of  my  medi- 
cal friends  who  limits  his  practice  to  ob- 
stretrics  and  pediatrics,  once  said  to  me  that 
the  ophthalmoscope  was  an  indispensible  in- 
strument in  his  branch  of  work  because  it 
had  helped  him  recognize  conditions  that  he 
otherwise  would  have  overlooked.  He  knows 
little  about  the  rare  conditions  that  often 
occur  in  the  macula  and  other  parts  of  the 
fundus,  but  he  can  differentiate  between  the 
normal  and  abnormal,  and,  when  in  doubt, 
can  ask  for  help  from  the  ophthalmologist. 
With  a small  amount  of  reading  and  the 
routine  examination  of  every  patient’s  fun- 
dus, a physician  may  soon  become  familiar 
with  the  normal  fundus.  If  he  observes  care- 
fully the  optic  nerve,  blood  vessels,  color  of 
the  retina,  and  so  forth,  it  will  not  be  long- 
before  he  will  notice  abnormalities.  Then, 
with  the  study  of  a few  simple  works  on  the 
subject,  he  may  familiarize  himself  with  the 
abnormalities  of  the  eye  grounds  that  throw 
special  light  on  diseases  with  which  he  may 
expect  to  be  in  contact.  This  much  can  be 
done  without  special  graduate  study. 

The  ophthalmoscope  is  not  the  only  oph- 
thalmic instrument  that  throws  light  on 
general  diseases.  The  perimeter  and  other 
instruments  for  the  examination  of  the  vis- 
ual fields  are  of  great  value  in  uncovering 
certain  pathological  conditions.  These,  how- 
ever, have  a limited  field  of  usefulness  and 
belong  to  the  field  of  ophthalmology.  The 
internist  should  be  familiar  with  the  con- 
frontation method  that  often  uncovers  grave 
changes;  he  should  also  know  how  to  test 
the  pupillary  reactions  and  be  acquainted 
with  action  of  the  extra-ocular  muscles. 

Toxic  goiter  with  exophthalmus  is  one  of 
the  most  striking  examples  of  a general  dis- 
ease with  obvious  ocular  manifestations.  The 
characteristic  staring  expression  that  fol- 
lows the  protrusion  of  the  eyeballs 
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was  first  described  by  Dalrymple  and 
is  called  Dalrymple’s  sign.  With  the 
protrusion  of  the  eyes,  winking  becomes 
less  frequent — Stelwag’s  sign.  When  the 
eyes  are  turned  downward,  the  upper  lid 
fails  to  follow  the  eyeball— Graefe’s  symp- 
tom ; and,  in  severe  cases,  the  act  of  con- 
vergence becomes  difficult — Mobius’  sigh. 
When  these  symptoms  are  associated  with 
tachycardia,  tremor,  a high  basal  metabol- 
ism rate,  loss  of  weight,  and  so  forth,  the 
diagnosis  becomes  easy.  A unilateral  pro- 
trusion of  an  eyeball  may  occur  in  goiter, 
especially  in  its  early  stage ; this  symptom, 
however,  is  usually  the  result  of  tumor,  in- 
flammation in  the  orbit,  cavernous  sinus 
thrombosis,  and  other  diseases  accompanied 
with  masses  in  the  orbit.  In  xanthomatosis, 
exophthalmus  occurs,  but  the  disease  could 
hardly  be  confused  with  exophthalmic  goiter. 

In  goiter  the  protrusion  of  the  eyeballs 
may  assume  alarming  proportions.  The  cor- 
nea may  ulcerate  from  exposure  and  require 
suturing  of  the  eye  lids  or  a tarsorrhaphy. 

Campbell  found  exophthalmus  present  in 
93  per  cent  of  110  cases  of  toxic  goiter,  and 
in  Dock’s  seies  it  occurred  in  about  70  per 
cent  of  the  cases. 

The  cause  of  the  exophthalmus  in  toxic 
goiter  is  not  definitely  known.  Some  contend 
that  it  is  due  to  an  increase  in  the  amount 
of  fat  in  the  orbit,  and  others  think  it  re- 
sults from  edema  of  the  orbit,  and  it  may  be 
due  to  a combination  of  both.  Extreme  con- 
gestion of  the  orbital  blood  vessels  has  been 
advanced  as  a cause,  but  this  hardly 
seems  likely,  because  in  many  cases  there 
is  no  engorgement  of  the  retinal  veins. 
Spasmodic  contraction  of  the  unstriped  mus- 
cle of  the  orbit  from  sympathetic  nerve 
stimulation  has  been  proposed  as  a cause. 
None  have  been  definitely  proved,  but  from 
postmortem  studies  it  seems  that  it  is  due 
to  a combined  edema  and  increase  in  the 
amount  of  orbital  fat. 

After  exophthalmus,  the  most  conspicuous 
ocular  symptom  of  general  disease  results 
from  palsies  of  the  extra-ocular  muscles. 
Ptosis,  or  drooping  of  the  upper  eyelid,  oc- 
curs after  paralysis  of  the  elevator  muscle 
of  the  upper  lid.  Ptosis  may  be  unilateral  or 
bilateral  and  must  be  differentiated  from  the 
congenital,  traumatic  cases  of  pseudoptosis 
that  occur  in  trachoma,  tumors  and  edema 
of  the  eyelids.  True  ptosis  is  due  either  to 
lesions  in  the  nerve  trunk,  nucleus  of  the 
third  nerve,  or  in  the  cortex.  When  associat- 
ed with  paralysis  of  other  ocular  muscles, 
the  lesion  is  usually  in  the  nerve  trunk,  but 
a massive  lesion  in  the  third  nerve  may 
produce  the  same  condition.  When  cortical  in 


origin,  the  ptosis  is  not  associated  with 
paralysis  of  any  of  the  other  ocular  muscles 
and  is  unilateral.  Syphilis  is  the  most  fre- 
quent cause,  excepting  in  the  acute  from  as- 
sociated with  ophthalmoplegia,  when  alcohol, 
lead  and  carbon  monoxide  poisoning  should 
be  suspected.  Ptosis  is  also  seen  in  botulism, 
encephalitis  lethargica,  diphtheria,  influ- 
enza, and  other  infectious  diseases;  in  dia- 
betes, disseminated  sclerosis,  progressive 
paralysis,  and  a few  less  common  conditions. 

In  paralysis  of  the  cervical  sympathetic, 
the  syndrome  of  Homes  occurs.  There  is  a 
partial  ptosis  with  contraction  of  the  pupil, 
flushing  of  the  face,  and  increased  perspira- 
tion on  the  affected  side  that  is  due  to  en- 
gorgement of  the  blood  vessels.  Pressure 
from  tumor  masses  in  the  neck  or  enlarged 
lymphatic  glands,  is  the  usual  cause. 

External  rectus  paralysis,  if  bilateral  and 
complete,  is  usually  associated  with  basal 
diseases ; if  bilateral  and  partial,  it  is  usually 
due  to  tumor  within  the  brain  substance. 
Unilateral  paralysis  may  be  due  to  exposure 
of  the  nerve  trunk  to  cold,  or  the  diseases 
mentioned  as  causing  ptosis. 

Ocular  palsies  also  occur  from  orbital 
abscess,  cellulitis,  or  tumors  from  fracture 
of  the  skull.  Botulism,  diabetes,  tabes,  en- 
cephalitis lethargica,  multiple  sclerosis,  polio- 
encephalitis, diphtheria,  meningitis,  syphilis, 
brain  tumors,  bulbar  paralysis,  pressure 
from  sclerosed  vessels  or  aneurisms,  and  oc- 
casionally lead  poisoning,  are  among  the 
general  diseases  in  which  ocular  palsies  are 
seen. 

Diplopia  is  the  most  annoying  symptom  of 
ocular  palsies.  It  is  noted  when  the  gaze  is 
directed  in  the  field  of  action  of  the  paral- 
yzed muscle  and  the  distance  between  the 
images  increases  as  an  attempt  is  made  to 
turn  the  eyes  in  that  direction.  Objectively, 
the  observer  notices  a lag  in  the  movement 
of  the  affected  eye  as  the  eyes  are  turned 
toward  the  paralyzed  muscle.  In  cases  of 
long  standing,  the  affected  person  learns  to 
suppress  the  image  of  the  affected  eye,  and 
the  diplopia  disappears.  Dizziness  and  con- 
fusion accompany  the  diplopia.  If  an  elevator 
muscle  is  paralyzed,  a compensatory  torti- 
collis may  develop.  After  the  affected  mus- 
cle is  localized,  it  is  easy  to  determine  the 
nerve  supply  and  decide  the  location  of  the 
lesion.  In  tabes,  the  nuclei  in  the  floor  of  the 
fourth  ventricle  are  usually  involved.  The 
same  is  true  for  multiple  sclerosis,  encepha- 
litis lethargica,  botulism,  and  other  condi- 
tions. 

Abnormalities  in  lateral  movements,  with- 
out paralysis  of  individual  or  groups  of  mus- 
cles, occur  in  lesions  of  the  cerebellum,  pons, 
or  association  centers. 
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Paralysis  of  vertical  movements  of  the  eye 
is  usually  due  to  lesions  in  the  anterior  part 
of  the  oculomotor  nuclei  or  lesions  in  the 
corpora  quadrigemina. 

Nystagmus  is  due  to  several  causes.  When 
not  congenital  or  of  vestibular  origin,  it  may 
indicate  lesions  in  the  cerebellum,  or  cere- 
bellopontine angle,  or  an  affection  of  the 
fibers  gong  to  Deiters’  nucleus ; it  occurs  in 
encephalitis  lethargica,  syringomyelia,  Lit- 
tle’s disease,  idiocy,  and  in  certain  poisoning. 

In  recent  years  a study  of  the  visual  fields 
has  played  an  important  part  in  recognizing 
the  location  of  lesions  in  the  brain.  Well-in- 
formed neurologists  are  aware  of  its  import- 
ance and  are  demanding  painstaking  studies 
of  the  visual  fields  for  this  purpose.  Uhthoff 
wrote,  in  1900 : “In  no  nerve  territory  is 
functioned  testing  elaborated  to  such  ex- 
tent as  in  connection  with  the  optic  nerve.” 
Through  the  visual  fields  precise  knowledge 
is  often  obtained  that  cannot  be  found  by 
any  other  method. 

Defects  in  the  field  may  be  divided  into 
four  groups: 

(1)  Those  due  to  diseases  of  the  eyeball, 
viz.,  glaucoma,  chorioretinitis,  optic  neuri- 
tis, optic  atrophy,  and  so  forth.  These  are 
usually  independent  of  general  diseases.  (2) 
Those  due  to  lesions  of,  or  to  the  effect  of 
pressure  on,  the  visual  tracts  or  centers  in 
back  of  the  eyeball.  (3)  Those  due  to  the 
absorption  of  toxins  (toxic  amblyopia).  (4) 
Functional.  The  first  is  of  interest  only  in 
making  a differential  diagnosis. 

The  second  group  are  of  extreme  import- 
ance. Pituitary  disease,  for  example,  is  often 
discovered  first  by  the  ophthalmologist.  The 
patient  consults  him  first  because  of  poor 
vision  that  he  thinks  might  be  corrected 
with  new  glasses.  While  examining  the  pati- 
ent, the  ophthalmologist  becomes  aware  of 
the  fact  that  the  poor  vision  cannot  be  at- 
tributed to  an  error  of  refraction ; he  may 
have  found  some  abnormality  in  the  appear- 
ance of  the  optic  nerve,  but,  on  taking  the 
fields  of  vision,  he  discovers  some  abnormal- 
ity— usually  a defect  in  the  temporal  fields. 
General  symptoms  of  pituitary  disease  are 
looked  for  and  an  x-ray  of  the  skull  request- 
ed. If  an  enlargement  of  the  sella  turcica  is 
found,  the  diagnosis  is  established. 

Tumors  of  the  pituitary  body,  through 
pressure  on  the  crossed  fibers  of  the  inner 
aspect  of  the  chiasm,  cause  bitemporal 
changes  in  the  fields  of  vision.  The  hemi- 
anopsia may  be  partial  or  complete.  In  ad- 
vanced cases  the  whole  field  may  become 
destroyed  and  atrophy  of  the  optic  nerve 
occur.  Homonymous  hemianopsia  or  alti- 
tudinal defects  may  be  present  when  the 
chiasm  is  pushed  upward  and  the  carotid 


arteries  put  on  the  stretch.  Monocular  blind- 
ness occurs  if  the  tumor  is  directed  to  one 
side  only. 

Homonymous  hemianopsia  is  half  vision 
on  the  same  side  of  the  visual  field.  When 
it  is  partial  in  the  beginning  and  progresses, 
it  should  suggest  an  abscess  or  tumor  in  the 
temporal  lobe  on  the  opposite  side  of  the 
brain  from  the  defect  in  the  visual  field. 
Vascular  lesions,  i.  e.,  embolus,  hemorrhage 
or  thrombus  in  the  vessels  that  supply  the 
optic  radiations,  may  be  the  cause.  This  is 
especially  true  when  the  onset  is  sudden. 
When  symptoms  come  on  gradually  and  are 
progressive,  the  cause  is  either  an  abscess 
or  tumor  of  the  brain.  The  associated  gen- 
eral symptoms,  when  combined  with  hemi- 
anopsia, aid  greatly  in  accurately  localizing 
the  lesion. 

Frontal  lobe  disease  and  tumors  are  fre- 
quently associated  with  central  scotomata  in 
the  early  stage  and  blindness  with  optic 
atrophy,  on  the  side  of  the  tumor,  in  the 
later  stages. 

In  injuries  of  the  occipital  lobe,  field  de- 
fects are  usually  present.  Their  position  in 
the  field  aids  in  localizing  the  eaxct  position 
of  the  injury.  Since  the  world  war,  our 
knowledge  in  this  field  has  been  greatly  en- 
larged. 

Chronic  intoxication  with  tobacco  and 
alcohol  occasionally  involves  the  maculo- 
papillary  bundle  of  nerve  fibers  and  produces 
a central  scotoma.  If  discovered  early  and 
the  toxins  eliminated,  recovery  may  take 
place ; in  chronic  cases,  the  visual  defect 
may  become  permanent. 

Quinine  in  large  doses  may  cause  blind- 
ness. Doses  of  three  grams  or  less  have  pro- 
duced optic  atrophy.  Ethyl  hydrocuprein,  or 
optoehin,  may  produce  a similar  condition. 

Blindness  after  the  ingestion  of  wood 
alcohol  may  be  sudden  and  complete ; vision 
may  return  for  a short  time,  but  is  eventu- 
ally lost  when  the  nerve  becomes  atrophic. 

Lead,  Filix  mas,  atoxyl,  potassium  chlor- 
ate, acetanilid,  oil  of  wintergreen.  pome- 
granate root,  nitrobenzol,  and  the  inhaling 
of  the  fumes  of  exploded  dynamite,  may  pro- 
duce toxic  amblyopia. 

Xanthomatosis,  liporeticular  disease  (Shil- 
ler-Christian’s  syndrome),  a disease  due  to 
faulty  fat  metabolism,  may  be  recognized 
by  the  peculiar  appearance  of  the  orbits  and 
the  position  of  the  eyes.  The  eyes  seem  large 
and  bulging  from  their  sockets;  there  is  an 
associated  change  in  the  bones  of  the  body 
with  the  formation  of  xanthomaplacques. 
Shiller  thought  that  the  condition  was  due 
to  a disease  in  the  brain  near  the  tip  of  the 
third  ventricle. 
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THE  PUPILS 

The  importance  of  the  pupils  to  general 
medicine  is  well  known  to  all.  The  Argyll 
Robertson  pupil  in  locomotor  ataxia  and  gen- 
eral paralysis,  is  generally  recognized.  In 
this  condition  the  pupil  reacts  to  converg- 
ence, but  not  to  light.  The  fact  that  it  oc- 
curs, occasionally,  when  syphilis  is  not  pre- 
sent, is  not  as  well  known  as  it  should  be. 
Argyll  Robertson  pupils  have  been  reported 
i n encephalitis  lethargica,  disseminated 
sclerosis,  tumors  in  the  region  of  the  third 
ventricle,  and  so  forth. 

Irregular  and  unequal  pupils  are  often  pre- 
sent in  neurosyphilis.  They  may  be  present 
in  other  conditions ; for  example,  pressure 
of  tumors  or  en’arged  glands  on  the  sympa- 
thetic nerves.  The  Horner’s  syndrone,  which 
has  been  mentioned,  is  an  instance.  Un- 
ilateral blindness  causes  inequality  of  the 
pupils. 

The  importance  of  the  pupils  in  the  vari- 
ous stages  of  anesthesia  and  other  forms  of 
intoxication  only  needs  mentioning. 

Interstitial  keratitis  is  an  inflammation 
of  the  stroma  of  the  cornea  that  is  charac- 
terized by  the  presence  of  opacities,  the  ap- 
pearance of  blood  vessels  in  the  corneal 
stroma,  marked  photophobia  and  lacrima- 
tion,  and  subjective  symptoms.  The  disease 
occurs  mostly  in  the  young  and,  in  the  great 
majority  of  cases,  is  due  to  congenital  syph- 
ilis. Hutchinson’s  teeth,  saber  shins,  and 
other  stigmata  of  the  general  disease,  are 
usually  found  after  careful  examination. 

The  foregoing  pages  have  been  confined  to 
manifestations  in  the  eye  that  could  be  re- 
cognized by  external  examination.  We  shall 
now  turn  our  attention  to  the  intro-ocular 
manifestations  of  general  disease.  I shall 
begin  by  discussing  the  more  common  con- 
ditions and  later  mention  the  others. 

There  is  no  place  in  the  body,  where  the 
state  of  the  blood  vessels  can  be  studied 
during  life  under  satisfactory  magnification, 
as  well  as  in  the  eye.  In  the  fundus  the  small 
arterioles  can  be  distinctly  seen  if  the  re- 
fracting media  are  cleared.  Abnormalities  of 
the  blood  vessels  may  be  recognized  in  the 
very  early  stage  of  arteriosclerosis.  It  is  not 
unusual  for  the  ophthalmologist  to  be  the 
first  person  to  discover  this  disease,  in  the 
course  of  routine  examination  of  the  patient 
preparatory  to  refraction.  Every  internist, 
as  was  stated  in  the  first  pages  of  the  paper, 
should  be  sufficiently  familiar  with  the  use 
of  the  ophthalmoscope  to  study  the  ocular 
blood  vessels  and  recognize  this  abnormality. 
The  appearence  of  the  retinal  vessels  gives 
one  an  insight  into  the  condition  of  vessels 
in  the  brain  and  in  the  body  in  general. 


Sclerosis  occurs  first  in  the  arteries ; it  mani- 
fests itself  by  an  increase  in  the  brilliancy 
in  the  central  light  reflex.  As  the  vessel 
walls  become  more  rigid,  the  blood  column 
becomes  smaller  and  the  arteries  seem  to  be 
contracted.  They  then  compress  or  kink  the 
veins,  to  a varying  degree,  at  the  crossings. 
As  the  disease  advances,  the  terminal  arte- 
rioles becomes  tortuous,  and  resemble  cork- 
screws. In  more  advanced  cases,  the  caliber 
of  the  main  trunks  varies  in  size.  The  com- 
pression of  the  veins  by  the  arteries  also 
becomes  more  pronounced  and,  in  advanced 
cases,  a marked  change  in  the  direction  of 
the  trunk  of  the  vein  after  it  passes  under 
the  artery,  takes  place.  In  late  cases,  the 
blood  column  becomes  threadlike  and  the 
walls  of  the  arteries  are  streaked  with  white, 
the  so-cahed  pipe-stem  sheathing.  Small 
round  and  flame-shaped  hemorrhages  and 
whitish  or  yellowish  exudates,  occur  in  the 
retina.  The  exudates  and  hemorrhages  are 
usually  small  in  size  and  are  located  chiefly 
in  the  posterior  pole  of  the  eyeball  near  the 
macula;  they  are  absorbed  slowly,  some  may 
remain  unchanged  for  months.  The  progno- 
sis for  the  tenure  of  life  is  uncertain ; some 
live  a few,  while  others  live  many  years.  The 
prognosis  is  more  grave  when  arteriosclero- 
sis of  the  retinal  vessels  is  associated  with 
cardiorenal  disease. 

ALBUMINURIC  RETINITIS 

This  is  an  exudative  change  that  occurs 
in  the  retina  in  diverse  conditions.  It  is  seen 
most  often,  however,  in  the  late  stage  of 
chronic  interstitial  nephritis  and,  when  as- 
sociated with  it,  should  be  called  renal  re- 
tinitis. Renal  retinitis  is  a late  manifesta- 
tion of  the  kidney  disease.  It  is  probable  that 
few  cases  that  die  in  uremia  escape  some 
changes  in  the  retina.  The  advent  of  renal 
retinitis  during  the  course  of  a chronic  ne- 
phritis, makes  the  prognosis  grave.  Few 
cases  live  longer  than  two  and  a half  years 
after  the  appearance  of  the  retinal  lesions. 

Since  chronic  interstitial  nephritis  occurs 
about  twice  as  frequently  in  the  male,  the 
retinal  disease  is  twice  as  common  in  him. 

The  blood  pressure  is  usually  raised  when 
renal  retinitis  is  present.  But  not  all  cases 
of  renal  retinitis  have  hypertension;  there 
are  cases  of  renal  retinitis  on  record  with 
low  blood  pressure. 

The  retinitis  of  pregnancy,  when  not  as- 
sociated with  a chronic  nephritis,  is  attended 
with  a better  prognosis  than  are  the  cases 
of  renal  retinitis.  If  labor  occurs  or  the  preg- 
nancy is  terminated,  the  retinitis  may  re- 
cover with  little  or  no  change  in  vision ; and 
the  patient  may  live  for  years.  As  a rule, 
the  retinitis  does  not  recur  in  subsequent 
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pregnancies.  The  retinal  changes  occur  more 
rapidly  and  are  much  more  severe  in  the 
cases  of  pregnancy  than  in  the  retinitis  due 
to  other  conditions.  Detachment  of  the  re- 
tina is  not  uncommon,  but  it  reattaches  if 
the  pregnancy  is  terminated.  Hill,  of  Rich- 
mond, Virginia,  reports  a case  of  bilateral 
detachment  of  the  retina  that  recovered  nor- 
mal vision  after  the  termination  of  the  preg- 
nancy. 

In  general,  the  ophthalmoscopic  changes 
that  occur  are  the  same  in  both  conditions ; 
they  are  exudates,  hemorrhages,  and  edema. 
The  exudates  appear  as  white  areas  in  the 
retinal  tissue,  that  vary  in  appearance  de- 
pending on  their  histological  character  and 
their  age.  The  cotton  wool  or  snow-banked 
patches,  occur  early;  they  are  massive  white 
exudates  located  in  the  retina  near  the  pos- 
terior pole.  They  are  often  deposited  in  the 
inner  layers  of  the  retina  and  may  be  located 
in  front  of  the  blood  vessels.  The  exudate  is 
fibrinous  in  character.  Their  edges  are  not 
clearly  defined  and  hemorrhages  usually  ac- 
company them.  In  cases  of  longer  standing, 
the  exudates  become  less  diffuse,  smaller  in 
size,  and  the  edges  more  sharply  defined. 
This  appearance  is  due  to  hyalin  and  fatty 
degeneration  of  the  fibrinous  deposits. 

Often  the  exudates  in  the  retina  arrange 
themselves  in  the  form  of  a radiating  star 
with  the  foveola  of  the  macula  in  the  center 
— the  so-called  macular  star.  This  is  most 
common  in  renal  retinitis,  but  it  may  occur 
in  the  retinitis  of  arteriosclerosis  and  other 
conditions.  The  appearance  is  due  to  the  ac- 
cumulation of  exudate  between  the  radiating 
fibers  of  Henley  that  are  located  in  the  ma- 
cular region.  Exudates  of  this  type  may  re- 
main for  long  periods  of  time.  White  patches 
in  front  of  the  retinal  vessels  are  sometimes 
seen  in  cases  of  long  standing.  These  are  due 
to  degenerative  changes  in  the  axis  cylinders 
of  the  nerve  fiber  layer.  Blood  vessels  may 
show  little  or  no  change  if  arteriosclerosis  is 
not  present. 

Papilledema  may  accompany  the  exudates 
in  cases  of  so-called  albuminuric  retinitis, 
and,  since  headache  and  vomiting  are  not 
uncommon  in  renal  disease,  the  swollen 
nerve  may  confuse  one  into  beliveing  that 
the  papilledema  is  an  indication  of  brain 
tumor. 

After  the  absorption  of  exudates  from 
the  retina,  pigmentary  changes  occur.  They 
can  be  seen  with  the  ophthalmoscope  occupy- 
ing the  posterior  pole  of  the  eyeball.  They 
remain  permanently.  The  exudates  may  re- 
main for  long  periods  of  time,  especially  in 
the  cases  where  hyalin  or  fatty  degenera- 
tion has  taken  place. 


OTHER  RETINAL  MANIFESTATIONS  OF 
GENERAL  DISEASE 

Hemorrhages  and  exudates  occur  in  the 
retina  in  leukemia  and  pernicious  anemia ; 
in  the  former,  the  color  of  the  blood  in  the 
vessels  becomes  pale,  but  it  is  not  changed 
in  the  latter.  The  hemorrhages  are  usually 
found  surrounded  by  a halo  of  white  exudate. 
The  color  of  the  blood  in  the  vessels  changes 
to  yellowish  or  chocolate  color  in  some  forms 
of  diabetes.  This  form  of  lipemia  retinitis  is 
usually  seen  in  the  late  stages  and  is  due  to 
a high  fat  content  in  the  blood.  It  is  transi- 
ent in  nature  and  it  may  be  seen  only  over 
a short  period  of  time. 

Optic  atrophy  from  secondary  anemia  is 
not  uncommon.  This  is  a form  of  primary 
optic  atrophy ; the  disc  becomes  chalky-white 
and  blindness  may  result.  The  size  of  the 
blood  vessels  is  not  affected. 

DIABETES 

Diabetes  is  attended  with  varied  compli- 
cations in  the  eyes.  From  twenty  to  thirty 
per  cent  of  the  cases  of  diabetes  in  persons 
over  fifty  years  of  age,  show  eye  complica- 
tions. Their  appearance  does  not  necessarily 
indicate  the  grave  prognosis  for  life,  as  is 
the  case  in  renal  retinitis.  The  affections  of 
the  fundus  and  crystalline  lens  are  associat- 
ed with  visual  impairment.  Cataract  is  the 
most  frequent  eye  complication ; it  comprises 
about  one-third  of  the  eye  complications; 
retinitis  is  next  and  is  seen  in  one-fifth ; 
optic  neuritis,  palsies  of  the  ocular  muscles ; 
changes  in  refraction,  iritis,  vitreous  opaci- 
ties, optic  atrophy,  thrombosis  of  the  retinal 
veins,  changes  in  the  color  of  the  retinal 
blood,  retrobulbar  neuritis,  and  hemorrhagic 
glaucoma  are  among  the  other  complications. 

Sudden  changes  in  the  accommodation 
and  refraction  should  always  excite  suspicion 
of  diabetes ; hyperopia  may  increase  or  my- 
opia develop.  It  is  probably  due  to  changes 
in  the  index  of  refraction  of  the  lens. 

When  cataracts  occur  in  elderly  persons, 
it  is  often  difficult  to  determine  whether 
they  are  senile  in  character  or  due  to  the 
diabetes.  When  they  occur  in  the  young  dia- 
betics, they  are  usually  bilateral,  develop 
rapidly,  and  are  of  the  soft  variety.  The 
prognosis  after  operation  is  good,  if  the 
diabetes  can  be  controlled  and  if  no  changes 
have  occurred  in  the  fundus. 

Diabetic  retinitis  usually  occurs  in  cases 
of  long  standing  and  is  due  in  most  instances 
to  changes  in  the  blood  vessels  or  nephritis. 
In  typical  diabetic  retinitis,  Hirshberg  found 
no  edema  and  the  exudates  were  well  de- 
fined and  usually  located  between  the  upper 
and  lower  temporal  vessels.  They  were  small- 
er in  size  than  the  renal  variety  and  had  ir- 
regular or  notched  edges.  They  never  form 
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the  star-shaped  figure  that  occurs  in  renal 
retinitis.  Hemorrhages  of  varying  size  and 
location  occur;  in  severe  cases,  they  rupture 
the  hyaloid  and  diffuse  into  the  vitreous, 
and  become  organized  into  bands  of  scar 
tissue. 

Retrobulbar  neuritis  is  associated  with 
changes  in  the  visual  field ; at  first  there 
is  a central  scotoma  which  may  persist  for 
a long  period  of  time  or  become  permanent. 
Optic  atrophy  and  blindness  may  occur. 

In  lipemia  retinitis,  the  color  of  the  blood 
in  the  retina  changes  to  a chocolate  color  or 
may  become  bright  yellow  or  milky  in  char- 
acter. This  is  due  to  a high  fat  content  in 
the  blood.  It  is  usually  seen  in  advanced 
cases,  often  in  the  stage  of  coma,  and  is 
more  frequent  in  young  persons. 

PAPILLEDEMA  OR  CHOKED  DISC. 

Papilledema  or  choked  disc  is  one  of  the 
very  important  symptoms  in  tumor  of  the 
brain.  It  is  characterized  by  haziness  of  the 
margins  and  swelling  of  the  disc  and  is  due 
to  edema.  Ophthalmoscopically,  the  edges  of 
the  disc  are  blurred  and  seem  to  blend  with 
the  surrounding  retina.  The  surface  of  the 
disc  is  elevated,  the  vessels  pushed  forward, 
the  veins  are  dilated  and  tortuous.  The  ar- 
teries and  veins  seem  to  tumble  over  the 
edtre  of  the  e’evated  disc  and  reappear  at  a 
different  level  on  the  surrounding  retinal 
surface.  Hemorrhages  are  usually  present 
on  the  disc  and  in  the  retina.  There  are  no 
whitish  exudates  or  streaking  of  the  arter- 
ies. Any  elevation  of  the  disc  of  three  diop- 
ters or  more  above  the  surface  of  the  sur- 
rounding fundus,  is  said  to  be  a papilledema. 

Conditions  that  increase  the  intracranial 
pressure  are  frequently  accompanied  with 
swelling  of  the  optic  nerve.  The  swelling  of 
the  optic  nerve  is  usually  bilateral,  but  may 
be  greater  on  one  side.  The  side  of  maximum 
swelling  does  not  necessarily  indicate  the 
side  on  which  the  intracranial  disease  is 
situated.  Tumors  of  the  frontal  lobe,  or 
tumors  and  inflammation  of  the  orbit,  are 
exceptions  to  this  rule.  Diseases  of  the  orbit 
are  easily  excluded  because  of  their  charac- 
teristic local  symptoms. 

In  Uhthoff’s  large  series  of  cases  of  papil- 
ledema, he  found  chocked  disc  in  the  follow- 


ing percentages: 

Brain  tumor .. 71.0% 

Cerebral  syphilis .. 12.0% 

Brain  tuberculoma 3.6% 

Brain  abscess 2.2% 

Oxycephaly 2.2% 

Nephritis 1.1% 

Tuberculous  meningitis.—. 1.1% 

Lead  poisoning 0.3% 


Lawford  and  Edmunds  called  attention  to 
the  fact  that  papilledema  is  invariably  severe 


in  tumors  of  the  cerebellum,  and  mild  or 
absent  in  tumors  of  the  cortical  areas. 

The  relative  absence  of  papilledema  in 
cerebral  hemorrhage  and  softening  of  the 
brain  is  of  value  in  differential  diagnosis. 

High  degrees  of  papilledema  may  be  pre- 
sent with  little  or  no  involvement  of  the 
visual  acuity.  In  long-standing  cases,  optic 
atrophy  usually  occurs  and  the  vision  be- 
comes blurred  or  lost. 

In  all  cases  with  papilledema,  the  visual 
fields  may  be  of  great  assistance,  as  has 
already  been  emphasized. 

OPTIC  NEURITIS 

Optic  neuritis,  with  little  swelling  of  the 
nerve,  may  accompany  tumors  of  the  brain. 
It  is  characterized  by  the  appearance  of 
white  or  grayish  exudates  in  the  substance 
of  the  optic  nerve  and  along  the  blood  ves- 
sels. Small  flame-shaped  hemorrhages  are 
also  seen.  The  exudates  and  hemorrhages 
are  often  confined  to  the  disc,  but  they  may 
extend  into  the  retina,  when  the  condition  is 
termed  neuroretinitis.  The  cause  is  usually 
syphilis ; however,  other  forms  of  inflam- 
matory disease,  such  as  meningitis,  and  so 
forth,  may  be  the  cause.  Optic  neuritis  is  oc- 
casionally seen  in  brain  tumors.  The  vision 
is  invariably  affected,  the  fields  of  vision 
become  contracted,  and  blindness  eventually 
results,  following  atrophy  of  the  optic  nerve. 
The  disc  becomes  chalky  white,  the  vessels 
contract,  and  the  outline  of  the  nerve  head 
becomes  indistinct. 

OPTIC  ATROPHY 

Primary  atrophy  without  a preceding 
neuritis  or  papilledema,  occurs  in  locomotor 
ataxia,  general  paresis,  and  other  forms  of 
neurosyphillis.  The  disc  in  these  cases  is 
bluish-white  in  color,  the  vessels  remain  un- 
changed, and  the  margin  of  the  disc  is  dis- 
tinctly seen. 

One  must  differentiate  the  simple  atrophy 
of  the  optic  nerve  of  glaucoma  from  the 
forms  just  described.  This  should  not  be 
difficult,  because  in  glaucomatous  atrophy 
the  disc  is  excavated  or  cupped. 

DISCUSSION 

Dr.  D.  0.  BROWN,  Santa  Fe:  I have  enjoyed 
Dr.  Finnoff’s  paper  very  much  and  should  like  to 
ask  him  as  to  the  best  method  of  examining  the 
fundus.  Also,  if  there  is  any  distinctive  movement 
of  the  eye  that  goes  with  post-syphilitic  Parkinson’s 
syndrome.  This  last  winter  I learned  of  a b'oy  who 
had  a little  trouble  which  dated  back  to  the  end  of 
the  war.  It  appeared  he  had  a retrospasm  of  the 
eye  and  the  eyeball  would  go  around  and  around 
and  finally  turn  up.  After  I finally  worked  the 
case  out  as  post-syphilitic  Parkinson’s  syndrome, 
under  proper  treatment  the  muscles  of  the  eye 
cleared  up. 

Dr.  S.  D.  SWOPE.  El  Paso,  Texas:  I am  very 
much  interested  in  Dr.  Finnoff’s  paper  and  think 
that  people  engaged  in  neurology  or  psychiatry  can 
hardly  do  without  the  ophthalmologist.  It  is  my 
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routine  practice  to  send  all  cases  to  an  ophthalmol- 
ogist and  ask  his  report,  and  sometimes  the  ophthal- 
mologist sends  his  cases  to  me  for  some  light  on 
nerve  conditions  or  on  the  matter  of  diagnosis  of 
the  condition  he  finds.  I am  doing  quite  a lot  of 
work  in  the  public  clinics,  where  we  have  the  ad- 
vantage of  good  ophthalmologists  to  check  our  cas- 
es, and  there  are  very  few  cases  we  do  not  send 
over  to  them  to  check.  Sometimes  we  get  reports 
which  are  not  entirely  in  accordance  with  our  sus- 
picions of  the  case,  but  usually  they  are  of  very 
great  advantage  to  us  in  making  our  diagnosis.  To 
facilitate  matters  and  check  up  on  the  clinical 
course,  I bought  an  ophthalmoscope  and  tried  to 
learn  how  to  use  it,  and  have  succeeded  very  well 
in  most  cases.  One  of  the  unusual  things  I have 
run  up  ag’ainst,  which  was  very  simple  to  the 
ophthalmologist  but  not  to  me,  was  the  peculiar 
pigmentation  of  the  nerve  in  dark-iskinned  people. 
I examined  a little  Mexican  child  sent  to  me  and 
when  I looked  into  her  eye  thought  this  was  a lit- 
tle different  from  anything  I had  seen.  The  mat- 
ter of  the  change  in  the  activity  of  the  muscles  of 
the  eye  in  Parkinson’s  syndrome  is  very  interesting. 
Nof  very  lnog  ago  one  of  our  ophthalmologists  sent 
me  a man  who  could  not  read.  He  tried  to  fit  him 
with  glasses  and,  while  a very  able  man,  was  un- 
able to  arrange  any  kind  of  lens  that  would  help 
him  to  read  at  all.  He  would  be  able  to  see  the 
first  letter,  but  all  the  balance  of  the  letters  would 
run  together.  He  had  that  peculiar  cogwheel  ex- 
pression of  the  muscles  which  went  with  the  mask- 
ed face  and  paralysis  agitans,  as  a part  of  his  Par- 
kinson’s syndrome.  I discovered  the  trouble  and 
took  him  back  to  the  ophthalmologist,  who  agreed 
with  me  in  regard  to  it. 

Dr.  G.  W.  GRISWOLD,  Roswel:  I want  to  com- 
pliment Dr.  Finnoff  on  the  very  able  manner  in 
which  he  has  covered  an  extensive  subject,  and, 
speaking  from  the  standpoint  of  erroneous'  diagno- 
sis, recall  the  case  of  a young  man,  about  thirty 
years  of  age,  who  had  a very  severe  double  lobar 
pneumonia,  in  which  my  colleague  assured  me  only 
three  small  doses  of  ethyl  hydrocuprein  had  been 
given.  Within  24  hours  the  dimness  of  vision  of 
which  he  complained  became  total  and  he  had  no 
light  perception  for  fully  thirty  days,  after  which 
it  gradually  returned  and  he  recovered.  This  is  the 
only  case  of  this  kind  that  I have  ever  seen. 

Dr.  FINNOFF  (closing):  In  answer  to  Dr. 

Brown’s  question  as  to  the  best  method  of  examin- 
ing the  fundus,  I think  it  is  better  to  use  the  meth- 
od that  appeals  to  you  most  and  the  one  you  can 
master.  The  direct  method  has  advantages  over 
the  indirect,  in  that  you  can  see  the  minute  chang- 
es that  are  not  visible  with  the  indirect  method.  A 
comparison  might  be  made  in  the  uise  of  the  low 
power  of  the  mici’os'cope  with  the  high  power.  You 
get  a higher  microseopization  with  the  direct  than 
with  the  indirect  method.  With  the  ophthalmoscope, 
it  is  very  easy  to  master  the  examination  of  the 
fundus,  especially  with  some  of  the  newer  frames, 
and  the  fundus  can  be  satisfactorily  examined  with 
undilated  pupil.  In  Parkinson’s  disease,  one  occa- 
sionally finds  a rotary  of  mixed  nystagmus.  It  is 
possible,  with  a ptosis  and  a mixed  nystagmus,  it 
might  be  due  to  a nucleus,  which  has  nossiblv  oc- 
curred from  some  lesion  in  the  cerebellum.  There 
is  a marked  difference  in  the  pigmentation  in  nel- 
sons with  light  complexion  from  those  of  dark  skin. 
Those  with  dark  complexion  have  more  pigmenta- 
tion and  the  contrast  is  very  striking.  The  case  of 
bilateral  neuritis  that  followed  ethvlhvdrocuprein 
may  possibly  have  been  an  optic  neuritis  from  the 
pneumonia  and  not  due  to  the  other.  Usually  cases 
of  quinine  blindness  are  permanent. 


THE  BACTERIOPHAGE  IN  THE  TREAT- 
MENT OF  PYOGENIC  INFECTIONS 
OF  SKIN 

LESLIE  M.  SMITH,  M.  D. 

El  Paso,  Texas 

(Delivered  before  the  El  Paso  County  Medical 
Society,  El  Paso,  Texas,  Oct.  12,  1931.) 

The  bacteriophage  is  a living  ultramicros- 
copic  principle  which  multiplies  at  the  ex- 
pense of  normal  living  bacteria  of  the  strain 
for  which  it  possesses  virulence.  In  doing 
this  the  bacteriophage  causes  dissolution  of 
the  bacteria. 

D’Herelle  in  1916  discovered  the  principle 
of  bacteriophagy  and  demonstrated  micros- 
copically the  bursting  of  the  bacteria  cells, 
apparently  from  pressure  from  within,  dur- 
ing the  process  of  bacteriolysis.  He  thought 
the  ultramieroscopic  bacteriophage  bodies 
entered  the  bacteria  to  cause  their  dissolu 
tion  from  within. 

The  bacteriophage  filtrate  is  prepared  by 
introducing  a small  quantity  of  the  lytic 
principle  into  an  alkaline  bouillon  culture  of 
the  organism  for  which  it  is  virulent.  This  is 
followed,  in  from  24  to  48  hours,  by  the 
complete  dissolution  of  the  bacteria  and  con- 
sequent clearing  of  the  medium.  The  action 
of  bacteriophage  is  specific,  a race  of  this 
principle  having  been  isolated  which  causes 
lysis  of  the  dysentery  bacillus  of  Shiga,  an- 
other race  which  is  virulent  for  the  typhoid 
bacillus,  still  others  which  are  virulent  for 
streptococcus,  colon  bacillus,  staphylococcus, 
and  several  others.  A race  of  bacteriophage 
has  been  isolated,  and  is  now  obtainable, 
which  is  virulent  for  all  strains  of  staphylo- 
cocci. The  bacteriophage  is  usually  used 
alone  in  treatment,  for  the  reason  that  it 
acts  best  upon  normal  bacteria,  in  the  ab- 
sence of  antiseptic  preparations. 

The  action  of  bacteriophage  is  twofold : 
(1)  by  the  dissolution  of  the  infecting 
organisms,  (2)  by  stimulation  of  the  specific 
resistance,  due  to  the  presence  of  the  lysed 
bacterial  substance  in  the  filtrate. 

The  bacteriophage  may  be  injected  sub- 
cutaneously, at  a distance  from  the  lesion 
or  directly  into  the  lesion,  or  may  be  used  as 
a wet  dressing.  As  a rule,  two  or  three  in- 
jections are  sufficient.  If  improvement  oc- 
curs at  all  it  occurs  in  two  or  three  days. 
To  be  sure  that  one  is  using  a bacterio- 
phage race  of  maximum  virulence,  the  causa- 
tive organism  may  be  grown  in  bouillon 
and  inoculated  with  the  bacteriophage  to  be 
used.  The  virulence  is  determined  by  the 
rapidity  and  extent  of  dissolution  of  the 
bacterial  suspension,  in  other  words,  by  the 
clearing  of  the  medium. 

Since  a race  of  phage  is  obtainable  which 
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is  virulent  for  all  strains  of  staphylococci 
the  bacteriophage  has  been  of  considerable 
value  in  the  treatment  of  staphylococcus  in- 
fections. Excellent  reports  of  this  work  are 
available  in  the  recent  literature  by  Larkum, 
Crutchfield  and  Stout,  Alderson,  Kahn,  and 
others. 

My  experience  with  the  staphylococcus 
bacteriophage  has  been  with  a stock  pre- 
raration.  In  some  cases  the  beneficial  effect 
has  been  quite  striking;  in  a number  of 
others,  it  has  been  of  apparent  benefit ; 
while,  in  a few  cases,  it  has  been  entirely 
negative. 

In  furunculosis  and  carbuncle,  it  is  usually 
of  such  great  benefit  that  it  should  be  the 
first  treatment  considered.  In  the  acute 
stage  it  should  be  injected  at  a distance  from 
the  lesion,  but  after  a pus  cavity  is  formed, 
a small  amount  of  the  filtrate  may  be  in- 
jected into  this. 

In  acne  it  is  of  benefit  only  in  those  cases 
in  which  there  is  considerable  evidence  of 
staphylococcic  infection.  The  types  composed 
principally  of  comedones  and  papules  are  not 
influenced  by  the  bacteriophage  to  any  ex- 
tent. 

Pyodermia,  sycosis  vulgaris,  and  pustular 
folliculitis  respond  to  the  staphylococcus 
bacteriophage. 

A few  brief  case  reports  will  illustrate  the 
prompt  results  obtained  in  some  of  the  cases. 
As  stated  before,  the  results  have  not  been 
uniformly  successful,  but  it  is  evident  that 
the  bacteriophage  has  possibilities  in  the 
treatment  of  pyogenic  infections. 

Case  1.  H.  E.  B.  Recovering-  from  carbuncle, 
about  an  inch  and  a half  in  diameter,  on  left  side 
of  neck.  In  spite  of  good  drainage  and  application 
of  antiseptics,  there  remained  a small  sac  which 
continued  to  exude  about  two  drops  of  pus  on  pres- 
sure, when  dressed  daily,  for  two  weeks.  There  was 
still  considerable  infiltration  about  the  lesion,  form- 
ing a firm  mass  the  size  of  a chestnut.  On  July 
14,  1931,  % cc.  staphylococcus  bacteriophage  was 
injected  into  the  pyogenic  sac  and  at  various  points 
in  the  infiltration.  On  July  16  no  pus'  could  be  ex- 
pressed, but  only  a small  drop  of  serosanguineor. . 
material.  At  this  time  V2  cc.  was  again  injected  as 
before.  On  July  18,  the  lesion  was  perfectly  dry 
and  the  infiltration  was  much  less  and  thereafter 
rapidly  disappeared.  This  result  was  quite  rapid 
and  striking. 

Case  2.  Miss  E.  R.  Consulted  me  February  10, 
1931,  for  severe  indurated  acne  of  the  face  and 
shoulders.  She  received  yeast  intei’nally  and  frac- 
tional x-ray  treatments  for  three  months,  including 
three  filtered  treatments.  Most  of  the  lesions  had 
disappeared,  but  a large  cystic  lesion  on  the  left 
cheek  persisted  and  recurred  after  drainage.  On 
June  30,  1931,  14  cc.  staphylococcus  bacteriophage 
was  injected  into  the  lesion.  During  the  following 
three  or  four  days  it  disappeared  and  has  never 
recurred. 

Case  3.  H.  S.  Had  been  treated  with  x-ray  for 
severe  acne  vulgaris,  at  intervals,  for  several 
months.  On  August  31.  1931,  most  of  the  acne  le- 
sions had  healed,  but  a large  cystic  pustule  persist- 
ed on  the  back  of  the  neck.  One  and  one-half  cc. 


staphylococcus  bacteriophage  was  injected  into  the 
arm  and  14  cc.  directly  into  the  cystic  lesion.  On 
September  2nd,  the  lesion  was  smaller;  at  this  time 
it  was  incised  and  drained  and  again  the  bacterio- 
phage was  administered  as  before.  On  September 
4th.  the  large  cystic  lesion  had  disappeared. 

Case  4.  F.  C.  Severe  indurated  acne  of  the  face, 
with  marked  seborrhea.  Had  received  several  x-ray 
treatments,  with  moderate  improvement.  The  pyo- 
genic infection  was  not  a prominent  feature  of  this 
case,  but  on  July  23rd  there  were  several  large, 
deep,  cystic  pustules.  One  cubic  centimeter  of 
staphylococcus  bacteriophage  was  injected  into  the 
arm.  On  July  25th  these  lesions  were  definitely 
smaller  and  similar  dose  of  bacteriophage  was  giv- 
en at  this  time.  The  patient  returned  July  30th 
for  observation,  at  which  time  the  cystic  pyogenic 
lesion  had  practically  disappeared.  The  last  in- 
jection, however,  had  caused  a severe  local  reac- 
tion and,  as  the  patient  had  tuberculosis,  no  fur- 
ther iniections  were  given  but  x-ray  treatment  was 
resumed.  After  this  the  acne  improved  very  grad- 
ually. just  as  it  does  under  x-ray  treatment,  but 
there  have  been  no  pustular  lesions  of  consequence. 
As  such  lesions'  are  usually  slow  in  disanpearing,  I 
feel  that  the  bacteriophage  was  of  benefit. 

Case  5.  E.  L.  Presented  very  large  pustular  le- 
sions scattered  over  the  legs,  especially  about  the 
knees.  The  lesions  were  somewhat  indurated  and 
covered  with  thick  crusts.  Diagnosis:  Pyodemia 
On  September  3,  1931,  IV2  cc.  staphylococcus  bac 
teriophage  was  given  subcutaneously  into  the  left 
arm.  On  September  5th.  there  was  much  less  pus 
in  the  lesions.  At  this  time  IV2  cc.  of  the  phage 
was  injected  into  the  right  arm.  On  September  7th, 
there  was  still  further  improvement  and  114  cc. 
was  given  in  the  left  arm.  On  Sentember  11th.  the 
legions  has  practically  disappeared  and  the  patient 
was  discharged. 

SUMMARY 

1.  The  bacteriophage  is  a living  principle 
which  causes  dissolution  of  the  bacteria  for 
which  it  is  virulent,  multiplying  at  the  ex- 
pense of  these  bacteria. 

2.  It  is  specific  in  its  action,  a given  race 
of  the  phage  causing  lysis  of  only  certain 
bacteria,  or  in  some  cases  only  one  or  more 
strains  of  a species. 

3.  The  polyvirulent  staphyloccoccus  bac- 
ter’ophage,  being  virulent  for  all  strains  of 
staphylococci,  has  a place  in  the  routine 
treatment  of  pyogenic  infections. 

This  is  a brief  report,  but  it  is  hoped  that 
it  will  stimu'ate  interest  in  this  new  branch 
of  bacteriology  which  seems  to  have  almost 
unlimited  possibilities  for  good. 
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SOURCES  OF  INFANT  MORTALITY  IN 
THE  WESTERN  STATES 

J.  W.  AMESSE,  M.  D. 

Denver,  Colo. 

(Read  before  the  New  Mexico  Medical  Society, 
at  its  Forty-Ninth  Annual  Meeting,  at  Albuquer- 
que, N.  M.,  May  20-22,  1931.) 

In  the  course  of  a remarkable  address,  de- 
livered more  than  half  a century  ago,  Dis- 
raeli, far-sighted  English  statesman,  ad- 
vanced the  opinion  that  the  chief  concern  of 
a nation  is  the  health  of  the  people.  The 
great  empire  he  represented  so  well  has 
translated  this  maxim  into  such  concerted 
intelligent  action  that  its  distant  dominions 
of  Australia  and  New  Zealand  have  had  for 
a generation  the  lowest  death  rates  in  the 
world.  In  America,  especially  in  this  western 
America,  while  we  recognize  more  clearly 
than  ever  before,  in  spite  of  the  material- 
istic creed  that  has  developed  in  our  midst, 
that  we  are  in  a very  real  sense  “our  bro- 
ther’s keeper’’,  no  vibrant  public  health  con- 
science has  disclosed  itself.  Especially  in  the 
domain  of  preventive  pediatrics  have  our 
achievements  been  relatively  negligible 
where,  from  every  consideration  of  helpful- 
ness and  dependency,  they  should  have  been 
most  conspicuous. 

It  will  come  as  a distinct  shock  to  the 
thinking  public  of  these  intermountain  states 
to  learn  that  this  favored  region,  “sitting 
eternal  in  the  sun’’  and  blessed  by  the  Cre- 
ator with  so  many  other  privileges  and  ad- 
vantages denied  sister  commonwealths  to 
the  east,  has  the  highest  infant  mortality 
in  this  country.  The  surprise  is  complete 
when  we  recall  that  here,  where  plain  and 
mountain  meet,  we  have  a maximum  of  sun- 
shine, the  highest  index  of  ultraviolet  light, 
the  lowest  humidity,  a population  almost  en- 
tirely native  born ; in  general,  good  water 
supplies  and,  in  most  districts,  a carefully 
supervised  milk  supply.  There  are  practical- 
ly no  congested  tenement  districts,  no  great 
number  of  women  gainfully  employed,  no 
sweat  shops,  no  special  health  hazards,  such 
as  malaria,  hookworm,  and  pellagra. 

With  an  average  infant  death  rate  in  the 
registration  area  of  66  per  thousand  live 
births,  Wyoming  reports  70,  Colorado  91, 
New  Mexico  145,  and  Arizona  133.  The  in- 
congruity of  the  situation,  not  to  stress  its 
more  serious  aspects,  is  apparent  when  we 
find  ourselves  attempting  to  capitalize  our 
climate  and  to  proclaim  the  region  as  a 
health  resort ! Intelligent  parents  have  learn- 
ed to  appreciate  the  value  of  statistics  in  de- 
termining the  salubrity  and  the  hazards  of 
a given  area;  when  they  find  it  twice  as 
dangerous  for  a baby  to  be  born  in  our  dis- 
trict as  in  another,  that  most  elementary  of 


instincts,  protection  of  the  young,  will  de- 
termine the  matter  with  decision  and 
promptness.  Leading  medical  and  sociologi- 
cal groups  in  Denver,  with  complete  cog- 
nizance of  the  situation  and  of  the  incon- 
sistencies involved,  finally  succeeded  in  in- 
itiating an  intensive  study  of  infant  and 
maternal  mortality,  to  continue  from  March 
1,  1930,  to  March  1,  1932.  The  civic  signi- 
ficance of  the  survey  may  be  determined  by 
the  fact  that  it  is  sponsored  by  the  Public 
Health  Council  comprising  delegates  from 
thirty-three  professional  and  lay  groups  of 
Denver,  including  the  County  Society,  the 
City  and  State  Health  Departments,  the 
Chamber  of  Commerce  and  the  Denver  Sani- 
tarium Association.  Funds,  to  the  extent  of 
$30,000,  were  made  available  for  the  pro- 
secution of  this  investigation  through  gen- 
erous bequests  from  the  Rockefeller  Foun- 
dation, the  May  Company,  the  City  Admin- 
istration and  several  anonymous  gifts.  The 
ch;ef  subsidy  was  secured  through  the  Bu- 
reau of  Business  and  Social  Research  of 
Denver  University,  School  of  Commerce, 
whose  Department  of  Statistical  Research 
has  complete  control  of  the  tabulations  now 
under  way. 

The  objectives  of  this  serious  study  were, 
first,  to  determine  if  the  mortality  figures 
released  by  the  census  bureau  were  correct 
and,  second,  to  determine  if  possible  the  fac- 
tors which  are  contributing  to  a death  rate 
which  from  every  view-point  is  abnormal. 
If,  for  example,  not  all  births  are  recorded 
(and  this  fact  was  established  early  in  our 
survey)  then  the  actual  death  rate  would  be 
reduced  in  direct  proportion  to  the  unreport- 
ed births.  While  a few  physicians  have  been 
remiss  in  this  essential  to  vital  bookkeeping, 
it  is  refreshing  to  note  that  complete  co- 
operation of  the  profession,  as  well  as  of 
hospital  superintendents,  nurses,  and  pati- 
ents, was  extended  in  this  occasionally  irk- 
some inquiry.  Dr.  Kaplan  reports  that  “out 
of  the  total  number  of  cases  interviewed, 
exceeding  5,000,  only  eleven  instances  of  re- 
sistance from  patients  or  physicians  were 
encountered.  In  virtually  every  one  of  these 
difficult  situations,  it  was  eventually  pos- 
sible to  obtain  a substantial  portion  of  the 
information  called  for  by  the  exhaustive 
questionnaire  covering  more  than  150 
items.” 

It  appears  to  be  the  most  comprehensive 
review  of  this  character  ever  attempted  in 
the  United  States,  and  it  has  aroused  genuine 
interest  among  state  and  national  health 
workers.  Aside  from  the  inaccuracy  of  birth 
figures  immediately  uncovered,  the  study 
has  already  presented  many  interesting  fea- 
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tures.  An  analysis  of  the  mortality  data  by 
districts,  for  example,  reveals  a striking 
concentration  of  deaths  along  the  Platte 
River  valley,  this  shallow  stream  running 
through  the  city  near  its  northwest  boun- 
dary. Here  may  be  found  thousands  of 
shacks  unfit  for  habitation,  without  sanitary 
conveniences,  many  with  dirt  floors,  and 
with  a population  largely  unemployed 
throughout  the  colder  months.  The  mortal- 
ity rate  in  these  areas  runs  from  106  to  183 
infants  per  thousand  live  births,  while  in  the 
better  districts,  such  as  Park  Hill,  it  is  as 
low  as  19.  Here  is  a weakness  which  may  be 
controlled : uninhabitable  houses  should  be 
demolished  and  the  population  of  this  sec- 
tion be  transferred  to  a more  salubrious 
neighborhood  where  the  city  might  •welll 
adopt  the  system  now  employed  so  exten- 
sively in  Berlin,  Vienna  and  other  European 
centers  and  erect  model  tenements  for  its 
poorer  citizens.  In  addition  to  unsanitary  en- 
vironment, the  survey  has  clearly  shown  that 
economic  conditions  are  a direct  factor  con- 
tributing to  morbidity  and  mortality  at  the 
threshold  of  life.  In  families  with  an  annual 
income  of  $3,000  or  over,  the  death  rate  is 
30  per  thousand  live  births ; with  $2,000, 
the  rate  is  54;  with  $1500,  it  is  57;  between 
$1,000  and  $1500,  it  is  96;  and  for  family  in- 
comes under  $500,  the  rate  is  170.  The  age 
of  the  mother  is  a well-recognized  element 
in  determining  both  infant  and  maternal 
losses.  Among  mothers  under  20  years  of 
age,  the  infant  death  rate  was  118  per  thou- 
sand ; with  mothers  20  to  25  years  old,  it 
was  only  73 ; while,  with  those  from  35  to 
45,  it  was  121. 

Confinements  in  the  hospital  sustained  a 
mortality  of  75.7  per  thousand,  while  those 
in  the  home  had  a death  rate  of  95.4.  It  will 
be  seen  therefore  that  accouchements  con- 
ducted in  the  home  are  a potent  agent  for 
increased  mortality.  Nor  is  this  all.  The 
study  has  shown,  as  expected,  that  prenatal 
care  and  advice,  either  in  the  clinic  or  at  the 
hands  of  the  private  physicians,  are  vital 
aids  in  the  saving  of  the  newborn.  Where 
no  examinations  had  been  made  before  de- 
livery, the  mortality  was  178;  with  one  or 
two  consultations,  it  dropped  to  158 ; with 
three  or  four  visits,  to  118;  with  five  or  six, 
to  81 ; with  seven  or  eight,  the  death  rate 
was  only  24 ; and  with  nine  or  more  visits, 
it  reached  the  surprising  figure  of  15.  This 
study  embraced  all  economic  groups. 

In  our  work  a very  disquieting  situation 
presented  itself  with  respect  to  the  age  at 
death.  In  the  registration  area  of  the  United 
States,  and  in  the  age  group  “under  one 
month”  of  those  babies  who  do  not  survive, 
the  number  dying  during  the  first  day  is 


15.3  per  thousand  live  births:  in  our  survey 
it  was  32.7 — a difference  of  17.4.  While  it 
will  demand  careful  inquiry  over  the  entire 
period  to  in'erpret  these  findings,  it  would 
seem  probable  that  registrars  of  vital  sta- 
tistics do  not  usually  include  as  viable  such 
babies  as  succumb  immediately  after  birth. 
Figures  from  one  day  to  the  end  of  the 
month  conform  closely  to  the  average  for 
the  country  at  large. 

In  this  connection  it  should  be  noted  that 
many  women  are  confined  by  midwives, 
mostly  ignorant  and  wholly  untrained.  The 
menace  from  this  source  will  continue  as 
large  as  the  profession  is  quiescent  and  as 
long  as  laws  for  the  control  of  irregular 
practice  remain  unenforced. 

No  consideration  of  death  rates  in  these 
sparsely  settled  commonwealths  can  long  ex- 
clude the  factor  of  industrialism.  A large 
migrant  population  is  responsible  for  a very 
appreciable  increase  in  our  mortality,  as 
shown  by  the  survey  of  conditions  in  our 
sugar  industry,  made  independently  by  the 
U.  S.  Department  of  Labor,  The  National 
Child  Labor  Commission,  the  University  of 
California,  the  Colorado  Agricultural  Col- 
lege, and  by  numerous  private  agencies.  It 
is  officially  recorded  that  in  1929  there  were 
20,000  Spanish-speaking  laborers  in  north- 
ern Colorado  and  4,000  sugar-beet  workers 
in  other  sections  of  the  state.  Including  Rus- 
sians, there  were  about  30,000  persons  em- 
ployed, in  a sense,  as  contract  laborers.  Much 
of  this,  of  course,  was  child  labor,  as  revolt- 
ing as  it  is  illegal,  since  compulsory  school 
laws  must  be  openly  violated  to  permit 
children  between  the  ages  of  six  and  fifteen 
to  be  gainfully  employed.  The  result  is  an 
appalling  death  rate  among  women  and 
children.  In  one  group  of  286  contract  fami- 
lies, 187  lost  443  children,  or  2.37  per  family, 
some  losing  as  many  as  nine  children.  In 
the  Arkansas  Valley,  one  group  of  140  fami- 
lies with  1079  children  showed  a loss  of  308, 
or  28.6  per  cent.  Flocking  to  large  cities  at 
the  end  of  the  season,  these  families  swell 
the  population  of  the  slums,  their  money  is 
soon  exhausted  and  in  many  cases  they  be- 
come a public  charge.  The  problem,  there- 
fore, of  the  migrant  laborer,  his  care  and  the 
care  of  his  family,  demands  solution. 

No  extensive  investigation  of  mortality 
rates  in  this  intermountain  region  can  ig- 
nore the  preponderant  influence  of  tuber- 
culosis. For  more  than  half  a century  our 
territory  has  been  the  mecca  for  individuals, 
young  and  old,  suffering  from  the  great 
white  plague.  As  a matter  of  fact  it  is  ques- 
tionable whether  permanent  settlement 
would  have  followed  the  passing  of  the  hun- 
ter and  the  prospector  without  the  contri- 
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butions  of  the  health  seeker,  which  have 
everywhere  converted  desert  areas  into  busy, 
wholesome  communities.  The  arrested  case, 
apparently  well  but  with  the  margin  of 
vitality  notably  diminished,  often  makes  a 
poor  parent.  Where  both  parents  have  a 
tuberculous  history,  the  chances  are  even 
greater  that  their  offspring  will  be  lacking 
in  physical  capital;  in  any  event,  most  of 
them  will  be  artificially  fed  and  their  handi- 
cap still  further  increased.  It  is  recognized 
that  bottle-fed  babies  have  a much  higher 
death  rate  than  those  who  are  breast  fed. 
If  open  tuberculosis  is  present,  the  newborn 
is  exposed  to  a still  more  serious  menace. 
So,  with  both  the  soil  and  the  environment 
present,  we  must  reckon  on  this  extra  hazard 
among  many  families  where  otherwise  the 
infant  would  have  every  prospect  of  sur- 
vival. 

Further  sources  of  our  unfortunate  rating 
with  respect  to  losses  in  early  life,  are  gas- 
trointestinal disorders,  respiratory  affec- 
tions, and  birth  injuries,  whose  control  must 
rest  largely  with  our  State  Boards  of  Health 
and  a more  acute  sense  of  obligation  on  the 
part  of  the  practising  physician.  Certainly, 
if  we  neglect  the  expectant  mother  or  deny 
her  and  her  baby  those  measures  of  protec- 
tion which  science  and  humanity  have  built 
up  through  the  ages,  we  have  failed  in  a duty 
as  vital  as  it  is  immediate  and  we  have  bro- 
ken faith  with  the  finest  traditions  of  the 
race. 

DISCUSSION 

Dr  GEORGE  P.  LINGENFELTER,  Denver,  Colo. 
Dr.  Amesse  is  to  be  congratulated  on  his  very  inter- 
esting portrayal  of  an  appalling  condition.  It  is 
quite  true  that  this  death  rate  is  dependent  in  a 
large  proportion  on  the  economic  status  of  the  fam- 
ily, but  another  thing  we  must  remember  is  that,  as 
a rule,  this  type  of  family  is  the  most  prolific  we 
have.  Generally  it  is  among  this  class  of  people 
that  cases  of  smallpox,  leprosy,  and  other  conta- 
gious diseases  are  found.  Dr.  Amesse  spoke  of  diph- 
theria. Formerly,  a great  many  did  die  from  this 
disease,  but  we  are  getting  away  from  it  now  to  a 
very  considerable  extent.  We  have  developed  a 
method  of  treatment  for  the  diphtheria  carrier, 
who  was  responsible  for  many  cases  of  acute  diph- 
theria, and  with  this  treatment  we  have  had  most 
excellent  results.  I think  perhaps  the  only  cases 
that  do  not  respond  to  it  are  those  in  which  the 
diphtheria  bacillus  has  infected  the  sinuses.  Were 
the  nose  and  throat  cleaned  out,  with  no  other  ab- 
normalities present,  we  would  now  be  able  to  clear 
up  all  diphtheria  carriers. 

Dr.  J.  R.  EARP,  Santa  Fe:  I have  been  very  much 
interested  in  this  subject  and  have  enjoyed  Dr. 
Amesse’s  paper  immensely.  I have  no  doubt  but 
that  the  Department  of  Statistical  Research  of  the 
Bureau  of  Business  and  Social  Research  of  the 
Denver  University,  which  has  complete  control  of 
the  tabulations  in  connection  with  the  survey,  will 
publish  the  results  when  completed.  The  higher 
death  rate  among  the  poorer  classes,  and  especially 
the  infant  mortality,  is  only  natural,  because  thev 
receive  less  medical  care  and  their  housing  condi- 


tions are  insufficient.  Some  years  ago  a study  was 
made  at  Johns  Hopkins  of  the  infant  mortality  rate 
according  to  age  groups,  and  it  was  found  in  that 
study  tnat  the  younger  the  mother  was,  the  less 
risk  there  was  for  the  mother  and  child.  There  is 
a considerable  difference  between  that  and  the  Den- 
ver experience,  but  possibly  the  younger  Denver 
mothers  were  among  the  poorer  class.  The  Johns 
Hopkins  series  was  on  a smaller  number  of  cases, 
however,  and  then,  in  Denver,  the  high  infant  mor- 
tality in  the  first  days'  of  life  was  attributed  to  the 
fact  that  they  consider  it  a live  child  as  soon  as  it 
breathes.  I will  not  stop  to  go  into  that  controversy 
as  to  what  constitutes  a live  birth.  We  could  talk 
all  day  on  that  subject  and  then  not  get  anywhere. 
In  New  Mexico,  our  problems  are  almost  entirely 
rural.  There  is  so  much  territory  to  cover  that  we 
do  not  know  what  the  babies  are  dying  from,  as 
more  than  half  of  them  are  never  seen  by  a doctor 
before  they  die. 

Dr.  S.  D.  SWOPE,  El  Paso,  Texas:  1 have  thor- 
oughly enjoyed  Dr.  Amesse’s  most  enlightening  pa- 
per. Mortality  such  as  has  been  shown  to  us  Her 
is  certainly  a danger  signal  which  we  should  ap- 
preciate thoroughly.  Most  of  our  large  cities  have 
made  some  provision  for  these  conditions — such  as 
the  lying-in  hospitals  of  New  York  and  San  Fran- 
cjsco, — but  in  the  smaller  cities  and  towns  up  to 
tne  present  time  there  is  practically  no  provision 
made  by  which  prospective  mothers  of  the  poorer 
class  can  have  intelligent  attention  during  the  con- 
finement. We  in  El  Paso  thought  we  had  the  mat- 
ter solved,  having  a very  large  population  of  poor- 
people  living  on  the  south  side,  with  high  mortality 
among  the  children,  we  decided  that  by  building  a 
new  City-County  Hospital,  we  could  take  care  of 
the  people  of  the  community  and  be  able  to  lessen 
the  death  rate  in  this  particular  class'.  It  seems, 
however,  that  the  American  public  is  not  ready  for 
this  advancement  in  the  development  of  civiliza 
tion,  as  we  put  this  to  a vote  for  a bond  issue,  but 
the  people  turned  it  down.  I am  sure  that  if  it  were 
put  to  a vote  again  at  the  present  time,  notwith- 
standing our  financial  depression,  it  would  prob- 
ably be  carried.  Our  City  Health  Officer  is  mak- 
ing most  strenuous  efforts  to  improve  conditions. 

Dr.  R.  0.  BROWN,  Santa  Fe:  I have  been  more 
cr  less'  interested  in  the  mortality  rates  of  New 
Mexico,  because  I have  been  on  the  Board  of  Public 
Welfare.  There  are  conditions  in  New  Mexico 
which  seem  to  make  it  absolutely  impossible  to 
guarantee  a physician  for  every  woman  about  to 
become  a mother.  I am  wondering  if  any  compari- 
son has  been  made  in  Denver  as  to  the  death  rates 
between  women  attended  by  physicians  and  these 
attended  by  midwives,  and  if  there  ever  has  been  a 
correlation  of  the  data  on  statistics  as1  to  what  is 
considered  a live  birth  and  what  is  a still  birth. 

DR.  C.  F.  MILLIGAN,  Clayton,  N.  M. : Over  in  our 
district  we  have  very  ipoor  people  but  our  death 
rate  is  about  the  same  as  in  other  sections  in  the 
country.  In  my  opinion,  the  high  death  rate  is 
largely  due  to  lack  of  education  of  the  public  and, 
perhaps,  a lack  of  interest  on  the  part  of  physicians 
in  taking  care  of  these  cases.  Many  times'  midwives 
are  engaged  who  can  neither  read  nor  write,  and 
the  doctor  is  not  called  in  until  something  goes 
wrong,  when  it  may  be  too  late.  We  could  possibly 
have  more  of  these  women  taken  care  of  by  phvsi- 
cians,  if  we  went  about  it  in  the  right  wav,  but 
manv  of  the  doctors  are  specializing  and  are  not 
particularly  interested  in  prenatal  care. 

Dr.  R.  W.  MENDELSON,  Albuquerque:  We  owe 
Dr.  Amesse  a vote  of  thanks  for  his  very  interesting- 
paper.  There  is'  one  difficulty  in  the  way  of  edu- 
cating the  public,  in  that  some  people  are  too  dumb 
to  be  educated.  Therefore,  they  should  be  submit- 
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ted  to  race  regulation.  The  death  rate  Dr.  Amesse 
mentions  calls  to  mind  the  death  rate  we  have  in 
the  tropics,  where  in  some  places  it  runs  as  high  as 
400  and  in  others  to  150  per  thousand.  In  the  City 
of  Manila  it  is  much  less  now,  but  for  the  whole 
Philippines  it  will  probably  run  from  150  to  200 
per  thousand.  Yet  that  is  not  so  bad  considering 
the  fact  that  they  are  sitting  on  top  of  the  equator. 
Comparing  these  death  rates  with  the  rate  Dr. 
Amesse  has  called  our  attention  to,  it  looks  as  if 
we  are  very  lax  in  our  own  United  States,  with 
such  a high  degree  of  iso-called  civilization.  I am 
very  strong  for  taking  this  proposition  of  child- 
birth out  of  the  hands  of  the  midwife.  If  we  could 
stop  this  class  from  the  work  of  practising  the 
healing  art,  we  might  get  some  place. 

Dr.  F.  D.  VICKERS,  Deming,  N.  M.:  I have  been 
interested  in  looking  into  the  records  of  the  grad- 
uating classes  of  the  various  medical  schools  and 
can  isee  more  and  more  the  passing  of  the  family 
physician  of  the  old  days.  Fully  50  per  cent  of  the 
graduates  of  medical  schools  now  fit  themselves  to 
become  specialists,  before  leaving  college. 

Dr.  AMESSE  (closing):  I am  grateful  for  this 
generous  discussion  of  the  subject.  In  illustration 
of  the  tendency  of  youno;  medical  graduates  to  spe- 
cialize, an  incident  happened  at  Denver  College  a 
week  or  so  ago,  that  may  be  worth  relating.  Among 
the  number  of  young  men  who  expressed  determina- 
tion to  become  specialists  was  one  serious-minded 
individual  who,  when  asked  his  intentions,  said  he 
was  going  to  specialize,  and  when  asked  in  what, 
replied:  ‘ Well,  since  it  looks  as  though  everything 
else  has  been  taken  care  of,  I will  specialize  on  the 
nostril.”  “Which  one?”  he  was  asked.  The  three 
most  important  things  responsible  for  the  high 
death  rate  are  ignorance,  poverty,  and  neglect.  As 
to  the  question  of  Dr.  Brown  about  the  relative 
death  rates  of  those  cared  for  by  midwives  and 
those  cared  for  by  physicians,  it  is  exactly  the 
same.  However,  a midwife  will  carry  a woman  on 
to  the  point  of  death  and  then  call  in  the  doctor,  so 
she  is  indirectly  responsible.  She  will  carry  a la- 
bor case  to  a point  where  no  man  can  save"  it  and 
then  call  the  physician.  This  is  entirely  an  educa- 
tional problem  and  when  you  cannot  educate  a per- 
son, then  you  are  strongly  inclined  to  use  a club. 


AVERTIN  ANESTHESIA  IN  OPERA- 
TIONS ABOUT  THE  HEAD* 

M.  P.  PALMER,  M.  I). 

El  Paso,  Texas 

(Presented  before  the  El  Paso  County  Medical 
Society,  Sept.  14,  1931.) 

For  many  years  one  of  the  major  prob- 
lems facing  the  surgeon  called  upon  to  oper- 
ate about  the  head  and  neck,  has  been  that 
of  selecting  a satisfactory  anesthetic.  Ether 
and  other  gaseous  substances  have  been 
most  unsatisfactory  because  of  the  mask’s 
interfering  with  the  field  of  operation  and 
the  danger  of  infection  being  carried  into 
the  wound  by  the  anesthetist.  Nitrous  oxide 
and  ethylene  are  particularly  unsatisfactory 
in  surgery  of  the  mouth  because  of  their 
transitory  action,  the  patient  recovering 
consciousness  soon  after  the  mask  has  been 
removed  to  allow  manipulation.  Further 


*From  the  Department  of  Otolaryngology  of 
Research  and  Educational  Hospital,  Chicago. 


more,  in  surgery  of  the  upper  respiratory 
passages  there  is  often  considerable  second- 
ary pulmonary  reaction  which  should  not  be 
aggravated  by  the  use  of  an  inhalation 
anesthetic. 

Since  the  increased  popularity  of  diather- 
my and  cauterization  in  surgery,  it  has  been 
necessary  to  search  among  the  non-explosive 
substances  for  an  anesthetic.  This  has  been 
particularly  desirable  in  head  surgery,  as 
there  it  is  impossible  to  shield  off  the  mouth 
to  minimize  the  danger  of  accident.  This, 
more  than  any  other  single  factor,  gave 
impetus  to  laryngologists  in  their  search 
for  a more  satisfactory  anesthetic  agent. 

Laryngologists  have  always  been  to  the 
fore  in  experimentation  with  local  drugs, 
but  these  in  many  cases  have  not  proved 
satisfactory,  due  to  the  difficulty  of  obtain- 
ing adequate  anesthesia,  the  severe  shock 
in  some  of  the  more  major  procedures,  and 
the  great  apprehension  on  the  part  of  the 
patient. 

Considerable  work  has  been  done  with 
Gwathmey’s1  sup2  synergistic  method,  which 
consists  of  intramuscular  injections  of  mor- 
phine and  magnesium  sulphate  supplement- 
ed with  an  enema  of  ether  and  paraldehyde 
in  olive  oil.  In  many  cases  this  proved  most 
satisfactory,  but  occasionally  the  patient  re- 
mained refractory,  relaxation  was  poor,  and 
the  danger  of  explosion  when  using  the 
cautery,  while  minimized,  was  not  totally 
eradicated.  Also,  the  ether  suspension  proved 
very  irritating  to  the  rectum,  in  many  cases 
leading  to  gross  pathological  changes.  For 
these  reasons  this  method  has  largely  been 
discarded. 

During  the  past  five  years,  a drug  has 
been  placed  on  the  market  which  seems  to 
fulfil  all  the  requirements  as  an  ideal  anes- 
thetic in  our  field.  This  is  tribromthonall, 
or  avertin.  This  substance  is  administered  by 
rectum,  is  non-irritative,  is  totally  eliminat- 
ed by  the  kidneys,  does  not  to  any  extent 
alter  blood  pressure  or  respiration,  has  no 
deleterious  action  on  the  heart  or  lungs  and 
in  no  wise  interferes  with  the  field  of  opera- 
tion. 

This  drug  was  originated  and  extensively 
used  in  Germany'  before  its  introduction  in 
this  country.  Before  1928  over  one  hundred 
thousand  cases  were  reported  without  ad- 
fatality,  showing  that,  when  properly  ad- 
ministered, this  is  not  attended  with  any 
more  danger  to  the  patient  than  are  the 
more  commonly  accepted  anesthetic  agents. 
There  is  now  available  a rather  extensive 
American  literature  on  this  drug,  so  I will 
not  go  into  the  pharmacology  of  the  sub- 
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stance  but  will  content  myself  with  giving  a 
general  account  of  a few  experiences  which 
may  prove  of  larger  interest  to  the  general 
surgeon  and  internist. 

In  our  work  with  this  drug,  we  experi- 
mented considerably,  endeavoring  to  deter- 
mine the  smallest  dose  which  would  give 
good  surgical  anesthesia  in  the  average  case. 
Our  early  work  was  done  with  dosages  of 
90  to  100  mg.  per  Kg.  of  body  weight.  We 
found  that  this  was  not  sufficient  to  give 
anesthesia  in  the  majority  of  adults.  There- 
fore, we  gradually  raised  the  dosage  until 
we  were  giving  125  mg.  per  Kg.  body  weight. 
This  was  found  to  be  the  optimum  dose  in 
the  majority  of  subjects.  In  certain  cases 
it  was  necessary  to  use  supplemental  anes- 
thesia, either  local  or  ether;  in  the  few  cases 
in  which  this  was  required  we  found  the 
amount  to  be  very  small,  an  average  of 
around  one  ounce  of  ether  sufficing  for 
major  operations.  This  usually  was  neces- 
sary only  early  in  the  operation  and  in  most 
cases  was  soon  dispensed  with.  This  dosage 
is  about  twice  the  amount  recommended  as 
a basal  anesthesia,  but  our  object  was  to 
secure  full  surgical  insensibility  and  not  to 
discover  some  new  form  of  preoperative 
medication. 

We  first  used  the  crystalin  avertin,  but, 
as  soon  as  it  was  made  available,  we  sub- 
stituted the  100  per  cent  solution  in  amy- 
lene  hydrate,  because  of  its  ease  of  prepara- 
tion. We  were  unable  to  distinguish  any  dif- 
ference in  the  action  of  the  two  forms  of 
the  drug. 

Elderly  and  cachectic  individuals  respond 
to  much  smaller  doses  of  avertin  than  do 
healthy  young  adults.  In  such  cases  we  ob- 
tained very  satisfactory  results  using  as  lit- 
tle as  100  mg.  per  Kg.  of  body  weight.  Our 
poorest  results  were  obtained  in  children,  as 
they  required  very  large  doses  and  in  many 
cases  we  could  not  get  them  anesthetized 
with  the  amounts  we  cared  to  give.  We 
found  that  they  required  about  as  much 
ether  to  allow  manipulation  as  if  no  pre- 
medication had  been  given.  Because  of  the 
unreliability  of  the  results  in  children,  we 
early  discontinued  our  work  with  them. 

The  diabetic  is  considered  a very  poor  risk 
for  surgery  with  the  more  commonly  used 
general  anesthetics.  We  had  several  cases  in 
which  a careful  check  of  the  blood  sugar 
failed  to  show  any  changes  following  opera- 
tion, which  would  suggest  that  avertin  was 
harmful  in  this  condition. 

CASE  REPORTS 

Case  1.  E.  E.,  July  16,  1929.  Mastoidectomy,  an 
extremely  rapid  breaking-  down  of  mastoid  in  a se- 
vere diabetic,  the  whole  process  occurring  in  ten 
days. 

1 p.  m.,  morphine  gr.  !4,  atropin  gr.  1/150, 


1:50,  avertin  Gm.  6;  125  mg-Kg.  Patient  was 
asleep  with  perfect  relaxation  in  ten  minutes. 

2:34-3:15,  very  extensive  mastoidectomy,  cells 
completely  broken  down  and  the  tip  sequestrated. 
Patient  reacted  on  leaving  table. 

7:15,  completely  awake,  slept  well. 

There  was  slight  motion  of  the  head  during  the 
initial  incision,  otherwise  perfect  relaxation  and 
control.  Respiration  was'  unchanged  throughout, 
the  blood  pressure  varied  less  than  ten  points  and 
the  pulse  rate  went  up  fifteen  beats  during  the  in- 
itial incision,  but  rapidly  fell  to  the  preanesthetic 
level.  Blood  counts  made  before,  immediately  af- 
ter operation,  and  next  day,  showed  variations  well 
within  the  bounds  of  experimental  error.  Conval- 
escence was  uneventful.  Particularly  noteworthy  is 
the  fa.t  that  the  patient  suffered  no  postoperative 
pain  or  discomfort  and  slept  very  comfortably  the 
first  night,  without  opiates.  It  is  of  interest  to 
state  that  two  years  following  this  operation  the 
ether  side  became  involved  and  another  mastoidec- 
tomy was  performed  with  avertin,  giving  just  as 
happy  results  as  in  the  first  case. 

Many  patients,  especially  those  of  a neu- 
rotic temperament,  are  more  in  fear  of  the 
anesthesia  than  they  are  of  the  operation 
itself,  and  a certain  amount  of  surgical  shock 
may  well  be  due  to  fear  and  fighting  the 
anesthesia.  Any  substance  which  will  pro- 
duce surgical  anesthesia  in  the  quiet  of  the 
subject’s  room  without  his  realizing  the  fact 
that  he  is  becoming  narcosized  is  a very 
valuable  adjunct  to  successful  surgery  in 
such  cases. 

Case  2.  A very  neurotic  woman  suffering  from 
repeated  sore  throats,  showing  hypertrophied  ton- 
sillar tags,  refused  to  submit  to  operation  under 
local  and  had  previously  had  a very  unpleasant 
ether  anesthesia. 

8:50,  with  no  premedication,  7.32  Gms.  of  aver- 
tin were  given  rectally;  the  patient,  being  under 
the  impression  that  it  was  only,  a cleansing  enema, 
went  to  sleep  in  fifteen  minutes. 

9:15,  tonsillar  tags  were  dissected  out;  10:15, 
patient  reacted;  12:30,  fully  awake. 

The  blood  picture  showed  no  changes  after  oper- 
a‘ion.  Bleeding  was  about  the  same  as  one  encoun- 
te:s  with  ether  and  much  less  than  with  nitrous  ox- 
ide. The  patient  awoke  as  from  a normal  sleep  and 
stated  that  she  had  had  no  unpleasant  sensations 
cf  any  kind. 

An  operation  impossible  to  do  with  local  anes- 
thesia and  extremely  dangerous  with  an  explosive 
gas,  is  illustrated  by  the  following  case. 

Case  3.  W.  W.,  male,  48  years.  Squamous  cell 
carcinoma  of  the  external  auditory  canal. 

1:15,  morphine  gr.  14;  1:47,  avertin  8.84  Gm.; 
130  mg-Kg;  2,  asleep. 

2:35  operation  started.  Simple  mastoidectomy  to 
make  sure  of  no  bone  involvement,  the  whole  car- 
tilagenous  canal  cut  out  and  operative  field  burned 
out  with  the  actual  cautery. 

3:30,  operation  closed;  6:45,  patient  reacted. 

Blood  pressure  and  respiration  remained  level, 
while  the  pulse  rate  rose  to  130.  The  patient  was 
completely  anesthetic  throughout  the  operation,  not 
even  r- acting  during  the  cauterization. 

We  had  several  cases  of  emergency  opera- 
t’ons  in  patients  suffering  from  acute  upper 
respiratory  affections,  which  would  have 
been  extremely  noor  risks  for  inhalation 
anesthesia.  Avertin  used  in  these  cases  in 
no  wise  aggravated  the  pulmonary  condition. 
We  believe  that  this  drug  should  find  an  ex- 
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te-nsive  use  in  operations  on  tuberculous  in- 
dividuals, as  it  not  only  causes  no  insult  to 
the  lungs,  but  also  avoids  the  extreme  shock 
of  local  anesthetics  in  major  operative  pro- 
cedures. 

In  several  of  our  cases  complete  surgical 
anesthesia  could  not  be  obtained  with  the 
doses  of  avertin  which  we  were  using;  in 
these,  a small  amount  of  ether  gave  im- 
mediate relaxation.  Occasionally  the  sub- 
ject would  groan  and  appear  to  be  in  pain, 
but  after  recovery  they  all  stated  that  they 
remembered  nothing  of  the  operation,  often 
refusing  to  believe  that  there  had  been  any 
surgery  or  that  they  had  even  left  their 
room,  the  amnesia  being  much  more  com- 
plete than  that  obtained  with  large  doses  of 
scopolamine. 

B’ood  pressure,  pulse,  and  respiration 
readings  were  taken  at  fifteen-minute  in- 
tervals during  the  operation  and  for  some 
time  before  and  after.  It  was  noteworthy 
that  they  remained  praeticaly  level,  suggest- 
ing that  this  is  an  excellent  agent  to  use  in 
cases  showing  marked  cardiac  and  vascular 
damage.  The  fact  that  the  blood  pressure 
does  not  fall  with  this  drug  is  a large  point 
in  its  favor  over  either  spinal  or  sodium 
amytal  anesthesia.  Blood  counts  showed  no 
a1terat:on  following  the  use  of  avertin. 

We  do  not  advocate  the  indiscriminate  use 
of  this  drug  in  all  anesthetics.  Cases  should 
be  selected  largely  on  the  basis  of  contrain- 
dications for  the  ordinary  agents.  I have 
outlined  above  several  conditions  in  which 
we  believe  this  to  be  preferable  to  either 
ether  or  local.  It  is  especially  indicated  in 
extensive  procedures  about  the  head  where, 
either  through  interference  with  the  field 
or  chance  of  explosion,  the  gaseous  anesthe- 
tics are  dangerous. 

In  our  series  of  cases,  we  discovered  sev- 
'eral  factors  which  we  consider  to  act  as 
contraindications  to  the  use  of  this  agent. 
Ch’ldren  do  not  take  kindly  to  avertin,  they 
do  not  react  well  to  the  doses  which  we  were 
u^ing  Because  the  nhvsio’ogical  action  of 
this  drug  is  very  similar  to  that  of  ethyl 
alcohol  we  had  little  success  in  inducing 
surgical  anesthesia  in  chronic  alcoholics. 
Avertin  is  detoxicated  in  the  liver  and  ex- 
creted by  the  kidneys,  therefore  we  refrain- 
ed from  exhibiting  the  drug  to  subjects  with 
cross  damage  of  those  organs.  Following 
two  unfortunate  incidents  in  patients  with 
marked  laryngeal  stenosis,  who  were  deeply 
c.vanosed  and  breathing  with  their  accessory 
muscles,  we  decided  that  this  drug  should 
not  be  used  in  such  cases,  as  it  gives  such 
profound  anesthesia  that  it  removes  this 


accessory  action  and  threatens  the  life  of 
the  patient. 

The  majority  of  work  recently  published 
suggests  that  avertin  should  be  used  only  as 
a basic  anesthesia,  so  used  it  serves  a certain 
purpose  in  alleviating  apprehension,  and  re- 
quiring the  use  of  less  ether.  But  in  using 
it  for  this  purpose  the  main  advantages  of 
the  drug  are  eliminated.  We  attempted  to 
cut  down  our  dosage  but  found  that  the  ef- 
fect was  not  satisfactory.  Our  best  results 
were  obtained  with  a dosage  of  125  mg.  per 
Kg.  of  body  weight.  This  is  far  below  the 
experimental  minimal  lethal  dose.  The  high- 
est dosage  which  we  have  personally  observ- 
ed was  187  mg.  per  Kg.  In  this  case  anesthe- 
sia lasted  for  eight  hours,  at  the  end  of 
which  time  the  patient  awoke  as  from  a 
normal  sleep  and  showed  no  ill  effects  from 
his  experience.  This  gives  us  a larger  mar- 
gin of  safety  than  obtains  for  several  of  the 
more  commonly  used  anesthetics. 

CONCLUSIONS 

1.  Avertin  is  indicated  for  anesthesia  in 
many  operations  about  the  head  which  would 
prevent  great  obstacles  to  the  successful 
use  of  the  more  common  anesthetics. 

2.  The  use  of  avertin  is  indicated  in  cer- 
tain pathological  conditions  which  contrain- 
dicate inhalation  anesthesia. 

3.  Avertin  may  be  used  in  doses  sufficient 
to  give  full  surgical  anesthesia  and  yet  re- 
tain an  adequate  margin  of  safety. 
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DISCUSSION 

Dr.  J.  L.  GREEN:  I believe  it  might  be  well  to 
recall  that  on  Nov.  8,  1930,  in  the  American  Med- 
ical Journal,  there  was  a preliminary  report  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  Ameri- 
can Medical  Association,  which  report  was  not  en- 
tirely satisfactory.  It  stated  they  were  delaying 
decision  on  the  anesthesia  because  of  several  fac- 
tors. It  appeared  that,  after  its  introduction  in 
Germany,  there  were  quite  a number  of  deaths  re- 
poited  and  following  severe  criticism  by  numerous 
surgeons  at  a meeting  of  the  Congress,  it  was  tem- 
porarily withdrawn  by  the  manufacturers.  They 
showed  that  it  depresses  the  respiratory  center  and 
has  some  bad  effects  on  the  liver.  While  it  gives 
a beautiful  basal  anesthesia,  it  has  added  disad- 
vantages in  that  the  aqueous  solution  is  prone  to 
decomposition  and  this  decomposition  is’,  perhaps, 
the  cause  of  some  of  the  fatalities  reported.  It 
might  be  well  to  proceed  with  caution  before  we  ac- 
cent this  or  anv  new  drug. 

Dr.  W.  E.  VANDEVERE:  Dr.  Palmer  has  done 
some  very  interesting  work  with  this  anesthetic. 
If  it  can  be  controlled,  there  are  cases  where  it 
would  be  of  special  value,  particularly  in  papilloma 
of  the  larynx.  To  remove  such  papillomas,  I like 
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to  use  cautery,  but  do  so  with  fear  and  trembling, 
on  account  of  the  ether.  I saw  Dr.  Lynch  have  a 
couple  of  explosions  doing  this  type  of  work  and  he 
finally  began  using  an  electric  fan  to  fan  away  as 
much  of  the  ether  as  possible  and  then  did  the 
cautery,  but  even  then  there  is  a certain  element  of 
danger.  I wonder  if  Dr.  Palmer  has  had  any  ex- 
perience in  using  this  anesthetic  in  cases  of  laryn- 
geal growth. 

Dr.  PALMER:  In  answer  to  Dr.  Vandevere,  we 
had  two  cases  in  which  laryngotomy  was  done  un- 
der avertin,  one  of  which  was  carcinoma  of  the 
larynx.  The  patient  was  in  poor  surgical  shape  to 
start  with  and  it  was  most  unfortunate.  We  have 
selected  our  cases  since  then.  Wherever  there  is 
free  airway,  we  feel  perfectly  safe  in  using  avertin. 
With  reference  to  the  preliminary  report  mentioned 
by  Dr.  Green,  I do  not  know  why  this  was  given 
out.  The  Council  seemed  to  think  the  chief  thing 
against  the  drug  was  that  there  had  not  been  suf- 
ficient tests  made.  We  did  some  of  the  earliest 
work  in  Chicago  with  the  crystalline  substance, 
which  was'  brought  from  Germany.  I do  not  un- 
derstand exactly  where  they  find  the  heart  action 
is  suppressed  because  all  of  our  cases  showed,  ]f 
anything,  there  is  a very  slight  rise  in  blood  pres- 
sure. The  fact  that  the  substance  deteriorates,  or 
has  been  found  to  deteriorate,  occurs  only  when 
made  up  in  aqueous  solution.  We  always  test  it  in 
a solution  of  Congo  red  first  and  if  there  has  been 
any  deterioration,  this  would  turn  blue.  In  our  opin- 
ion, avertin  has  a very  valuable  place  in  the  hands 
of  the  surgeon. 


A VISIT  TO  MAYO  CLINIC 
W.  L.  BROWN,  M.  D. 

El  Paso,  Texas 

(Read  before  the  El  Paso  County  Medical  Society) 

In  a trip  to  Mayo  Clinic  via  Chicago,  on 
the  Northwestern  Railroad,  one  comes  in 
contact  with  it  upon  entrance  to  the  depot 
for  the  evening  train  to  Rochester.  There 
is  a hospital  car  leaving  the  Northwestern 
Depot  each  eveing,  which  is  cut  out  at  Ro- 
chester and  returns  the  following  night.  This 
car  has  been  especially  adapted  by  the  Pull- 
man Company  for  receiving  streteheTs 
through  the  side  doors  instead  of  through 
the  vestibule  or  window,  as  formerly.  In- 
stead of  the  berths  being  on  both  sides  of 
the  car  they  are  on  one  side,  so,  when  the 
stretcher  enters  the  side  door,  it  goes  di- 
rectly into  a compartment.  These  compart- 
ments have  upper  and  lower,  toilet  facilities, 
and  so  forth. 

Medical  men  who  have  reservations  in  this 
car  have  no  trouble  finding  it,  as,  painted 
on  the  side,  in  the  usual  space  occupied  by 
the  name  of  the  car,  is  the  simple  name  of 
Joseph  Lister;  not  Lord  Lister. 

The  first  thing  that  strikes  one  who  has 
seen  the  clinic  grow  almost  from  its  begin- 
ning, is  the  present  new  office  building — a 
magnificient  structure,  some  thirteen  or 
fourteen  stories — which  is  the  largest  and 
most  modern  physicians’  office  building  in 
the  world. 

On  top  of  this  office  building  is  a set  of 
very  fine  chimes  that  plays  each  evening 


and  can  be  heard  over  the  entire  town.  One 
of  the  bells  weighs  7000  pounds,  and  they 
were  especially  cast  in  Scotland,  a donation 
of  art  by  the  Mayo  Builders  to  the  home 
town  and  only  one  of  the  many  donations 
showing  their  loyalty  and  affection  for  their 
homefolks. 

All  the  downtown  hotels  and  hospitals  are 
connected  by  beautiful  tiled  subways,  steam- 
heated,  indirectly  lighted,  and  full  of  signs 
giving  you  directions  to  find  your  proper 
destination — about  one  mile  of  subways. 
There  are  eight  buildings,  all  told,  connect- 
ing. 

The  mechanical  conveniences  of  the  new 
office  building  have  made  it  possible  for 
patients  to  get  through  the  clinic  in  practi- 
cally one-half  the  time  it  formerly  took — for 
instance,  there  are  mechanical  carriers  from 
the  history  room  to  all  the  floors  of  the 
building,  whereby  a history  called  for  can 
be  delivered  in  a matter  of  two  or  three  min- 
utes. These  histories  are  kept  going  from 
department  to  department,  as  needed,  with- 
out causing  loss  of  time.  Histories  are  car- 
ried from  the  filing  room  through  pheu- 
matic  tubes  to  the  various  hospitals — to  the 
main  hospital,  St.  Mary’s  out  at  the  edge  of 
town,  histories  go  in  two  minutes  or  less ; 
to  downtown  hospitals  it  is  only  forty-five 
seconds. 

The  elevators  in  the  new  clinic  building, 
after  the  door  closes,  give  no  sentation  of 
moving.  You  are  surprised  after  standing  a 
few  moments  to  be  let  out  at  the  twelfth 
floor. 

On  the  top  floor  of  this  building  is  a large 
assembly  hall  for  use  of  staff  meetings  and 
other  gatherings  which  may  be  appropriate. 

A large  painting  of  Dr.  Will  and  Dr. 
Charles  hangs  on  the  wall  in  this  room.  Oc- 
cupying the  greatest  place  of  prominence 
is  a painting  of  their  father,  to  whom,  on 
every  occasion,  they  give  full  honor  for  a’ 
great  heritage. 

Dr.  Will  and  Dr.  Charles,  of  course,  still 
have  offices  in  this  building,  but  neither  is 
engaged  in  active  clinical  operative  work. 
In  one  of  the  approaches  to  Dr.  Will’s  office, 
you  go  through  the  Directors’  room,  which 
contains  a beautiful  mahogany  table  sur- 
rounded by  chairs  for  eight.  It  is  here  the 
Directors  meet  to  discuss  the  institution’s 
welfare. 

The  walls  of  this  large  room  are  complete- 
ly covered  by  framed  degrees  of  honor,  di- 
plomas and  all  sorts  of  honorary  bestowals. 
They  are  from  the  King  of  England,  down 
through  practically  all  the  foreign  countries 
of  the  world;  and  degrees  without  end  from 
a’l  colleges  of  the  world. 
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Passing  from  this  room  into  a little  hall 
leading  into  Dr.  Will’s  office,  is  a smaller 
room  with  glass  cases  along  the  sides,  such 
as  display  cases,  containing  caps  and  gowns 
of  all  sorts,  kinds  and  descriptions,  dozens 
and  dozens,  that  they  have  worn  during  the 
ceremonies  of  having  these  degrees  con- 
ferred— on  one  side  are  those  of  Dr.  Will’s 
and  on  the  other  side  are  those  of  Dr. 
Charles’. 

Each  evening  at  five  o’clock  as  the  Clinic’s 
business  closes,  there  is  a tour  through  the 
building,  accompanied  by  a guide ; at  least 
seventy-five  peop’e  composed  the  party  the 
evening  I went  through.  This  is  very  ap- 
rronriate  for  the  visiting  doctors  as  well  as 
visiting  patients,  who  have  a desire  to  look 
through  the  building  and  to  know  something 
of  its  work. 

The  striking  feature  of  the  scientific  sur- 
gical end  of  the  clinic  is  that  it  is  manned 
thoroughout  by  young  men.  When  one  sees 
these  men  do  ten  or  twelve  major  operations 
in  a day,  one  wonders  how  they  can  have 
phvsical  strength  to  do  this  day  in  and  day 
out;  but  few  of  them,  if  any,  operate  each 
day  as  a regular  routine. 

In  the  earlier  days  of  the  clinic,  however, 
Dr.  Will,  Dr.  Charles,  Dr.  Beckman,  Drt 
Judd,  and  others,  did  as  many  operations 
each  forenoon  every  day,  as  well  as  put  in 
the  afternoons  either  operating  or  working 
in  the  clinic.  In  addition  to  that,  they  did 
much  more  teaching  than  the  younger  men 
are  doing  today,  and  this  is  made  as  a con- 
structive criticism  of  the  clinic. 

During  my  recent  visit  at  the  clinic,  Dr. 
Charles  Mayo  was  away  and  Dr.  Will  Mayo 
appeared  in  the  surgical  clinic  as  surgical 
consultant.  Dr.  Charles  also  does  this  when 
he  is  at  home.  He  comes  into  the  clinic  where 
the  younger  men  are  operating  and  is  often 
told  something  of  the  problem  they  are  up 
against  in  the  particular  operation.  He  still 
has  the  same  capacity  for  clear  thinking  and 
statement  of  facts  of  practical  utility. 

In  the  surgical  clinic  one  fails  to  observe 
any  striking  changes  that  have  occurred  in 
the  past  five  years.  There  are,  of  course, 
numerous  ones,  but  not  in  any  way  radical. 

Spinal  anesthesia  is  enjoying  popularity 
there,  just  as  it  is  over  the  entire  country. 
I suspect,  however,  that  it  has  reached  its 
high  point  of  popularity  and  will  soon  be 
on  the  decline.  Of  course,  it  is  given  there 
under  the  most  favorable  circumstances,  by 
specialists  who  do  nothing  but  give  spinals, 
sacrals  and  locals. 

At  St.  Mary’s  hospital,  the  largest,  there 
are  two  rooms,  in  connection  with  the  op- 
erating suites,  where  patients  are  taken  to 


be  given  their  spinals,  sacrals,  blocks  and 
locals,  and  they  are  taken  from  there  into 
the  operating  rooms.  So,  you  see,  their  work 
is  being  done  under  the  most  favorable  cir- 
cumstances and,  if  it  does  not  prove  suc- 
cessful there,  it  could  not  possibly  be  suc- 
cessful elsewhere. 

Dr.  Judd  made  the  statement  that  any 
anesthetic  that  would  knock  the  blood  pres- 
sure from  200,  190,  or  180,  suddenly  down 
to  90,  was  not  physiological  and  he  could 
not  believe  that  such  a thing  could  occur 
without  danger.  I think  this  definitely  marks 
the  beginning  of  its  lessened  popularity. 

They  do  sacral  anesthesia  on  all  hemor- 
rhoid and  rectal  work  and  with  the  patient 
on  the  stomach  in  a reversed  Trendelenburg 
position.  This  gives  access  to  the  rectum, 
both  as  to  operating  and  examining  with  a 
speculum. 

They  have  made  very  great  progress  in 
the  x-ray  of  the  sigmoid  and  colon  by  first 
giving  barium  enema,  allowing  it  to  pass, 
and  then  distending  the  colon  with  air.  A 
stereoscopic  picture  is  then  taken.  Polyps, 
early  cancers  and  other  ulcers,  retain  the 
coating  of  barium  after  the  normal  mucosa 
has  been  cleared,  and  these  foci  are  brought 
out  very  clearly  with  stereoscopic  picture. 

Stereoscopic  pictures  of  the  sigmoid  per- 
mit following  loops  of  bowels  very  much 
better  than  in  a flat  picture. 

Each  operator  has  an  operating  suite  of 
two  rooms  with  two  operating  teams,  so 
that  he  doesn’t  have  to  make  the  incision  or 
close  it.  In  this  way  he  may  do  more  opera- 
tions. It  seems  that  most  of  the  operators 
are  using  wet  gloves  again ; I did  not  learn 
the  reason  for  this. 

Some  five  years  ago, during  a visit  of  mine 
to  the  clinic,  Dr.  Judd  was  doing  all  of  the 
reasonably  clean  cholecystectomies  without 
leaving  any  abdominal  drainage.  He  stated 
that,  for  some  reason,  these  cases  seemed 
to  make  better  convalescence,  but  did  not 
know  why.  During  my  visit  this  time  I 
didn’t  observe  a single  gallbladder  operation 
closed  without  drainage).  Upon  inquiry,  T 
was  told  that  drainage  is  regular  routine 
now — that  would  seem  the  logical  thing  to 
do. 

The  long  abdominal  incision  is  established 
permanently,  and  dissecting  the  fat  back  on 
each  side  of  the  incision  after  the  fascial 
layer  is  reached  and  before  it  is  incised,  pre- 
vents the  fat  from  coming  into  the  line  of 
suture  during  closure.  This  'seems  to  he, 
a very  important  point. 

In  operation  for  cancer  of  upper  rectum, 
left  inguinal  colostomy  is  always  done, 
bringing  the  proximal  end  of  the  bowel  down 
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into  the  opening  and  closing  the  distal  end, 
leaving  attached  to  the  abdominal  wall  at 
the  site  of  the  colostomy.  Some  three  weeks 
later,  the  section  of  the  rectum  is  carried 
out  from  below,  as  far  as  possible,  then  the 
abdomen  opened  and  the  resection  com- 
pleted. 

Dr.  Mason  does  all  his  perineorrhaphies 
with  catgut  alone.  He  states  that  postopera- 
tive bleeding  after  hysterectomies  practical- 
ly always  comes  from  uterine  artery. 

The  removals  of  the  lumber  sympathic 
ganglions  for  arthritis  and  circulatory  dis- 
turbances of  the  lower  extremities,  are 
beautiful  operations  when  done  by  a perfect 
technician. 

Dr.  Adson  and  his  assistants  are  doing 
work  on  the  nerves  and  brain  that  is  more 
difficult  and  technical  than  any  other  branch 
of  surgery  that  I have  observed. 

I saw  Dr.  Craige  do  a lumbar  sympathec- 
tomy operation  on  both  sides  at  the  same 
time  and  it  was  a masterpiece  of  surgery 
done  in  a masterly  way. 

I think  the  greatest  advance  is  the  greatly 
improved  technic  of  surgery  of  the  large 
1 owel.  Aseptic  resection  has  proved  entirely 
successful  and  reduced  mortality  very  per- 
ceptibly. This  is  done  by  crushing  clamps, 
doing  all  the  cutting  with  a cautery,  and 
making  anastomosis  with  both  openings  in 
the  bowel  sealed;  following  the  crushing, 
then  cauterization,  thereby  making  a com- 
plete aseptic  anastomosis. 

I didn’t  see  a section  of  the  sternomastoid 
muscle  in  any  goiter  operation  while  there, 
that  is  not  done  as  a routine.  I think  a high- 
ly developed  technic  makes  it  possible  with- 
out that  step. 

The  Judd  method  of  removing  the  gall- 
b'adder  beginning  at  the  cystic  duct,  seems 
to  be  an  adopted  standard  technic  and  is 
deviated  from  very  seldom,  though  at  times, 
in  certain  cases,  it  appears  to  the  observer 
that  the  opposite  technic  would  be  more 
desirable,  especially  for  the  average  oper- 
ator. 

They  still  have  the  most  rapid  method  of 
getting  reports  on  tissues  removed.  In  one 
particular  case,  where  a tumor  of  each  ovary 
was  removed,  the  report  was  back  in  four 
minutes,  and  both  were  malignant. 

The  clinic  is  still  growing,  the  physical 
plant  is  constantly  improving,  and  the  group 
of  operators  are  young,  strong,  enthusiastic 
hard  workers,  but  one  misses  the  teaching 
and,  for  that  reason,  a certain  amount  of  in- 
spiration that  one  received  from  the  found- 
ers of  the  clinic. 

As  this  is  now  a “world  institution”  it  is 
to  be  hoped  that  this  defect  will  be  remedied 


and  the  clinic  thereby  may  be  able  to  give 
the  greatest  measure  of  its  usefulness  to 
the  profession  the  world  over. 


COMMON  MISTAKES  IN  THE  REMOVAL 
OF  FOREIGN  BODIES  IMBEDDED 
IN  THE  CORNEA 
BLOYCE  HILL  BRITTON,  M.  D. 

El  Paso,  Texas 

(Read  before  the  El  Paso  County  Medical  Society) 
The  object  of  this  writing  is  to  attempt 
to  set  forth  certain  mistakes  which  are  fre- 
quently made  in  the  ordinary  case,  consult- 
ing the  general  practitioner  in  the  more 
rural  districts  or  the  ophthalmologist  in  the 
urban  centers,  with  the  complaint  of  having 
a foreign  body  in  the  eye.  A simple  com- 
monplace occurrence  in  the  daily  office  prac- 
tice, yet,  what  we  consider  a very  import- 
ant subject.  There  is  little  doubt  from  ob- 
servation of  post-foreign-body  cases,  that 
the  majority  of  us  regard  too  lightly  the 
removal  of  a small  particle  of  foreign  matter 
from  the  corneal  surface.  The  result  of  this 
slight  regard  is  a rough  removal,  with  sub- 
sequent nebular  formation  which,  if  located 
over  the  pupillary  area,  may  impair  vision 
to  a large  degree.  The  majority  of  us  re- 
lieve our  feelings,  if  a scar  formation  oc- 
curs, by  telling  the  patient  that  he  delayed 
coming  to  our  office  too  long,  having  devel- 
oped, prior  to  his  visit,  a small  ulcer  which 
was  responsible  for  this  nebular  formation. 
However,  it  has  been  our  experience  that 
the  patient  with  a foreign  body  imbedded  in 
the  cornea  wastes  little  time  in  consulting 
the  physician  or  surgeon.  There  are  certain 
definite  principles  which  are  given  in  all 
current  books  of  opthalmology  and  which 
are  known  by  all  but  which  are  not  infre- 
quently improperly  applied.  The  problems 
which  confront  us  when  presented  with  a 
case  of  this  type  are: 

1.  (a)  Impairment  of  vision.  It  should  be 
a routine  practice  to  take  the  vision  of  all 
patients  complaining  of  a foreign  body  in 
the  eye,  before  its  removal.  This  is  of  im- 
portance in  the  prognosis  as  well  as  a pre- 
cautionary measure  for  future  reference. 
We  see  many  contentious  patients  who,  hav- 
ing had  a small  foreign  body  removed,  com- 
plain of  faulty  vision  following  its  removal 
and  who,  upon  examination,  show  the  same 
vision  as  before  removal.  This  record  pre- 
vents arguments  and  sometimes  legal  en- 
tanglements ; whereas,  if  the  vision  had  not 
been  taken,  we  should  have  no  record  to 
prevent  these.  Should  a patient  be  suffering 
a great  deal  of  pain  with  blepharospasm  and 
tearing,  we  suggest  the  instillation  of  two 
or  three  drops  of  2 per  cent  holocaine  be- 
fore taking  the  vision.  The  reason  for  doing 
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this  is  obvious,  as  the  tearing,  blepharo- 
spasm, and  so  forth,  would  interfere  with 
the  vision  to  a marked  degree.  At  this  point 
ophthalmoscopic  . examination  should  be 
made  to  determine  if  hemorrhage,  lens  in- 
jury, and  so  forth,  are  present. 

(b)  The  Composition  of  the  Foreign  Body. 


The  most  common  foreign  bodies  are:  sand, 
cinder,  iron,  coal,  ashes,  dust,  wood,  emery 
and  steel.  The  composition  is  important  from 
the  standpoint  of  prognosis  on  the  reaction 
of  the  eye  to  a foreign  body.  As  we  all  know, 
steel  particles  or  metallic  particles  of  any 
kind  are  poorly  tolerated  by  the  cornea  and 
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even  though  the  foreign  body  has  been  dis- 
lodged, if  the  metallic  ring  of  oxidation  is 
present,  there  is  generally  a very  violent 
reaction.  (Figs.  1,  2 and  3). 

(c)  The  Contour  of  the  Foreign  Body  and 
the  Depth  of  its  Penetration.  The  shape  is 
important  in  the  selection  of  the  proper  in- 
strument for  its  removal.  If  it  is  circular 
and  is  imbedded  only  in  the  epithelium  of 
the  cornea,  it  is  easily  removed  with  a blunt 
foreign-body  spud.  However,  if  it  is  of  ir- 
regular contour,  a foreign-body  gogue  is  the 
ideal  instrument,  as  the  V-shaped  niche  of- 
fers resistance  and  certain  grasping  power. 
If  the  foreign  body  has  penetrated  more 
deeply  into  the  corneal  layers,  extending 
into  the  tunica  propria,  the  removal  is  ren- 
dered more  difficult  and,  of  course,  a thin 
foreign-body  needle-knife  is  used.  The  pur- 
pose of  this  procedure  is  aimed  at  the  con- 
servation of  corneal  epithelium.  Above  all, 
the  pernicious  practice  of  attempting  to 
wipe  a foreign  body  from  its  position  by 
means  of  a probe  or  applicator  wrapped  in 
cotton,  is  to  be  condemned.  This  procedure 
a'most  invariably  results  in  the  destruction 
of  a large  area  of  corneal  epithelium  and  of- 
fers a larger  port  of  entry  for  infection, 
whereby  an  ulcer  of  the  cornea  may  develop. 
We  see  this  demonstrated  almost  daily  by 
some  workman  who  has  attempted  such 
means  of  removal  and  occasionally  is  re- 
sponsible for  a large  infected  ulcer  of  the 
cornea. 

(d)  Whether  or  not  there  has  been  a Sub- 
sequent Ulcer  Formation.  This  is  of  import- 
ance as  a certain  amount  of  necrosis  of  cor- 
neal epithelium  takes  place;  which,  of 
course,  alters  the  prognosis  as  to  the  amount 
of  scar  formation  which  will  result.  In  all 
foreign-body  cases,  but  particularly  in  those 
of  ulcer  formation,  strict  adherence  to  the 
principles  of  asepsis  must  be  observed.  Me- 
tallic foreign  bodies  which  have  been  em- 
bedded in  the  cornea  for  a period  of  more 
than  six  hours,  usually  become  more  or  less 
oxidized,  leaving  a stained  margin  surround- 
ing the  ulcer  following  the  removal  of  this 
foreign  body.  This  should  always  be  removed 
as  it  hastens  healing  to  a marked  degree. 
This  oxidation  product  of  the  metal  is  toxic 
to  the  corneal  epithelium.  (Figs.  5 and  6). 

2.  The  Use  of  the  Proper  Anesthesia.  The 
choice  of  an  anesthetic  is  a matter  of  vast 
importance.  Never  should  an  attempt  be 
made  to  remove  any  foreign  body,  regard- 
less of  its  size  or  position,  without  a proper 
and  complete  anesthesia.  Cocaine  and  butyn, 
2 to  4 per  cent,  are  mentioned  only  to  be 
condemned.  We.  personally,  have  discontin- 
ued the  use  of  these  anesthetics,  as  we  find 


there  is  a marked  softening  effect  and  de- 
hydration produced,  which  is  evidenced  by 
generalized  staining  of  the  cornea  when 
fluorescein  is  used  following  the  use  of  the 
former.  The  anesthetic  of  choice  and  the 
one  which  we  have  found  does  not  produce 
this  effect,  is  holocaine,  used  in  either  a 2 
or  4 per  cent  solution  which  is  rendered 
alkaline  by  the  addition  of  sodium  bicar- 
bonate. Instillation  of  two  or  three  drops  is 
made  at  minute  intervals  and,  usually,  com- 
plete anesthesia  is  produced  with  from  three 
to  five  instillations.  This  anesthetic  can  be 
used  more  abundantly  than  can  cocaine,  as 
it  does  not  produce  any  toxic  effect.  We 
have  found  it  highly  satisfactory  in  being 
free  from  the  softening  and  dehydrating  ef- 
fect of  the  two  formerly  mentioned. 

3.  The  Selection  of  the  Proper  Instrument 
for  Removal.  As  mentioned  earlier  in  the 
discussion,  if  the  body  is  only  imbedded  in 
the  epithelium,  it  is  easily  removed  with  a 
blunt  foreign-body  spud.  However,  if  the 
foreign  body  is  more  deeply  situated  in  the 
corneal  structure,  not  reaching  the  posterior 
layers  of  the  cornea,  we  suggest  the  use  of 
the  V-shaped  foreign-body  gogue,  as  this  of- 
fers more  resistance  and  therefore  more 
grasping  power.  If  the  foreign  body  is  lo- 
cated deep  in  the  corneal  structure,  then,  of 
course,  the  use  of  a foreign-body  needle- 
knife  facilitates  the  removal  with  less  de- 
struction of  epithelium  than  any  other 
means  of  removal.  All  these  procedures  are 
aimed  to  prevent  destruction,  primarily,  of 
the  corneal  epithelium  over  a large  area. 
Th;s  may  be  compared  with  the  destruction 
of  a large  area  of  skin  over  the  body  sur- 
face necessitating  a skin  graft ; whereas,  if 
the  wound  is  linear,  regardless  of  its  length, 
it  heals  rapidly  and  with  little  scarring. 
This  applies  to  the  corneal  surface.  If  the 
wound  can  be  sharply  defined  and  is  more 
or  less  linear  in  outline,  there  will  be  little 
scarring  and  the  healing  will  be  more  rapid, 
as  it  does  not  necessitate  extreme  prolifera- 
tion of  corneal  epithelium. 

4.  Staining  and  Instillation  of  Ointment. 
As  to  the  matter  of  staining,  we  have  found 
the  use  of  2 per  cent  solution  of  mercuro- 
chrome  superior  to  fluorescein.  It  not  only 
stains  the  denuded  area,  but,  in  so  doing, 
prevents,  to  a certain  extent,  the  subsequent 
infection.  We  find  no  difficulty  in  determin- 
ing the  decree  of  the  abrasion  by  using  this 
method  of  staining.  The  patient  is  given 
some  ointment  to  be  used  in  the  eye  at  home 
and  it  is  used  in  the  office  before  the  band- 
age is  applied.  We,  personally,  favor  the  use 
of  1/  5000  bichloride  of  mercury  ointment.  It 
does  not  have  the  irritating  properties  of 
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the  other  antiseptic  ointments.  The  instill- 
ation of  ointment  is  a tedious  procedure  if 
carried  out  in  the  proper  manner  and  it  is 
important  that  it  be  retained  in  the  cul-de- 
sac  when  the  lids  are  closed,  as  this  pre- 
vents the  further  denudation  of  the  corneal 
epithelium  by  the  movements  of  the  globe 
beneath  the  closed  lids.  If  the  ointment  is 
simply  allowed  to  close,  it  is  always  pushed 
out  of  the  cul-de-sac.  However,  if  the  cilia 
of  the  upper  lid  are  grasped  with  the  fingers 
and  the  lid  pulled  away  from  the  globe,  the 
ointment  being  instilled  and  the  lids  closed 
as  in  the  removal  of  a speculum,  the  oint- 
ment will  be  retained  in  the  cul-de-sac.  Care 
should  be  exercised  as  to  loose  cilia  falling 
into  the  cul-de-sac,  as  one  loose  cilium  may 
destroy  as  much  epithelium  as  the  eye  will 
be  able  to  replace  in  twenty-four  hours,  re- 
sulting in  a lot  of  irritation  and  discomfort 
to  the  patient. 

5.  Bandage.  Regardless  of  the  size,  posi- 
tion or  depth  of  the  foreign  body,  one  should 
insist  on  covering  the  eye  for  at  least  twelve 
hours.  The  reason  for  this  is  obvious.  There 
is  a denuded  area  of  corneal  epithelium 
which  is  susceptible  to  infection,  irritable  to 
light,  and  these  apt  to  be  increased  by  move- 
ment of  the  lids.  The  patch  is  the  most  com- 
monly abused  adjunct  in  the  treatment  of 
these  cases.  We  prefer  to  use  the  term  band- 
age, as  patch  is  suggestive  of  incomplete- 
ness. The  bandage  should  be  applied  so  as 
entirely  to  immobilize  the  lids.  If  the  band- 
age is  loosely  applied,  allowing  mobility  of 
the  lids,  it  is  better  to  be  without  it,  as  the 
only  effect,  when  applied  in  this  manner,  is 
to  rub  the  cilia  loose  and  push  them  into  the 
eye.  In  applying  the  bandage  properly,  the 
gauze  beneath  must  be  thick  enough  so  that 
it  is  higher  than  the  brown  margin.  Adhe- 
sive strips  are  so  placed  as  to  slightly  wrin- 
kle the  skin  about  the  orbit,  for  if  this  is 
done,  certainly,  the  bandage  will  be  held 
firmly  over  the  lids,  allowing  no  movement 
of  them.  (Fig.  4). 

6.  Post-Foreign-Body  Examination.  Slit- 
lamp  examination  in  post-foreign-body  cases 
shows  some  extremely  interesting  phenom- 
ena. Cases  which  have  been  followed  from 
the  entrance  of  the  body  in  the  cornea  to  a 
period  of  from  three  weeks  to  three  months 
following  same,  show  definite  corneal 
changes.  If  the  body  has  been  superficial 
and  imbedded  only  in  the  corneal  epithelium, 
little  scarring  remains,  the  only  visible  re- 
sults being  a slight  disturbance  of  the  stro- 
ma. If,  however,  the  body  was  more  deeply 
located  in  the  stroma,  there  appears  to  be  a 
large  proliferation  of  connective  tissue  fi- 
bers, with  some  remaining  capillary  areas, 


and  a certain  amount  of  edema  of  the  en- 
dothelium underlying  it,  which  is  present 
many  weeks  after  all  symptoms  have  sub- 
sided and  the  cornea  appears  entirely  healed. 
If  there  has  been  ulcer  formation  either 
tefore  or  after  removal  of  the  foreign  body 
with  a protracted  time  of  inflammatory  re- 
action, microscopic  vascularization  takes 
place  from  the  limbal  loops  of  the  conjunc- 
tival vessels  penetrating  deep  into  the  stro- 
ma. Later,  when  the  inflammatory  reaction 
subsides  and  healing  takes  place,  there 
seems  to  be  a transformation  of  the  capil- 
lary system  into  connective  tissue.  Whether 
this  is  a retrograde  metamorphosis  or  not, 
it  is  seen  actually  to  happen.  Later,  clear 
areas  appear  interposed  among  a sort  of 
agglutination  or  scar-tissue  patches  in  a 
checker-board  fashion.  These  small  areas 
give  a definite  “glint”  resembling  the  so- 
called  “calcareous  inscrustations”.  In  these 
cases  the  interstitial  scar  which,  when  newdy 
formed,  appears  flattened  and  dense  if  ob- 
served by  slit-lamp  microscopy  several 
months  later,  will  show  ectatic  areas  under- 
lying which  there  is  a marked  thickening  of 
the  cornea  producing  corneal  astigmatic 
errors.  This  ectatic  formation  has  been  ex- 
plained as  attributed  to  insufficient  nutri- 
tion of  the  dense  cicatricial  tissue  by  the 
normal  circulation  of  the  cornea. 

This  subsequent  traumatic  corneal  astig- 
matism, combined  with  the  nebular  forma- 
tion, will  produce  grave  errors  in  vision 
which  may  inhibit  the  recipient  from  obtain- 
ing a position  with  many  of  our  modern  in- 
dustries where  perfect  vision  is  of  primary 
importance. 

Some  may  think  this  a very  elementary 
subject,  presented  in  a very  elementary 
manner;  yet,  if  I can  only  impres  upon  the 
profession  the  seriousness  which  may,  and 
at  times  does,  result  from  such  a simple 
thing,  then,  I will  feel  that  my  purpose  has 
been  accomplished. 


THE  LABORATORY  DIAGNOSIS  OF 
SYPHILIS* * 

JOHN  A.  KOLMER,  M.  I). 

Philadelphia,  Pa. 

* (Summary  of  an  address  before  the  Montefiore 
Hospital,  Pittsburgh,  Pa.,  April  8,  1931.  Reprinted 
from  the  Journal  of  Chemotherapy  for  October, 
1931.  This  article  answers  so  many  of  the  questions 
being  constantly  raised  by  clinicians  regarding  the 
laboratory  tests  for  syphilis  that  it  is'  reproduced 
here  without  abridgement.) 

Syphilis  is  very  prevalent  in  the  United 
States,  and  since  Spirochaeta  pallida  may 
attack  any  organ  or  tissue  of  the  body,  the 
disease  may  be  encountered  in  every  special- 
ty in  the  practice  of  medicine.  It  has  been 
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estimated  that  as  many  as  ten  million  per- 
sons may  have  syphilis  in  this  country,  and 
it  is  a safe  assumption  that  the  majority 
either  do  not  know  that  they  have  the  dis- 
ease or  be'ieve  themselves  to  have  fully  re- 
covered from  it. 

It  is  sometimes  stated  that  the  diagnosis 
of  syphilis  should  not  be  made  in  the  labora- 
tory, but  it  is  easily  proven  that  in  many  in- 
stances, probably  the  majority,  diagnosis 
can  be  made  only  in  the  laboratory. 

The  diagnosis  of  the  chronic  or  primary 
syphilis  is  best  made  by  dark-field  examina- 
tion of  the  secretions  for  Spirochaeta  pallida. 
Volumes  have  been  written  on  the  clinical 
differentiation  between  syphilitic  and  non- 
syphilitic sores,  but  even  the  most  expert 
and  experienced  physicians  will  make  very 
regrettable  errors  on  occasions  if  relying 
alone  on  clinical  judgment.  Small  lesions 
masquerading  as  herpetic  sores  are  some- 
times svphilit:c,  and  chancroids  may  be  in- 
fected with  Spirochaeta  pallida  as  well.  Jt 
is  safe  to  state  that  no  venereal  sore  should 
be  finally  d’agnosed  as  non-syphilitic,  until 
at  least  three  dark-field  examinations  have 
proven  negative  for  Spirochaeta  pallida. 

Primary  lesions  on  the  fingers,  lips  and 
other  locations  may  readily  escape  clinical 
diagnosis  and  should  be  examined  for  syphi- 
lis upon  the  slightest  suspicion. 

For  dark-field  microscopical  examinations, 
the  patient  should  be  brought  to  the  labora- 
tory so  that  small  amounts  of  secretion  may 
be  obtained  for  immediate  examination.  If 
this  is  not  possible,  a drop  or  two  of  secretion 
may  be  collected  by  the  physician  in  a small 
pointed  capillary  tube,  sealed  with  vaselin 
(not  with  heat)  and  delivered  within  twenty- 
four  hours  for  examination,  as  the  spiroche- 
tes usually  retain  their  motility  for  this 
length  of  time. 

Diagnosis  may  be  also  made  by  submit- 
ting the  secretion  to  the  Kline  microscopical 
precipitation  test,  or  if  0.2  cc.  or  more  can 
be  collected,  the  Wassermann  test  may  be 
conducted  as  described  several  years  ago  by 
Klauder  and  Kolmer. 

India  ink  and  sta'ned  smears  of  secretion 
for  Spirochaeta  pallida  are  much  less  satis- 
factory. 

The  early  diagnosis  of  primary  syphilis 
p'aces  a great  responsibility  upon  the  phy- 
sician as  accurate,  diagnosis  should  be  made 
as  quickly  as  possible  and  treatment  insti- 
tuted without  delay.  Every  clinical  diagnosis 
of  chancre  should  be  confirmed  and  syphilis 
should  never  be  excluded  except  with  the 
aid  of  one  or  more  of  these  laboratory  pro- 
cedures. In  the  order  of  accuracy  and  practi- 


cal value,  the  author  believes  the  latter  may 
be  h’sted  as  follows: 

(a)  Dark-field  microscopic  examinations. 

(b)  Kline  miscroscopic  precipitation  test. 

(c)  Kolmer  complement-fixation  test  with 
secretions. 

(d)  India  ink  or  stained  smears  for  Sp. 
pallida. 

Late  primary  lesions  with  considerable 
beakng  may  be  unsatisfactory  for  these  ex- 
aminations. Likewise  early  lesions  treated 
with  antiseptics.  All  local  applications  should 
be  omitted  for  at  least  24  hours.  One  nega- 
tive dark-field  examination  does  not  exclude 
syphilis;  at  least  three  negative  examina- 
tions on  different  davs  are  required. 

The  blood  Kolmer-Wassermann  reaction  is 
not  usually  positive  until  the  primary  lesion 
has  been  present  for  8 days.  The  same  is 
true  of  the  Kahn  and  Kline  reactions.  There- 
fore these  tests  are  not  usually  of  value  in 
the  diagnosis  of  primary  lesions  during  the 
first  five  days.  Certainly  negative  blood  re- 
actions do  not  exclude  syphilis.  But  these 
tests  should  be  made  when  the  lesions  are 
present  for  8 to  10  days  or  longer.  They  are 
especially  valuable  in  cases  of  healing  sores 
present  2 weeks  or  longer,  as  at  this  stage 
they  are  positive  in  about  90  per  cent  of 
cases.  But  a single  negative  Kolmer-Was- 
sermann, Kahn  or  Kline  reaction  at  this 
time  does  not  definitely  exclude  syphilis. 
The  tests  should  be  repeated  one  or  more 
times  at  intervals  of  5 to  7 days. 

In  secondary  syphilis  the  Kolmer-Was- 
sermann, Kahn  and  Kline  reactions  are  posi- 
tive in  almost  100  Der  cent  of  cases.  Clinical 
diagnosis  may  be  difficult  in  some  instances. 
Certainly  syphilis  should  not  be  excluded  in 
suspicious  cases  upon  clinical  grounds  alone. 
The  laboratory  tests  may  confirm  a diagno- 
sis, may  detect  the  disease  when  unsuspect- 
ed or  correct  a mistaken  clinical  diagnosis. 
On  rare  occasions  the  first  blood  tests  in 
secondary  syphilis  may  yield  negative  re- 
actions for  reasons  unknown  at  present ; re- 
peated tests,  however,  are  almost  invariably 
positive.  The  author  has  not  as  yet  seen  a 
case  of  secondary  syphilis  with  repeatedly 
negative  Kolmer-Wassermann  reactions. 

In  the  following  or  so-called  “latent  stage” 
the  serum  tests  are  of  inestimable  value  in 
diagnosis.  At  this  time  clinical  diagnosis 
may  be,  and  usually  is,  impossible.  A nega- 
tive history  does  not  exclude  syphilis.  Many 
individuals  and  especially  women  may  never 
suspect  the  presence  of  the  disease.  Others 
may  believe  themselves  to  have  been  cured. 
Some  recollect  having  had  a venereal  or 
extra-genital  lesion  which  a physician  has 
pronounced  non-syphilitic.  Fully  90  per  cent 
give  positive  Kolmer-Wassermann  reactions 
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and  the  serum  tests  should  never  be  omitted 
if  there  is  the  slightest  reason  for  suspect- 
ing syphilitic  infection.  A single  negative 
does  not  exclude  the  disease. 

S' nee  latent  syphilis  may  be  encountered 
in  the  practice  of  every  specialty  in  medicine 
and  surgery,  a routine  serum  test  should  be 
used  more  frequently  than  at  present  and 
especiahy  in  diagnostic  surveys  of  indivi- 
duals over  40  years  of  age.  In  hospital  prac- 
tice Wassermann  tests  are  now  usually  con- 
ducted routinely  on  all  ward  cases,  and  for 
this  reason  these  patients  are  usually  more 
fortunate  than  private  patients  because  of 
the  greater  chances  of  detecting  unsuspect- 
ed syphilis.  It  is  greatly  to  be  regretted  that 
Wassermann  tests  are  not  conducted  more 
frequently  in  private  practice.  If  they  were, 
there  would  be  much  fewer  regrettable  er- 
rors in  diagnosis  in  high  places. 

It  is  extremely  important  to  detect  syph- 
ilis in  the  “latent”  stage,  because  the  in- 
stitution of  proper  treatment  may  prevent 
the  development  of  tertiary  lesions.  There 
is  probably  no  true  latency  in  syphilis  as  the 
infection  is  usually  progressive  in  the  inter- 
nal organs  and  especially  in  the  cardio-vas- 
cu'ar  and  central  nervous  systems.  It  is  bet- 
ter to  call  this  the  “concealed”  stage  of 
svDhilis. 

In  tertiary  svnhilis  the  Wassermann  and 
precipitation  tests  are  invaluable  aids  in 
diagnosis.  The  nercentage  of  positive  reac- 
Uons  varies  according  to  the  sensitiveness 
of  the  tests  and  the  skill  of  the  serologist. 

Weakly  positive  reactions  should  not  be 
ignored.  If  the  tests  are  properly  done  they 
may  constitute  the  only  definite  evidence  of 
syphilis  at  a time  of  golden  therapeutic  op- 
portunity. They  should  be  at  least  repeated. 
A great  deal  of  harm  has  been,  and  is  being 
done,  by  ignoring  unexpected  weakly  posi- 
tive reactions. 

This  is  especia’lv  true  of  the  Kolmer- 
Wassermann  test  which,  when  properly  con- 
ducted, possesses  an  extremely  high  speci- 
ficity for  syphilis.  The  precipitation  tests 
(Kahn,  Kline,  Meinicke,  etc.)  are  much 
more  likely  to  yield  weakly  positive  non- 
specific reactions. 

There  cannot  be  any  strict  parallelism  or 
co-re’ation  between  the  serological  reactions 
and  the  clinical  condition  of  the  patient, 
tecause  symptoms  depend  upon  the  location 
of  the  infection  while  the  strength  of  the 
serum  reactions  depends  upon  the  numbers 
and  activity  of  the  spirochetes.  A few  or- 
ganisms in  the  posterior  nerve  roots  and 
posterior  columns  of  the  spinal  cord  may 
produce  symptoms  of  tabes  dorsalis  while 
too  few  to  produce  enough  antibody  for 


yielding  positive  serum  reactions.  Or  a large 
number  of  spirochetes  in  a tissue  of  lesser 
physioligical  importance  may  produce  strong- 
ly positive  serum  reactions  with  few  or  no 
symptoms. 

All  of  the  serum  tests  for  syphilis  are 
biologically  non-specific  as  all  employ  alco- 
holic extracts  of  non-syphilitic  tissues  for 
antigens. 

But  all  possess  a very  high  degree  of  prac- 
tical specificity  as  the  only  non-syphilitic 
diseases  capable  of  yielding  positive  reac- 
tion s are  yaws,  trypanosomiasis,  leprosy  and 
probably  relapsing  fever,  which  are  rare  or 
unknown  in  the  United  States. 

A great  deal  of  the  literature  indicating 
the  possibility  of  positive  Wassermann  re- 
acfions  in  scarlet  fever,  tuberculosis,  cancer, 
pneumonia  and  other  diseases  in  non-svph- 
ilitic  individuals,  is  now  obsolete  because 
based  upon  defective  technic. 

The  great  majority  of  falsely  positive 
Wassermann  reactions  are  due  to  regrettable 
and  avoidab'e  errors  in  technic. 

Some  methods  are  fundamentally  wrong 
and  cannot  give  satisfactory  results  regard- 
less of  the  skill  with  which  they  are  con- 
ducted. Others  are  fundamentally  correct 
but  cannot  give  satisfactory  results  in  the 
hands  of  unskilled  and  careless  technicians. 
Fhvsicians  often  commit  the  very  regret- 
table mistake  of  entrusting  the  serum  tests 
for  syphilis  to  inexperienced  technicians. 
Incalculable  harm  is  being  done  by  this  care- 
less practice. 

Unfortunately  none  of  the  serum  tests 
for  syphilis  are  sufficiently  sensitive;  all 
give  a percentage  of  falsely  negative  reac- 
tions, especiallv  in  “latent”  congenital  syph- 
ilis kind  marital  syphilis  of  child-bearing 
women. 

The  mechanism  of  complement-fixation 
and  precipitation  in  syphilis  would  appear 
to  be  fundamentally  the  same,  but  the  tests 
cannot  be  expected  to  yield  exactly  similar 
results  under  present  conditions.  A serum 
may  give  a positive  Wassermann  and  a nega- 
tive precipitation  reaction  or  the  reverse. 

Therefore,  the  serum  diagnosis  is  best 
served  by  testing  each  serum  for  the  Was- 
sermann and  one  of  the  precipitation  pro- 
cedures. Either  test  alone  leaves  about  5 to 
10  per  cent  chances  of  error. 

The  precipitation  tests  are  more  likely  to 
yield  fa’sely  positive  reactions,  than  the 
KolmerVWassermanjn  reaction.  They  are 
technically  simpler,  but  required  as  much 
skil1,  especially  in  making  the  readings. 

The  complement-fixation  and  precipita- 
tion reactions  in  syphilis  are  due  to  Spiro- 
chaeta  pallida,  and  are  reactions  of  infection 
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rather  than  of  immunity.  This  means  that 
the  antibody  occurring  in  the  blood  and 
spinal  fluid  responsible  for  the  reactions 
probably  does  not  play  any  important  part 
in  resistance  to  the  infection. 

For  this  reason  these  reactions  are  valu- 
able guides  in  the  treatment  of  syphilis.  In 
the  author’s  opinion  no  case  of  syphilis  with 
persistently  positive  reactions  can  be  re- 
garded as  cured,  regardless  of  clinical  con- 
dition. A single  negative  reaction  is  not  a 
criterion  of  cure.  The  reactions  should  be 
persistently  negative  for  at  least  2 years 
after  the  cessation  of  treatment  and  the 
author  believes  that  every  patient  should 
have  a Wassermann  test  at  least  once  a year 
for  5 to  10  years  thereafter  and  probably  for 
the  ba’ance  of  life.  Under  these  conditions 
relapsing  infections  occurring  one  or  more 
years  after  cessation  of  treatment,  may  be 
detected  and  proper  treatment  instituted 
months  and  years  before  clinical  manifesta- 
tions become  apparent. 

Quant'tative  Wassermann  reactions  are 
especially  valuable  as  a guide  in  treatment. 
Insofar  as  diagnosis  is  concerned  the  reac- 
tions need  be  reported  only  as  positive  or 
negative,  but  in  treated  cases  a measure  of 
the  degree  of  complement-fixation  is  desir- 
able. If  tests  are  conducted  with  only  one 
or  two  tubes  the  reactions  cannot  be  quanti- 
tative. For  example,  a serum  before  treat- 
ment may  give  a 4 + reaction ; after  treat- 
ment it  may  still  be  4 + despite  the  fact  that 
the  amount  of  antibody  has  been  materially 
reduced.  A quantitative  test  employing  dif- 
ferent amounts  of  serum  or  spinal  fluid  de- 
tects the  difference  and  gives  information 
of  more  value  in  relation  to  therapy. 

Whde  the  luetin  skin  test  is  not,  strictly 
speaking,  a laboratory  test,  yet  it  may  be 
briefly  referred  to.  Luetin  prepared  of  cul- 
tures of  Sp.  pallida  is  not  as  reliable  as  luetin 
prepared  of  tissues  containing  large  num- 
bers of  spirochetes.  These  “organ  luetins,’’ 
as  employed  by  Hollander  and  that  prepared 
of  the  syphilitic  testicles  of  rabbits  by  Kol- 
mer  and  Tuft,  are  capable  of  yielding  speci- 
fic reactions  somet’mes  of  practical  value 
in  diagnosis,  especially  of  prenatal  (con- 
genital) syphilis. 

An  examination  of  the  cerebrospinal  fluid 
should  always  be  included  in  the  diagnostic 
survey  of  latent  and  tertiary  cases  of  syph- 
ilis. Occasionally  spinal  fluid  changes  are 
found  when  the  blood  tests  yield  negative 
reactions  and  especially  in  incipient  tabes 
dorsalis.  Even  when  the  diagnosis  is  estab- 
bshecl  bv  clinical  and  Wasserman  examina- 
tions, the  fluid  should  be  examined,  because 
if  positive  results  are  observed  the  thera- 


peutic program  should  be  arranged  to  meet 
the  conditions.  And  no  case  of  syphilis 
should  be  discharged  as  cured  without  at 
least  one  spinal  fluid  examination.  If  posi- 
tive findings  are  observed,  the  fluid  should 
be  re-examined  at  intervals  after  courses  of 
treatment.  No  cases  of  syphilis  with  positive 
changes  can  be  regarded  as  cured. 

In  examinations  of  cerebrospinal  fluid,  the 
fo’lowing  tests  should  be  conducted: 

(a)  Total  cell  counts  done  immediately 
after  collection,  if  there  is  no  blood. 

(b)  Protein  tests,  if  there  is  no  blood; 
the  Pandy  is  preferred. 

(c)  The  Wassermann  test;  the  presence 
of  a trace  of  blood  does  no  harm. 

(d)  The  colloidal  gold  test,  if  there  is  no 
blood. 

The  colloidal  gold  test  is  especially  valu- 
able if  the  reagent  is  properly  prepared.  A 
curve  of  the  zone  I type,  like  5555432000,  is 
especially  significant  as  it  is  characteristic 
of  paresis  and  may  establish  the  diagnosis 
of  incipient  paresis  long  before  this  is  pos- 
sible by  clinical  examination.  Any  individual 
whose  spinal  fluid  gives  a reaction  of  this 
kind  under  proper  technical  conditions  is  in 
grave  danger  and  should  receive  vigorous 
treatment.  In  other  types  of  symptomatic 
and  asymptomatic  neurosyphilis,  the  curve 
is  usually  of  the  zone  II  type,  like  1234421- 
GOO;  this  is  indicative  of  neurosyphilis  of 
any  type  other  than  paresis  and  is  especially 
found  in  tabes  dorsalis. 


RETINAL  VASCULAR  SYSTEM 

I).  F.  HARBRIDGE,  M.  D. 

Phoenix,  Arizona 

(Read  before  the  Arizona  State  Medical  Associa- 
tion, at  their  annual  meeting  in  Nogales,  Arizona, 
April,  1931) 

Despite  the  spectacular  advance  of  modern 
laboratory  methods,  the  practice  of  medicine 
is  still  an  art  and  not  wholly  a science.  The 
disposition  to  over  estimate  laboratory  in- 
vestigations is  overdone.  It  is  to  be  pointed 
out  that  the  patient’s  body  is  really  the 
most  splendidly  equipped  laboratory  in  the 
world,  affording  a truly  superior  opportun- 
ity for  study  of  its  biochemistry.  Physician 
and  patient  are  living  beings  in  which  pure- 
ly clinical  investigation  of  the  patient,  in 
association  with  personal  experience,  know- 
ledge, and  even  intuition,  is  of  vast  import- 
ance in  the  matter  of  arriving  at  a proper 
diagnosis. 

It  is  quite  the  rule  that,  in  contributions 
found  in  literature  concerning  cardiovas- 
cular cases,  every  possible  laboratory  test 
will  be  performed  and  accurate  clinical  ob- 
servations noted,  but  not  a single  reference 


NOVEMBER,  1931 


527 


made  as  to  the  findings  on  the  fundus  oculi- 
they  are  simply  ignored. 

Physicians  do  not  dispute  the  value  and 
advantage  gained  by  the  proper  use  of  the 
ophthalmoscope,  yet,  due  to  an  apologetic 
bowing  to  the  instrument,  as  though  it 
were  deified,  it  is  avoided  by  the  medical 
profession  except  for  a number  of  eye  phy- 
sicians. The  latter  do  not  always  use  it  to 
its  utmost  limitation. 

Together  with  the  sphygmomanometer, 
the  ophthalmoscope  is  invaluable  in  the 
clinical  study  of  the  cardio-renal-vascular 
system.  The  purely  mechanical  interpreta- 
tion of  arterial  tension  is  utterly  inferior  in 
importance  to  the  precise  clinical  informa- 
tion gained  by  a careful  prolonged  study  of 
the  retinal  vascular  system  with  the  oph- 
thalmoscope. With  this  instrument  very 
valuable  information  is  obtained  regarding 
the  transparency  of  the  media-cornea,  lens, 
and  vitreous-together  with  all  forms  of  vas- 
cular abnormalities,  retinitis,  exudates,  hem- 
orrhages and  gross  changes.  Our  portic- 
ular  subject  under  discussion  in  this  con- 
tribution is  the  retinal  vessels.  Many  emi- 
nent investigators  have  contributed  much  to 
our  store  of  knowledge  concerning  this  in- 
teresting topic.  Marcus  Gunn,  a pioneer,  has 
probably  been  the  most  outstanding,  with 
Bull,  Knapp,  Foster  Moore,  Bailliart,  and 
also  de  Schweinitz.  The  last  has  contributed 
valuable  information  with  a description  of 
his  “corkscrew”  vessels. 

For  the  purpose  of  careful  and  thorough 
ophthalmoscopy,  certain  essentials  are  quite 
necessary.  The  examination  should  be  car- 
ried on  in  a darkened  room,  the  patient  pro- 
perly seated,  with  the  unexamined  eye  fixed 
on  a distant  point  directly  in  front.  It  may 
or  mav  not  be  necessary  to  dilate  the  pupil. 
It  facilitates  much  for  the  physician  to  be 
comfortably  seated,  relaxed,  and  adjusted 
for  the  important  work  at  hand.  Any  of  the 
various  patterns  of  ophthalmoscopes  may  be 
selected.  For  more  intense  illumination  and 
more  minute  examination,  one  of  the  self- 
luminous  ophthalmoscopes  is  preferable. 

In  order  to  appreciate  retinal  vessel  pa- 
thology, it,  of  course,  is  necessary  that  one 
familiarize  himself  with  the  appearance  of 
the  normal  fundus.  The  vessels  emerge  from 
the  substance  of  the  optic  nerve,  pass  over 
its  head  and  out  onto  the  retina,  branching 
in  all  directions.  Being  terminal  vessels, 
they  do  not  anastomose.  The  vessels  project 
very  slightly  above  the  plane  of  the  retina 
and  are  more  or  less  fixed  by  surrounding 
connective  tissue.  The  largest  of  the  retinal 
vessels  are  about  one  sixth  of  a millimeter 
in  diameter  and  the  smallest  one  hundi’edth 


of  a millimeter,  just  large  enough  to  permit 
the  passage  of  a leukocyte.  These  vessels, 
studied  with  an  ophthalmoscope,  through  the 
various  media  of  the  eye,  are  observed  mag- 
nified, possibly,  some  twenty-five  times. 
This  fact  should  be  especially  impressive  to 
the  clinician  of  the  great  value  to  be  gained 
by  careful  study  of  the  fundus  oculi  in  all 
conditions  where  the  blood  vessels,  heart, 
and  kidneys  are  in  question.  The  vessel 
walls  are  weaklly  developed  and  are  sup- 
ported in  the  retina  by  a very  delicate  con- 
nective tissue — Mueller’s  fibers  and  the  neu- 
roglia. Vessel  translucency,  especially  with 
the  arteries,  depends  upon  the  healthfulness 
of  the  delicate  vessel  wall  and  also  the  sur- 
rounding tissue.  The  translucency  is  a mat- 
ter of  great  importance  in  determining 
whether  or  not  pathology  is  present.  If  this 
translucency  is  gone,  it  is  an  advance  sign 
of  beginning  arteriosclorosis.  As  a rule,  ar- 
teries cross  the  veins,  but  sometimes  the 
opposite  is  true,  or  perchance  the  artery  may 
cross  the  vein  and,  at  a recrossing  farther 
along,  the  vein  cross  the  artery.  At  these 
crossings,  the  artery  translucency  may  be 
examined  and  by  careful  observation  one 
can  see  dimly  the  outline  of  the  underlying 
vein.  These  observations  should  be  conduct- 
ed away  from  the  head  of  the  nerve,  as  the 
blood  column  in  this  region  is  so  thick. 

It  is  always  difficult  to  determine  in  a 
given  subject  whether  or  not  the  vessels  are 
wider  or  narrower  than  normal,  vessel  width 
varies  so  greatly  in  different  subjects.  If, 
however,  the  caliber  shows  a variation  in 
different  parts  of  its  course,  pathology  is 
present.  This  is  usually  observed  in  conjunc- 
tion with  other  serious  vessel  changes. 

Normal  vessel  crossings  show  no  depres- 
sing or  crushing  of  the  caliber  of  the  vein 
or  deflection  in  its  course.  Care  should  be 
exercised  not  to  mistake  congenital  varia- 
tions for  pathological  changes.  The  retinal 
circulation  is  observed  in  highly  organized 
nervous  tissue  and  it  is  very  probable  that 
there  is  a close  relationship  with  the  cere- 
bral vessels.  Examined  carefully  by  an  ex- 
perienced observer,  the  earliest  pathological 
changes  indicative  of  impending  danger  to 
the  general  vascular  circulation  may  be  de- 
tected in  the  small  twig-like  vessels,  partic- 
ularly in  the  macular  region. 

Both  the  artery  and  the  vein,  accom- 
panied by  lymphatics  land  surrounded  by 
fibrous  tissue,  emerge  from  the  substance 
of  the  optic  nerve.  The  elastic  sheath  of  the 
optic  nerve  allows  for  the  enlargement  and 
collapse  of  the  vessels.  The  lamina  cribrosa 
surrounds  the  vessels  more  closely  and  is 
less  resilient.  This  feature  is  well  illustrated 
by  the  frequent  observation  of  the  enlarge- 
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ment  of  the  vein  as  it  passes  through  the 
meshes  of  the  lamina.  The  lymphatics  blend- 
ed with  the  adventitia  form  the  perivascu- 
laris. Frequently  one  sees  white  lines  paral- 
leling either  side  of  the  vessels  as  they  lie 
on  the  head  of  the  optic  nerve.  These  lines 
sometimes  extend  into  the  retina  beyond  the 
border  of  the  nerve  head.  Care  must  be  ex- 
ercised not  to  consider  them  always  patho- 
logical, as  they  are  frequently  physiological, 
as  observed  in  perfectly  healthy  young  sub- 
jects. The  explanation  of  their  presence  is 
rather  uncertain ; according  to  Zalzmann, 
they  may  be  an  optical  result  of  the  ad- 
ventitia with  thickened  neuroglia.  It  is  cer- 
tain they  are  not  the  same  as  the  white 
lines  observed  on  the  retina.  Retinal  ves- 
sels have  white  light  streaks  along  the  cen- 
ter of  the  vessel,  rather  more  prominent  in 
the  arteries  than  in  the  veins.  Gunn  believed 
that  it  is  due  to  refraction  of  light ; Bail- 
hart,  the  reflection  of  light  on  the  walls  of 
the  vessels. 

This  very  brief  description  of  the  normal 
retinal  circulation  will  aid  in  detecting  cer- 
tain changes  indicative  of  early  pathology. 
The  ophthalmoscopical  examination  of  the 
biochemistry  of  the  tissues  in  the  living 
body  is  so  incomparably  more  delicate  than 
laboratory  tests.  The  term  sclerotic  vessels 
is  perhaps  better  nomenclature  than  arterio- 
sclerotic. Many  investigators  use  the  terms 
primary  and  secondary  arteriosclerosis.  The 
histology  of  the  retinal  vessels  is  simple — 
endothelium,  muscular  and  connective  tis- 
sue. Toxins  of  the  body  may  attack  the  en- 
dothelium, causing  a thickening  of  the  in- 
tima,  atheroma,  or  a sclerosis  in  the  mus- 
cular coat ; either  may  be  primary  but  if  the 
former  is  first  attack,  and  it  grows  outward 
attacking  the  muscular  coat,  the  sclerosis 
of  this  tunica  is  secondary.  Atheroma  is  of 
infrequent  occurrence  in  the  retinal  vessels 
and  usually  results  in  thrombosis.  It  is  a 
condition  which  usually  attacks  the  larger 
vessels,  such  as  the  aorta,  carotids  or  cere- 
bral vessels. 

Syphilis  and  tuberculosis,  which  are  out- 
standing in  their  pathologic  -influence  on 
the  vascular  system,  are  not  so  with  the 
retinal  vessels.  That  is,  the  retinal  circula- 
tion of  the  posterior  segment  of  the  eyeball 
is  relatively  free  from  such  invasion.  The 
uveal  tract  of  the  anterior  segment,  and  ex- 
tending back  as  the  chorid,  is  especially  vul- 
nerable Basing  a diagnosis  and  prognosis 
on  information  obtained  by  purely  mechani- 
cal means  such  as  palpation  of  radials  or 
blood  pressure,  only  erroneous  deductions 
can  be  made.  Examination  of  the  radials 
may  be  misleading  in  that  they  may  be  un- 


duly rigid  or  flaccid,  or  there  may  be  a 
marked  difference  between  the  two  sides. 
With  the  blood  pressure  apparatus,  if  the 
ordinates  of  the  systolic  and  the  diastolic 
pressure  remain  high,  but  keep  parallel  and 
do  not  tend  to  meet,  then  the  prognosis  is 
more  favorable.  If,  however,  there  is  not  a 
harmonious  relationship,  with  the  diastolic 
pressure  persistently  high,  serious  danger  is 
imminent.  A correct  appraisal  can  be  ap- 
preciated only  in  conjunction  with  the  ac- 
curate clinical  picture  observed  in  the  fundus 
oculi  by  the  ophthalmoscope.  It  is  the  picture 
screen  upon  which  life’s  vascular  picture  is 
shown. 

In  view  of  the  fact  that  vascular  disease 
in  one  part  of  the  human  organism  reflects 
largely  the  vascular  condition  in  other  parts 
and  that  the  fundus  oculi  is  the  only  acces- 
sible point  for  such  clinical  study,  what  are 
the  cardinal  changes  to  be  observed? 

(1)  Impairment  of  the  translucency  of 
the  retinal  vessels  is  a delicate  change.  This 
is  the  first  observable  pathological  change 
and  is  not  necessarily  due  to  sclerosis,  but 
can  be  caused  by  any  toxemia,  such  as  ac- 
companies acute  infectious  diseasb.  It  is 
observed  by  study  of  the  vessels  at  cross- 
ings and  may  or  may  not  be  accompanied 
by  increase  of  blood  pressure.  From  a clini- 
cal point  of  view  increased  blood  pressure 
affects  the  translucency  of  the  retinal  blood 
vessels  as  a site  of  predilection. 

(2)  Later,  accompanying  the  loss  of 
translucency,  is  the  “copper-iwre”  appear- 
ance and  with  it  the  “dotting”  of  the  light 
reflex.  Copper-wire  vessels  have  much  the 
appearance  of  a polished  trolley  wire  from 
which  sunlight  is  reflected. 

(3)  An  unduly  red  retinal  reflex,  to- 
gether with  a pinkish  to  brick  red  color  of 
the  optic  disc,  is  an  early  evidence  of  vas- 
cu’ar  disturbance,  especially  in  the  presence 
of  an  increase  of  the  blood  psessure. 

(4)  The  appearance  of  white  lines  on 
either  side  of  the  vessels  at  the  crossings 
follows  shortly  after  the  loss  of  translu- 
cency. This  development  plays  an  important 
role  in  the  binding  together  of  the  perivas- 
cularis of  the  artery  and  vein. 

(5)  Later  will  be  observed  white  lines 
a’companying  the  retinal  vessels  on  either 
side.  This  is  a perivasculitis,  an  edema  and 
inflammation  of  the  perivascularis.  These 
changes  are  present  in  syphilis,  nephritis, 
and  retmitis  of  pregnancy. 

(6)  Pathological  tortuosity  is  a very  un- 
certain factor  and  must  not  be  confused  with 
a certain  normal  waviness  of  the  vessels. 
A very  significant  feature  is  the  presence  of 
the  “corkscrew”  vessels  of  de  Schweinitz. 
Venous  tortuosity  may  be  explained  as  due 
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to  obstruction  to  the  outflow.  Arterial  tor- 
tuosity is  more  difficult  to  explain ; one  the- 
ory is  the  deterrent  effect  of  blood  passing 
through  a narrowed  tube. 

(7)  Variations  in  the  lumen  are  of  seri- 
ous import.  A localized  sclerosis  of  the  peri- 
vascularis and  a hypertrophy  of  the  endo- 
thelial cells  seem  to  be  the  most  acceptable 
theory  proposed  in  explanation  of  the  condi- 
tion. 

(8)  In  silver- wire  arteries  the  central 
light  reflex  is  very  bright  and  the  entire 
surface  of  the  vessel  has  a much  lighter  ap- 
pearance. Fine  red  streaks  parallel  either 
side  of  the  light  streak.  A vessel  thus  in- 
volved usually  suffers  its  entire  length. 

(9)  Venous  pulsation  if  of  rather  fre- 
quent occurrence.  It  mav  be  observed  in  per- 
fectly normal  fundi,  particularly  on  the  disc, 
and  is  explained  by  the  obstructing  influ- 
ence of  the  lamina  cribrosa  as  the  vein  pass- 
es through  its  meshes.  Arterial  pulsation  is 
quite  another  matter,  in  that  it  is  observed 
only  in  patho’ogical  conditions  such  as  val- 
vu’ar  disease  of  the  heart.  It  is  frequently 
described  as  being  observed  only  on  the  disc. 
This  is  not  strictly  correct  for  the  reason 
that  careful  observers  have  detected  it  away 
from  the  disc.  It  is  observed  as  a tremble 
and  can  sometimes  be  detected  by  carefully 
watching  the  light  reflex  surrounding  the 
artery.  Just  recently  the  writer  observed, 
in  a woman  aged  27  years,  the  inferior 
artery  pulsate.  The  pulsation  was  partly  on 
the  disc  and  extended  fully  a disc  diameter 
beyond.  The  artery  seemed  to  have  a slight- 
ly rotating,  trembling  appearance.  Attention 
was  attracted  to  it  by  noting  that  the  white 
lines  seemed  shghtly  to  narrow  and  broaden. 

(10)  Compression  at  artero-venous  cross- 
ings is  easily  observed  but  not  so  readily 
explained.  Gunn  was  the  first  to  describe 
the  condition  as  vessel  indentation.  The  more 
or  less  accepted  explanation  has  been  that 
the  weight  of  the  rigid  artery  resting  on  the 
resilient  vein  indented  it.  This,  however, 
does  not  explain  compression  of  a vein  where 
the  artery  passes  below  instead  of  over  the 
vein.  Pine’s  theory  is  much  more  tenable. 
His  explanation  is  that  in  sclerosis  the  peri- 
vascularis at  the  crossing  becomes  inflamed, 
forming  a connective  tissue ; the  resulting 
scarring  contracts,  thus  compressing  the 
vein,  the  weaker  vessel  of  the  two.  Jaskson 
suggests  that  it  may  be  due  in  part  to  a 
changed  refraction — the  passing  of  the  vein 
into  the  non-res'sting  choroid.  The  constant 
hammering  of  the  artery  may  develop  a 
thickening  in  the  venous  wall,  like  a callus. 
S’mple  compression  does  not  impede  the 


venous  flow,  but  later,  when  actual  crush- 
ing occurs,  the  flow  is  impeded,  which  re- 
sults in  banking  of  the  vein  peripheral  to  the 
crossing. 

(11)  At  crossings  where  crushing  has 
occurred,  the  vein  is  frequently  deflected, 
most  frequently  centrifugally  but  upon  oc- 
casion centripetally.  When  centrifugally  de- 
flected, it  is  influenced  by  the  direction  of 
the  arterial  blood  current,  but  when  cen- 
tripetally deflected,  it  results  from  a greater 
advance  of  the  sclerosis  of  the  perivascularis 
of  the  artery,  the  connective  tissue  formed 
dragging  the  vein  toward  the  center  of  the 
fundus. 

As  sclerosis  advances,  changes  increase  in 
the  retinal  vascular  tree.  Beyond  the  point 
of  crushing,  veins  show  tortuosity,  banking 
aneurysmal  formation,  and  hemorrhages.  In 
the  artery  these  changes  are  due  primarily 
to  the  blocking  at  crossings,  but  essential 
increased  blood  pressure,  with  its  secondary 
effect  of  sclerotic  changes,  thus  weakens  the 
arterial  wall,  which  results  in  either  dilation 
or  hemorrhage.  With  the  veins,  crushing  at 
the  crossing  impedes  the  flow  of  blood  and 
the  back  pressure  causes  the  weakened  dis- 
eased venous  wall  to  dilate.  Increased  blood 
pressure,  particularly  a sustained  diastolic 
pressure,  plays  a very  important  role  in  the 
development  of  retinal  sclerosis.  It  is  more 
than  likely  it  has  a special  predilection  for 
the  retinal  vessels,  showing  equally  with  the 
cerebral  vessels,  the  kidney  being  a close 
second. 

It  is  a very  significant  fact  that,  of  all 
higher  sense-organs,  the  retina  is  the  first 
to  be  involved  in  the  vascular  disease.  Vas- 
cular hypertension  always  precedes  retinal 
disease.  In  retinitis  albuminurica  the  eye 
changes  have,  upon  occasion,  been  observed 
some  time  in  advance  of  kidney  involve- 
ment. The  albumin  usually  is  small  in  a- 
mount.  In  the  toxemia  of  pregnancy,  the 
retinitis  is  preceded  by  a hypertension.  Nei- 
ther of  these  two  conditions,  retinitis  al- 
buminurica or  retinitis  of  pregnancy,  is  a 
sequel  to  kidney  disease,  but  they  are  due  to 
a common  toxin  affecting  the  vascular  sys- 
tem with  a special  predilection  for  the  re- 
tinal vessels.  In  the  latter,  the  intoxication 
is  due  to  pregnancy;  terminate  it,  and  re- 
covery is  certain.  A subject  for  thoughtful 
consideration  is  the  association  of  vascular 
changes  with  liver-endocrine  and  the  para- 
thyroid in  relation  to  calcium  biochemistry. 
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LOBAR  PNEUMONIA  COMPLICATED  BY 
ACUTE  EMPYEMA 

(Case  Report) 

L.  LEIGHTON  GREEN,  M.  I)., 

El  Paso,  Texas 

This  rather  typical  case  of  lobar  pneu- 
monia, complicated  by  acute  empyema,  is 
presented  to  emphasize  two  points: 

1.  The  value  of  oxygen  inhalation  in  pneu- 
monia. 

2.  The  advisability  of  conservative  treat- 
ment in  empyema. 

A Mexican  laborer  for  the  Texas  & Pacific  Rail- 
road, contracted  an  upper  respiratory  tract  infec- 
tion about  March  20,  1931.  He  remained  off  work 
for  one  or  two  days,  without  medical  attention, 
coughing,  suffering  from  general  malaise,  head- 
ache, and  aching  extremities. 

Returning  to  work,  he  was  forced  to  stop  again 
and  he  finally  called  for  a doctor.  On  March  27th, 
he  was  visited  for  the  first  time.  He  complained  of 
sore  throat,  non-productive  cough,  malaise,  aching 
arms  and  legs,  and  headache.  His  past  history  did 
not  throw  any  light  on  the  present  illness,  and  the 
family  history  was  irrelevant.  Married  for  13 
years,  he  was  supporting  a wife  and  three  children 
in  the  unhygienic  surroundings  to  which  men  of  his 
race  and  occupation  are  accustomed. 

Examination  revealed  a well-developed  and  well- 
nourished  Mexican  man,  ag’e  31,  apparently  acute- 
ly ill.  His  temperature  was  102,  pulse  lio  regu- 
lar. Pharynx  showed  some  inflammation.  Exam- 
ination of  the  lungs  revealed  no  rales,  and  only  nor- 
mal broncho-vesicular  breathing.  Cough  sedative 
and  antipyretics  were  prescribed. 

The  following  day,  the  patient  appeared  more 
acutely  ill.  Temperatui-e  was  only  101.8,  pulse  104, 
respiration  28,  but  perspiration  was  profuse,  cough 
was  almost  incessant,  and  at  base  of  left  lung  were 
found  increased  fremitus  and  voice  sounds,  dull- 
ness, bronchial  breathing  and  crepitant  rales. 

Vega  was  admitted  to  Hotel  Dieu  with  a diagno- 
sis of  lobar  pneumonia,  of  left  lower  lobe.  His  tem- 
perature rose  to  103.  where  it  remained  for  two 
days.  Consolidation  of  the  left  lower  lobe  was  com- 
plete on  the  second  day  of  hospitalization,  the  left 
upper  lobe  and  entire  right  lung  remaining  clear. 
Pulse  rose  to  120,  and  digitalization  was  thought 
advisable.  Supportive  measures  accompanied  this 
medication,  with  inhalations  and  antipyretics. 

On  March  30  patient  complained  of  pain  in  his 
left  axilla,  where  a loud  friction  rub  was  heard. 
Adhesive  strapping  relieved  the  pain.  The  cough 
decreased  in  intensity,  b'ut  a rusty  sputum  now  ap- 
peared, typically  blood-tinged  and  frothy.  The  tem- 
perature broke  into  a septic  curve,  rising  to  about 
102  daily. 

April  2 temperature  was  only  100  but  cyanosis 
became  more  marked,  respiration  and  pulse  speeded 
up,  and  examination  discovered  extension  of  the 
pneumonic  process  into  the  left  upper  lobe.  This 
lobe  promptly  became  consolidated.  The  patient’s 
pulse  was  weak  and  thready,  cyanosis  was  increas- 
ing, respiration  was  seriously  impaired,  as  evidenc- 
ed by  a respiratory  grunt  and  inspiratory  dilatation 
of  alae  nasi.  An  oxygen  tent  was  installed  and  re- 
lief wais  immediate.  Cyanosis  yielded  to  a pink  col- 
or, the  grunt  disappeared,  and  patient  went  to  sleep. 
For  three  days,  he  was  kept  continuously  under  the 
oxygen  tent.  During  this  time,  the  entire  left  lung 
appeared  consolidated.  Sputum  changed  from  blood- 
tinged  to  purulent  type.  The  oxygen  tent,  which 
must  be  credited  with  some  responsibility  for  this 
man’s  recovery,  was  then  withdrawn.  Subcrepitant 
rales'  remained  in  the  left  lower  lobe,  consolidation 
of  the  left  upper  lobe  was  still  apparent,  but  pa- 


tient’s general  condition  was  much  improved.  Pain 
persisted  in  left  axilla,  temperature  rose  to  about 
100  daily,  but  the  patient  felt  so  well  he  was  re- 
strained in  bed  with  difficulty. 

Prolonged  fever,  flatness  over  left  upper  lobe, 
with  decreased  voice  sounds  and  breath  sounds  in 
this  area,  justified  an  x-ray  of  thorax,  which  was 
made  on  April  20th.  The -report  was'  as  follows: 

“Chest,  supine  and  sitting  positions:  Right  Lung: 
Increased  general  peribronchial  thickening  with 
some  areas  of  parenchymatous  infilteration  in  sec- 
ond and  third  interspaces.  Left  Lung:  There  is  ex- 
tensive fibrosis  with  areas  of  infiltration  extending 
from  diaphragm  to  just  below  7th  rib  posteriorly. 
There  is  a dense  shadow  extending  from  7th  rib 
posteriorly  to  lower  border  of  third  rib  posteriorly, 
that  is  suggestive  of  encysted  fluid.  There  is  no  dis- 
placement of  the  mediastinal  viscera. 

“Conclusions.  The  markings  in  the  2d  and  3d  in- 
terspaces’, right  lung,  are  suggestive  of  small 
amount  of  pneumonic  infiltration.  The  lower  lobe 
of  the  left  lung  is  suggestive  of  pneumonic  chang- 
es. The  density  of  the  upper  portion  of  the  left 
thorax  is  suggestive  of  fluid  which  is  apparently 
encysted  by  the  intralobular  pleura.” 

On  April  21st,  thoracentesis  was  done.  A needle 
was  inserted  into  the  6th  interspace  posteriorly,  and 
50  cc.  of  greenish-yellow  pus  evacuated.  Dr.  Waite 
reported  smear  and  culture  showed  gram-positive 
diplococci,  with  gram-positive  cocci  in  short  chains 
also  in  the  smear. 

It  was  evident  that  more  pus  was  present  in  the 
pleural  cavity  The  patient’s  condition  remained 
good,  however,  with  only  a low-grade  septic  fever 
(never  exceeding  100  deg.)  Conservative  treat- 
ment was  therefore  thought  advisable. 

On  April  27th,  using  novocaine  for  local  anes- 
thesia, an  incision  was  made  lateral  to  the  left  pec- 
toralis  major  muscle  and  a portion  of  the  fourth 
rib  was  resected.  The  pleura  was  incised,  and 
about  600  cc.  of  pus  evacuated.  Smear  showed  a 
few  gram  positive  diplococci;  culture  was  negative. 
About  three  ounces  of  fibrin  were  removed  from 
the  cavity.  Two  retention  catheters  were  inserted, 
and  the  wound  closed  about  them.  No  mediastinal 
flutter  was  observed,  patient  suffered  from  no 
shock,  and  his  temperature  immediately  dropped  to 
normal.  It  has  not  since  exceeded  99,  and  has  re- 
mained normal  for  a week. 

Dakin’s  solution  was  first  injected  every  three 
hours;  the  procedure  has  now  been  reduced  to  three 
times  a day  and  once  each  night.  Pus  has  ceased  to 
dram,  the  fluid  returning  clear.  Capacity  of  the 
cavity  has  decreased  from  600  cc.  to  approximate- 
ly 60  cc.;  the  patient  feels  well,  his  only  complaint 
being  because  of  confinement  in  bed.  On  May  6th, 
forced  expansion  of  the  lung  was  begun,  by  having 
the  patient  blow  against  hydrostatic  pressure,  in 
the  famaliar  two-bottle  apparatus. 

X-ray  on  May  12th  reported: 

Chest,  supine  and  right  lateral  positions: 

There  is  a shadow  of  two  drainage  tubes  in  the 
left  pleural  cavity  apparently  between  4th  and  5th 
and  5th  and  6th  ribs.  The  lung  is  partiallv  col- 
lapsed at  this  area.  The  pleura  is  greatly  thick- 
ened, but  no  definite  fluid  pocket  is  seen. 

Today  (Mav  13th)  one  tube  was  removed.  The 
other  will  be  kept  in  place  until  the  isize  of  the  cav- 
ity is  reduced  to  about  30  cc.,  continuing  lung  ex- 
ercises and  lavage  with  Dakin’s  solution. 

DISCUSSION 

DR.  BLACK:  Grants  that  while  the  oxygen  tent 
might  have  been  responsible  for  the  patient’s  recov- 
ery, the  mortalitv  ore  is  no  lower  where  oxygen  is 
used  and  where  it  is  not  instituted  in  cases  of  this 
kind. 

DR.  MOTT  RAWLINGS:  Agrees  with  Dr.  Black 
that  oxygen  is  verv  effective  in  relieving  svmptoms. 

DR.  GREEN : Points  the  advantage  of  the  closed 
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method  in  treatment  of  empyema,  which  was  popu- 
lar during  the  World  War.  Dr.  Danna  of  New  Or- 
leans advocates  treatment  b’y  aspiration,  replacing 
the  amount  of  fluid  withdrawn  by  an  equal  amount 
of  air.  Allow  time  to  elapse  for  complete  encap- 
sulation of  fluid.  The  lung  will  draw  away  from 
the  chest  wall  and  pus  will  not  gravitate  down- 
ward. Wait  for  adhesions  to  form  before  resecting. 
There  has  been  no  improvement  on  Dakin’s  solu- 
tion for  treatment  in  these  cases. 

DR.  CUMMINS:  Thinks  that  aspiration  and  in- 
jection of  gentian  violet  more  effective  than  Dakin’s 
solution. 

DR.  BARRETT : Spoke  of  a case  in  a child  about 
eight  years  old  who  had  pneumonia.  Patient  was 
aspirated  five  times,  nothing  injected.  After  the 
last  aspiration  child  recovered. 

PUBLIC  HEALTH  NOTES 

J.  ROSSLYN  EARP,  I)R.  P.  H. 

Director  New  Mexico  State  Bureau  of 
Public  Health 

COMMUNICABLE  DISEASE  REGULATIONS 

A new  set  of  regulations  for  the  control 
of  the  communicable  diseases  was  promul- 
gated by  the  New  Mexico  State  Board  of 
Public  Welfare  at  a meeting  held  on  July  7. 
These  new  regulations  replace  those  pro- 
mulgated on  November  22,  1922,  together 
with  amendments  promulgated  on  Febru- 
ary 8,  192G.  Copies  may  be  obtained  from 
county  health  officers  or  directly  from  the 
Bureau  of  Public  Health  in  Santa  Fe. 

Two  new  diseases,  epidemic  encephalitis 
and  tularemia,  have  found  their  way  into 
the  new  set  of  diseases  to  be  controlled,  al- 
though admittedly  the  means  of  control  are 
not  yet  perfected. 

The  most  important  changes  in  the  re- 
gulations consist  in  the  abolition  of  pla- 
carding in  epidemics  of  measles  and  whoop- 
ing cough.  It  is  recognized  that,  once  an 
epidemic  of  either  of  these  diseases  is  es- 
tablished, placarding  is  impotent  to  arrest 
its  course;  the  health  officer’s  time  can  be 
more  usefully  employed  in  urging  the  isola- 
t'on  of  well  babies  and  protecting  those,  es- 
pecially in  the  younger  age  groups,  who 
have  been  exposed  to  infection.  Placarding  is 
still  required  in  isolated  cases  of  these  two 
diseases.  A paragraph  in  the  old  regulations 
permitting  health  officers  to  use  “register- 
ed mail”  to  send  “such  instructions  as  shall 
be  necessary  for  the  protection  of  the  pub- 
lic health”  has  been  deleted.  Improved  roads 
and  the  development  of  public  health  nurs- 
ing have  made  this  compromise  unnecessary. 

Other  changes  are  the  natural  conse- 
quence of  the  newer  knowledge  of  immuno- 
logy and  epidemiology. 

METHANOL  ANTIFREEZE 

The  following  agreement  has  been  reached 
between  the  U.  S.  Public  Health  Service  and 
the  representatives  of  the  interests  manu- 
facturing methanol: 


“Sec.  1.  The  word  ‘person’  shall  be  construed  to 
included  natural  persons,  co-partnerships,  associa- 
tions, and  corporations.  The  word  ‘methanol’  shall 
be  construed  to  mean  and  include  the  products 
commonly  known  as  ‘methanol,  ‘methyl  alcohol’, 
‘wood  naphtha’,  or  any  trade  material  which  is 
essentially  CH30H. 

“Sec.  2.  On  and  after  July  1,  1931,  no  person 
shall  sell,  oifer  for  sale,  give  away,  or  transfer  to 
another  person  any  substance  containing  more  than 
15  per  cent  of  free  methanol  lor  use  as  antifreeze 
or  tor  ultimate  use  to  prevent  freezing  in  auto- 
mobile radiators,  unless  the  four  following  pro- 
visions are  complied  with: 

“A.  It  shall  contain  sufficient  methyl  violet  to 
give  an  intense  and  permanent  color  to  the  solution, 
equivalent  to  that  given  by  the  addition  of  0.01 
pound  of  Methyl  Violet  2B  to  100  gallons. 

“B.  It  shall  contain  antimony-potassium  tartrate 
0.4  pound  dissolved  in  each  100  gallons,  chlor- 
acetophenone  0.4  pound  dissolved  in  each  100  gal- 
lons, and  triethanolamine  0.1  gallon  mixed  with 
each  100  gallons. 

“C.  It  shall  contain  at  least  20  per  cent  water, 
by  volume. 

“D.  All  containers  shall  have  prominently  dis- 
played a warning  sign  reading  as  follows,  in  pro- 
minent heavy  Gothic  capital  letters,  red  on  a white 
background: 

X 

CONTAINS  OVER  15%  METHANOL 
(METHYL  ALCOHOL,  WOOD  ALCOHOL) 
CAN  NOT  BE  MADE  NONPOISONOUS 
AVOID  SPILLING 

the  words  to  be  surmounted  by  skull  and  cross- 
bones  (X).  The  skull  and  crossbones  and  the  letters 
of  the  word  ‘poison’  shall  be  at  least  1/30  as  high 
as  the  longest  dimension  on  the  container,  but  not 
necessarily  more  than  1 inch  high,  and  the  letters 
of  the  remainder  of  the  warning  sign  at  least  1 /60 
as  high  as  the  longest  dimension  of  the  container, 
but  not  necessarily  more  than  V2  inch  high.  This 
warning  sign  shall  be  separated  from  other  letters 
or  signs  by  a distance  at  least  1/15  as  great  as 
the  longest  dimension  of  the  container,  but  not 
necessarily  more  than  2 inches.  An  automobile 
radiator  shall  not  be  construed  to  mean  a container 
under  the  provisions  of  these  regulations,  but  all 
containers,  whether  belonging  to  the  buyer,  seller, 
or  others,  shall  be  provided  with  the  sign  as  here- 
tofore described. 

“Sec.  3.  On  and  after  July  1,  1931,  no  person 
shall  sell,  offer  for  sale,  give  away,  or  transfer  to 
another  person  any  substance  containing  more  than 
15  per  cent  of  free  methanol  for  any  purpose  unless 
the  containers  have  prominently  displayed  a warn- 
ing sign  reading  as  follows,  in  prominent  heavy 
Gothic  capital  letters,  red  on  a white  background: 
X 

CONTAINS  OVER  15%  METHANOL 
(METHYL  ALCOHOL,  WOOD  ALCOHOL) 
CAN  NOT  BE  MADE  NONPOISONOUS 
AVOID  SPILLING 

the  words  to  be  surmounted  by  skull  and  cross- 
bones  (X).  The  skull  and  crossbones  and  the  letters 
of  the  word  ‘poison’  shall  be  at  least  1/30  as  high 
as  the  longest  dimension  of  the  container,  but  not 
necessarily  more  than  1 inch  high,  and  the  letters 
of  the  remainder  of  the  warning  sign  at  least  1 /60 
as  high  as  the  longest  dimension  on  the  container, 
but  not  necessarily  more  than  V2  inch  high.  This 
warning  sign  shall  be  separated  from  other  letters 
or  signs  by  a distance  at  least  1/15  as  great  as 
the  longest  dimension  on  the  container,  but  not 
necessarily  more  than  2 inches. 
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“Sec.  4.  All  sales,  except  at  retail,  shall  be  made 
with  the  understanding  that  the  purchaser  will 
carry  out  the  preceding  provisions. 

“Lt  is  also  agreed  that  there  will  be  no  new  ex- 
tension of  the  use  of  methyl  alcohol  in  industry 
until  the  conditions  under  which  the  substance  can 
be  used  safely  are  scientifically  established.” 

This  agreement  provides  for  a uniform  distin- 
guishing color  of  the  antifreeze  liquid,  a chemical 
deterrent  against  its  use  for  potation  and  a warn- 
ing label.  The  Public  Health  Service  has  received 
assurances  from  so  many  manufacturers  that  they 
believe  that  all  important  sources  of  methyl  alcohol 
in  this  country  will  be  controlled  by  the  above 
agreement.  Should  this  expectation  fail  to  be  real- 
ized the  State  Board  of  Public  Welfare  will  no 
doubt  promulgate  regulations  to  the  same  effect. 

SANITARY  DRINKING  FACILITIES 

The  Women’s  Bureau  of  the  L.  S.  Department 
of  Labor  has  just  published  a snort  but  important 
study  of  sanitary  drinking  facilities’.  It  is  shown 
that  an  improperly  constructed  fountain,  e.  g.,  one 
with  a vertical  jet  or  with  a jet  improperly  guard- 
ed, may  be  quite  as  dangerous  as  the  common 
drinking  cup.  Standards  for  construction  are  quoted 
from  national  organizations  and  from  state  sani- 
tary authorities.  In  spite  of  its  well-recognized 
defects,  the  vertical  jet  fountain  is,  it  seems,  still 
being  regularly  installed.  Physicians  will  do  a public 
service  by  calling  attention  to  this  little  pamphlet 
whenever  plans  for  installing  drinking  fountains 
in  schools,  factories  or  public  places  may  come  to 
their  notice. 

( 1 ) Sanitary  drinking  facilities  with  special  re- 
ference to  drinking  fountains,  Bulletin  of  Women’s 
Bureau  No.  87,  U.  S.  Government  Printing  Office, 
1931.  Price  10  cents. 

POSTURE  AND  HEALTH 

Five  years  ago  the  Children’s  Bureau  published 
a pamphlet  on  what  they  were  pleased  to  call 
“Posture  Clinics”.  The  author  thereof  explained 
with  ex-cathedra  authority  that  “the  posture  of 
the  average  man  becomes  dropped  or  ptotic”  and 
that  “with  the  consequent  derangement  of  the 
elaborate  mechanism  maintaining  the  erect  posture 
of  the  bodv,  comes  derangement  in  position  of  the 
viscera,  which  manifests  itself  frequently  in  ob- 
scure but  distressing  ailments  of  later  life”.  One 
rather  wonders  how  he  would  have  replied  if  he 
had  been  asked  to  put  name  to  the  distressing 
ailments  and  to  say  exactly  how  he  knew  that  they 
were  derived  from  postural  defects.  However  that 
may  be,  the  matter  of  improper  posture  had  been 
given  a place  in  serious  literature — unless  I am 
mistaken,  the  four  posture  “types”  originated  in 
Harvard  itself — and  there  were  those  who  were 
not  slow  to  boom  the  discovery.  Physical  education 
is  a profession  which  for  all  practical  purposes  is 
of  very  recent  date  and  its  experts  were  only  too 
anxious  to  discover  a respectable  raison  d'etre. 

About  the  time  that  the  Children’s  Bureau  pam- 
phlet was  in  preparation,  the  present  writer  was 
energetically  recording  the  silhouettes  of  college 
boys  and  girls  and  referring  all  those  who  were 
not  up  to  the  Harvard  class  A standard  to  the 
physical  education  deartment  for  “correction”.  His 
enthusiasm  for  this  work  was  not  a little  dampened 
by  two  observations:  first,  that  those  with  poor 
posture  frequently  enjoyed  excellent  health;  and, 
second,  that  those  who  worked  conscientiously  for 
the  physical  education  director  showed  little  if  any 
more  improvement  than  those  who  consistently  cut 
their  classes.  The  writer  passed  on  to  other  spheres 
of  activity  but  the  posture  boom  has  continued. 
Last  year  at  the  White  House  Conference,  the 


committee  on  medical  care  for  children  discussed 
tne  question  of  posture  and  devoted  rather  more 
space  to  it  in  their  report  than  they  devoted  to 
mental  hygiene.  They  admit  that  “much  of  this 
so-called  posture  work  being  done  in  the  schools 
and  elsewhere  is  nothing  more  than  simple  calis- 
thenics or  gymnastics”,  but  they  do  not  question 
the  importance  of  posture  work  which  is  not  “so- 
called’ . On  the  contrary,  they  find  that  the  in- 
struction in  this  subject  in  the  majority  of  medical 
schools  is  “very  inadequate”.  When  the  medical 
schools  give  adequate  instruction  in  all  the  sub- 
jects for  which  adequate  instruction  is  demanded 
we  shall  none  of  us  begin  to  practice  till  we  are 
forty.  But  the  adequate  course  in  posture  must 
undoubtedly  include  the  very  careful  biometric  and 
statistical  studies  recently  made  by  the  U.  S.  Pub- 
lic Health  Service.  The  latest  of  these”  demonstrates 
very  convincingly  that  there  are  no  positive  types 
at  all  but  only  a great  variety  of  human  body 
forms,  a variety  which  is  as  wide  in  earl  child- 
hood as  in  adult  life.  Moreover,  the  authors  can 
find  no  relationship  between  posture  and  physical 
impairment.  If  Mr.  Mencken  has  had  a chance  to 
read  this  pamphlet,  how  it  must  have  rejoiced  his 
heart ! 

For  our  part  we  are  much  more  willing  to  be- 
lieve that  poor  posture  is  a consequence  of  ill  health 
than  that  it  is  a cause.  Take  for  example  the  case  of 
THE  EXHAUSTED  CHILD 

Are  children  more  frequently  exhausted  to-day 
than  they  were  a generation  ago  ? Dr.  Richard  C. 
Clarke  ot  the  Bristol  Royal  Infirmary  believes  that 
they  are  and  that  the  modern  manner  of  bringing 
them  up  is  at  the  root  of  the  trouble.  It  is  possible 
that  the  experiences  of  their  parents  during  the 
War  may  have  resulted  in  a nervous  and  excitable 
generation  of  children.  On  this  the  doctor  has  an 
open  mind.  But  he  is  inclined  to  blame  the  modern 
environment  rather  than  the  modern  child.  In  the 
nursery,  he  says,  it  is  infant-welfared  from  morning 
until  night.  Its  toys  are  too  complicated.  Even  a 
walk  in  the  street  has  become  a dangerous  ad- 
venture. The  efficiency  of  the  modern  school  has 
been  increased  and  the  nerves  of  the  modern 
scholar  testify  to  the  greater  strain. 

The  exhausted  child  is  not  hard  to  detect  al- 
though parents  and  teachers  too  seldom  recognize 
the  symptoms.  The  most  prominent  evidence  is  a 
lack  of  vitality — of  tone — of  the  muscular  system. 
The  child  “stands  over  itself”.  This  is  because  it  is 
depending  on  the  bones  and  ligaments  rather  than 
upon  the  muscles  for  support.  The  shoulder  blades 
will  stand  out  behind  and  the  abdomen  in  front.  In 
advanced  cases,  even  the  face  loses  its  expression. 
Naturally,  a great  many  of  these  children  are  of 
the  high-strung  type,  difficult,  argumentative  and 
emotional.  Such  children  are  peculiarly  liable  to 
exhaustion,  but  not  all  exhausted  children  are  ner- 
vous. They  may  present  symptoms  of  various  kinds 
and  degrees  which  must  be  considered  by  the 
family  doctor  who  will  decide  whether  they  are 
simply  a part  of  the  picture  of  exhaustion  or 
whether  they  indicate  some  particular  disease  which 
may  be  contributing  to  the  child’s  exhausted  state. 
There  are  probably  many  children  suffering  from 
this  “amyotonic”  state  in  various  degrees  that  are 
not  under  an  kind  of  treatment.  The  latter  may  be 
summed  up  in  the  one  word  “rest”  but  the  detailed 
prescription  of  rest  is  a matter  for  the  expert. 

(2)  Scyhwartz,  L.;  Britten,  D.  L.;  Thompson,  L. 
R.;  Studies  in  Physical  Development  and  Posture,  IV 
Postural  Relations  as  Noted  in  Twenty  Two  Hun- 
dred Boys  and  Men,  Washington,  1931.  Price  20 
cents. 


NOVEMBER,  1931 


533 


CASE  REPORT 
E.  J.  CUMMINS,  M.  D. 
El  Paso,  Texas 


(Reported  at  October  Staff  Meeting  of  Masonic 
Hospital,  El  Paso.) 

Case  No.  12995,  child,  7 years  of  age. 

/ibout  three  years  ago,  in  the  latter  part  of  1928. 
child  complained  of  pain  in  his  right  tnigh  just 
above  the  knee.  Shortly  after  the  onset  of  the  trou- 
ble, his  tonsils  were  removed  because  of  a diagno- 
sis of  rheumatism.  After  his  tonsillectomy,  the 
child  still  continued  to  have  pain  about  the  right 
knee.  In  January,  1931,  he  was  brought  to  El  Paso 
ana  an  x-ray  of  the  right  femur  was  taken.  A di- 
agnosis of  osteomyelitis  was  made.  He  was  en- 
tered in  the  Masonic  Hospital  and  operated  upon. 
The  surgeon  States  that  there  was  no  bone  destruc- 
tion, but  there  was  an  elevation  of  the  periosteum 
and  a considerable  amount  of  dark-colored  ma- 
terial, which  was  thought  to  be  necrotic  bone.  This 
was  removed.  This  material  was  found  both  in  the 
cortex  and  the  medulla.  There  was  no  free  pus. 
Cultures  from  this  material  were  negative.  The 
maximum  temperature  during  this  hospital  stay 
was  101°. 

Child  was  again  admitted  to  the  hospital  on  July 
18,  1931.  He  had  not  done  well  since  his  operation. 
He  had  continued  to  have  some  pain  and  ran  some 
fever.  X-ray  pictures  of  the  right  femur  at  this 
time  showed  destruction  of  bone,  tumor  mass  in 
the  soft  tissues  and  spiculations  of  bone  both  par- 
allel and  perpendicular  to  it.  Periosteum  was  rais- 
ed, the  bone  was  wider  than  normal.  A diagnosis 
of  osteomyelitis  was  again  made,  and  the  child  was 
again  operated  upon.  The  operating  surgeon  re- 
ported free  pus  beneath  the  periosteum  and  sur- 
rounding tissues.  There  was  also  considerable  bone 
destruction.  His  maximum  temperature  during  his 
stay  in  the  hospital  was  102.2°.  He  was  dismissed 
from  the  hospital  with  a temperature  of  99.6°.  Cul- 
tures from  the  pus  were  sterile. 

On  August  8,  1931,  patient  returned  to  the  hos- 
pital for  insertion  of  surgical  maggots.  His  temper- 
ature varied  from  101°  to  103°  during  his  hospital 
stay.  A pulmonary  complication  occurred  at  this 
time  and  x-rays  of  his  chest  were  taken.  X-ray  re- 
port stated  that  the  right  lower  lobe  was  generally 
clouded  by  confluent  areas'  of  consolidation.  The 
right  diaphragm  was  fixed  at  the  rib  margin. 
There  were  also  areas  of  consolidation  near  the  hi- 
lus  of  the  left  lung.  A week  later  a second  x-ray 
was  taken  and  the  report  stated  that  there  were 
areas  of  unresolved  bronchopneumonia.  These  le- 
sions were  unchanged  since  the  previous  picture. 
Also  that  there  was  a dry  pleurisy  of  the  left  chest. 
No  evidence  of  fluid  was  noted.  Child  stayed  in  the 
hospital  one  month. 

After  leaving  the  hospital  his  temperature  fluc- 
tuated from  normal  to  103°.  Upon  examination  one 
got  the  impression  that  the  fever  was  not  caused 
from  the  condition  of  his  limb.  There  was  distinct 
enlargement  of  the  lower  end  of  the  right  femur. 
This  tumor  mass  was  not  distinctly  tender,  but  it 
was  hot  and  painful  on  deep  pressure.  The  child 
was  breathing  rapidly  and  one’s  attention  was  di- 
rected to  the  chest. 

Examination  of  the  chest  revealed  dulness  over 
the  right  lower  lobe,  decreased  breath  sounds,  and 
many  rales.  A similar  condition  was  noted  in  the 
left  chest. 

X-ray  of  the  right  femur  on  September  21  show- 
ed a tumor  mass  outside  of  the  bone,  marked  bone 
destruction.  The  pathology  involved  the  lower  third 
cf  the  right  femur,  but  did  not  extend  into  the  epi- 
physis. The  bone  was'  wider  than  normal  and  there 
were  b'ony  spiculations  both  parallel  and  perpen- 
dicular to  the  shaft.  There  was  an  area  of  dimin- 
ished density  at  the  site  of  the  former  operation. 


X-ray  of  the  chest  showed  a fluid  line  low  down  ou 
the  left  side  and  many  small  areas  of  consolidation 
scattered  throughout  both  lungs.  At  this  time  both 
pleural  cavities  were  aspirated.  A small  amount 
of  thin  serum  was  obtained  from  the  left  pleural 
cavity  and  about  3 cc.  of  thick  pus  from  the  right 
pleural  cavity.  Cultures  were  sterile.  Diagnosis  of 
rowing’s  sarcoma  with  lung  metastasis  was  made. 

The  differential  diagnosis  between  sarcoma  and 
chronic  osteomyelitis  is  often  difficult  to  make.  It 
is  likely  that  this  child  has  had  sarcoma  of  the 
lower  end  of  the  femur  for  the  last  three  years  and 
curing  that  time  he  has  been  treated  for  rheuma- 
tism and  osteomyelitis.  It  is  not  unusual  for  this 
mistake  to  be  made.  Cases  of  osteomyelitis  have 
been  treated  for  sarcoma  and  cases  of  sarcoma 
have  been  treated  for  osteomyelitis.  The  tempera- 
ture that  this  child  had  and  the  leukocytosis  of 
18,000,  would  be  somewhat  confusing  unless  one 
realizes  that  cases'  of  sarcoma,  especially  when  met- 
astasis has  occurred,  run  a fever  from  101°  to  10° 
and  a leukocytosis  of  15,000  to  20,000. 


CASE  REPORT 

G.  WERLEY,  M.  D. 

El  Paso,  Texas 

(Presented  before  the  El  Paso  County  Medical 
Society,  Oct.  12,  1931.) 

Mr.  C.  S.,  age  41,  dental-plate  maker,  while  in 
his  office  on  Sept.  29,  1931,  had  numbness  and  a 
dead  feeling  in  his  right  leg,  with  loss  of  sensation 
and  conti-ol.  At  the  end  of  fifteen  minutes  there 
was  complete  paralysis',  with  some  pain  in  the  calf 
of  the  leg  and  the  anterior  muscles  of  the  thighs. 
He  was  pale,  covered  with  cold  sweat,  pupils  dilat- 
ed and  pulse  weak.  Examination  showed  the  right 
leg  to  be  pale  and  cold,  the  veins  collapsed,  and  no 
pulse  lower  than  Scarpa’s  triangle.  There  was  com- 
plete paralysis  of  the  whole  limb. 

Because  of  mitral  stenosis  and  auricular  fibril- 
lation and  the  history  of  an  attack  of  left  hemi- 
plegia a year  ago,  a diagnosis  of  embolism  seemed 
most  likely,  and  the  patient  was  taken  to  Provi 
dence  Hospital  for  embolectomy.  While  waiting  for 
Dr.  Haffner,  repeated  examinations  of  the  leg  ar- 
teries were  made.  Finally  the  pulse  in  Scarpa’s  tri- 
angle was  a little  stronger  and  with  it  a marked 
palpable  thrill  occurred  and  a loud  bruit  was  heard 
with  each  pulsation.  The  patient  said  that  the  sen- 
sation in  the  leg  was  like  that  when  the  blood-pres- 
sure cuff  is  being  released  on  the  arm.  These  phe- 
nomena continued  for  about  ten  minutes  and  then 
entirely  disappeared.  However,  by  pressure  on  the 
internal  iliac,  the  same  sounds  could  be  reproduc- 
ed. He  was  soon  able  to  move  his  leg  and  next  day 
could  walk  quite  well.  The  temperature  rose  to 
99.5°. 

Of  course  the  idea  of  embolism  had  to  be  dis- 
carded— an  organized  clot  could  not  disappear  in  so 
short  a time  in  any  way  imaginable.  That  the  ar- 
tery was  obstructed  high  up  is  evident  from  what 
was  observed.  There  may  also  have  been  some  re- 
flex peripharal  spasm. 

On  further  inquiry  I found  that,  as  a child  and 
up  to  his  eighteenth  year,  he  had  suffered  from 
violent  sick  headaches  always  relieved  bv  vomiting. 
B'read  and  milk  were  sure  to  start  it.  Nuts  of  vari- 
ous kinds  also  brought  on  attacks.  Of  late  he  has 
drunk  malted  milk  and  eaten  pecan  cookies. 

It  is  to  be  noted  that  his  temperature  went  to 
99.5°  the  evening  of  his  attack. 

The  case  has  been  a puzzle  to  me  but  I have  a 
solution  that  may  be  right  or  wrong.  I will  re- 
serve it  until  after  the  general  discussion. 

NOTE:  Patient  has  since  died  and  post  mortem 
showed,  in  addition  to  mitral  stenosis,  a thombus 
filling  the  basilar  artery  of  the  brain.  The  aorta 
was  moderately  sclerotic  and  there  was  a sclerotic 
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patch  about  2 cm.  long  in  the  right  common  iliac 
artery.  Otherwise,  the  artery  was  normal.  So  the 
explaination  offered  for  the  obstrucciton  seems  to 
be  as  good  as  any. 


CASE  REPORT 

A.  W.  MULTHAUF,  M.  1). 

El  Paso,  Texas 

This  case  is  one  of  injury  to  the  kidney  from  a 
fall.  Injuries  of  the  kidney  are  best  divided  into 
two  groups: 

1.  Subparietal  or  non-penetrating,  in  which  there 
is  no  external  evidence  of  injui’y  except,  possibly, 
a slight  bruise  on  the  skin. 

2.  Penetrating  injuries,  where  there  is  an  ex- 
ternal wound  of  entrance  over  the  kidney  region  or 
in  close  proximity  to  it. 

In  the  mechanism  of  the  injury  in  the  subparietal 
type,  the  force  may  be  exerted  either  from  the 
front,  side,  or  from  behind.  The  kidney  may  also 
be  injured  in  a manner  which  is  analogous  to  that 
known  in  cerebral  injuries,  that  is,  by  contrecoup. 
This  mode  of  injury  is,  however,  very  rare.  Injury 
by  muscular  action  is  also  rare  and  can  occur  as  a 
result  of  sudden  contraction  of  the  diaphragm  or  of 
the  abdominal  muscles;  for  example,  after  lifting  a 
heavy  wreight  or  in  abrupt  flexion  of  the  body. 

Kuster  was  the  first  to  offer  the  hydraulic  the- 
ory in  order  to  explain  injuries  of  the  kidney,  al- 
though this  explanation  cannot  be  applied  to  the 
tearing  of  the  vessels  of  the  renal  pedicle  or  of  the 
ureter.  It  serves,  however,  to  clear  up  the  manner 
in  which  at  least  the  injuries  of  the  kidney  proper 
occur.  The  kidney,  when  filled  with  blood  and  sub- 
jected to  compression,  will  tear  as  does  the  skull  or 
brain  in  the  point  where  its  elasticity  fails  to  re- 
sist the  compressing  force. 

The  type  of  injury  presented  in  this  case  report 
can  be  classed  as  a contusion  of  the  parenchyma. 
In  this  form  of  injury  there  is  hemorrhage  into  the 
cortex  and  medulla  without  any  visible  tears  of  the 
fibrous  capsule  or  parenchyma. 

We  shall  now  take  up  the  clinical  picture  of  kid- 
ney injury.  There  are  those  cases  in  which  the 
symptoms  of  primary  shock  are  followed  by  those 
of  internal  hemorrhage.  In  these  cases  the  patient 
is  apt  to  continue  to  work  or  walk  around  until  the 
anemia  from  hemorrhage  around  the  kidney  com- 
pels him  to  seek  medical  aid.  It  must  not  be  forgot- 
ten that  the  pallor,  small  rapid  pulse,  and  so  forth, 
in  the  first  hours,  may  be  due  to  shock  as  much  as 
to  hemorrhage.  So  much  for  the  clinical  picture. 

Hematuria  is  present  in  about  90  per  cent  of  the 
cases.  It  usually  is  obseiwed  immediately  after  the 
injury  but  may  be  delayed  if  the  ureter  is  blocked 
by  a clot. 

Pain  is  rarely  absent.  In  most  cases  it  is  very 
severe  and  of  a colicky  nature. 

Peritoneal  irritation  may  predominate  in  the  clin- 
ical picture.  There  may  be  nausea  and  vomiting. 

Diagmcsis  of  subparietal  kidney  injury.  The  out- 
standing features  of  these  in  the  order  of  their  fre- 
quency are  hematuria,  shock,  signs  of  internal  hem- 
orrhage, localized  pain,  rigidity  and  gradually  in- 
creasing swelling  over  the  injured  kidney,  and  signs 
of  peritoneal  irritation.  The  diagnosis  is  definite 
when  carried  out  wdth  cystoscopy  and  pyelography. 

The  chief  dangers  of  kidney  injury  are  death 
from  hemorrhage  during  the  early,  and  from  infec- 
tion in  a later,  period.  The  treatment  may  be  di- 
vided as  follows : ( 1 ) expectant,  that  is,  conserva- 
tive; (2)  operative. 

Expectant  treatment.  This,  in  the  opinion  of 
those  who  have  had  a large  experience,  is  the  treat- 
ment of  choice.  Operation  is  indicated  under  these 
conditions:  (a)  If  the  hematuria  is  so  severe  and 

persistent  as  to  threaten  life,  (b)  If  the  signs'  of 


internal  hemorrhage  are  increasing  rapidly,  (c)  If 
chills,  fever,  and  other  evidence  of  infection  of  a 
perinephritic  accumulation  of  blood  and  urine  are 
present. 

In  regal’d  to  the  operative  treatment,  it  might  be 
said  that  it  presents  a very  difficult  surgical  pro- 
cedure on  account  of  the  inaccessibility  of  the  re- 
nal pedicle  and  on  account  of  the  bleeding  which 
immediately  commences  upon  dislodging  the  clots 
from  the  torn  surfaces. 

The  treatment  we  employed  in  this  case  was  of  a 
very  conservative  nature,  complete  * and  absolute 
rest  in  bed,  observation  of  pulse  and  blood  pressure 
constantly.  The  convalescence  was  stormy  for  the 
first  three  days,  during  which  time  the  patient  was 
showing  signs  of  a peritoneal  irritation,  due,  we 
presume,  to  the  reflex  injury  to  the  kidney.;,  but  at 
the  end  of  ten  days  he  was  in  a position  to  leave 
the  hospital  and  now  is  back  on  his  job  and  appar- 
ently well  as  ever. 


CASE  OF  EPISTAXIS  LASTING  A WEEK 
(Diagnostic  Discussions) 

(Case  selected  from  the  Case  Records  of  the 
Massachusetts  General  Hospital,  as  published  in 
New  England  Jour,  of  Med.,  for  July  17,  1930,  page 
129.) 

CASE  HISTORY 

A Filipino  cook  aged  twenty-nine,  single,  entered 
the  hospital  complaining  of  backache  of  one  month’s 
duration. 

The  family  history  is  unimportant. 

Past  history.  He  lived  in  the  Philippine  Islands 
until  four  years  before  admission.  For  the  past 
four  years  he  had  lived  in  Massachusetts.  It  was 
impassible  to  obtain  a history  of  any  previous  ill- 
ness. 

Present  illness.  One  month  before  entry  he  was 
thoroughly  chilled  on  a long  automobile  ride.  That 
night  he  felt  feverish  and  was  kept  awake  by  a 
deep,  dull,  burning  ache  in  the  thoracic  portion  of 
his  back.  The  pain  was  persistent,  being  most 
marked  in  the  left  portion  of  the  back.  At  times  it 
radiated  upward  to  the  neck  and  head.  He  contin- 
ued to  work,  however,  until  one  week  before  ad- 
mission, when  he  became  nauseated  and  vomited 
several  times.  It  was  then  that  he  first  noticed 
blood  streaked  sputum.  He  developed  also  a slight 
but  unabated  epistaxis  which  had  continued  more 
or  less  constantly,  being  most  marked  during  morn- 
ings. At  times  he  had  raised  small  clots  of  blood 
which  seemed  to  come  from  the  posterior  naso- 
phai-ynx.  He  went  to  bed  for  three  days,  then  at- 
tempted to  resume  his  work,  but  because  of  pain, 
epistaxes,  morning  headache,  loss  of  appetite,  lassi- 
tude, and  increasing  dyspnea  on  exertion  he  decid- 
ed to  enter  the  hospital. 

Physical  examination  showed  a well  developed 
and  well  nourished  Filipino  lying  quietly  in  bed  sup- 
ported by  a back  rest.  He  presented  a somewhat 
worried  and  anxious  appearance,  but  seemed  in  no 
distress.  His  lips  were  pale;  the  skin  of  fine  tex- 
ture, hot  and  dry;  the  nose  filled  with  dark  red 
crusts;  the  breath  heavy,;,  the  tongue  and  gums  red 
but  not  bleeding;  the  pharynx  injected.  The  eye 
grounds  were  pale,  but  there  was  no  edema  of  the 
discs.  In  the  right  eye  there  was  what  appeared  to 
be  a linear  hemorrhage  which  overlay  the  edge  of 
the  disc  for  a very  short  distance.  The  heart  was 
very  moderately  enlarged.  There  was  a forceful 
impulse  in  the  fifth  interspace  9 centimeters  to 
the  left  of  the  midsternal  line.  Aortic  second  sound 
greater  than  pulmonic  second.  No  thrills  or  mur- 
murs. Blood  pressure,  systolic  158,  diastolic  90. 
The  lungs  were  clear  and  the  abdomen  negative. 
There  was  no  lymphadenopathy.  The  reflexes  were 
normal. 
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Clinical  and  laboratory  notes.  The  temperature 
varied  from  97°  to  99“  F.  and  was  usually  slightly 
subnormal.  The  pulse  ranged  between  70  and  90, 
usually  about  80.  The  respirations  were  20.  The 
admission  specimen  of  urine  was  clear,  amber  col- 
ored, acid,  specific  gravity  1.008,  albumin  the  slight- 
est possible  trace,  no  sugar.  The  sediment  showed 
3 to  5 white  cells,  20  to  30  red  cells  and  a rare  hya- 
line cast  per  high  power  field.  Subsequent  urinal- 
yses showed  the  specific  gravity  to  vary  between 
1.014  to  1.018,  with  a trace  cf  albumin,  usually  a 
few  white  cells,  a few  red  cells,  but  no  casts.  The 
hemoglobin  was  35  per  cent,  red  blood  cells  2,500,- 
000,  leukocytes  9200,  differential  count  70  per  cent 
polymorphonuclears,  27  per  cent  lymphocytes  and  3 
per  cent  eosinophiles.  The  platelets  appeared  nor- 
mal. The  serum  showed  negative  Wassermann, 
Hinton  and  modified  Hinton  reactions'.  Two  stool 
examinations  were  negative.  Several  specimens  of 
vomitus  were  brown,  with  positive  benzidine  test, 
tiO1  free  acid,  and  a total  acid  of  95.  No  sputum 
was  obtained. 

Course.  The  epistaxes  continued.  At  times  he 
vomited  clotted  blood.  Usually  he  was  restless. 
Gradually  he  became  drowsy,  apathetic  and  disori- 
ented. Seventeen  days  after  admission  his  respira- 
tions suddenly  ceased  without  any  warning. 


Discussion  by  D.  H.  Gaskins,  M.  D.,  Phoenix 

The  first  thing  that  is  brought  to  one’s  attention 
as  he  glances  over  the  salient  points  of  interest  in 
this  case  is  the_  fact  that  the  patient  is  a relatively 
young  man  with  a past  history  that  is  essentially 
negative.  He  comes  to  the  hospital  complaining  of 
pain  in  his  back  radiating  up  into  the  neck  and 
head  but  finally  localizing  definitely  in  the  left  side. 
The  next  series  of  symptoms  are  those  of  hemor- 
rhage, first  from  the  lung  and  then  from  the  nose. 
The  patient  also  gives  a history  of  vomiting  up 
small  amounts  of  clotted  blood ; this',  however,  could 
all  be  explained  from  his  persistent  epistaxis,  which 
we  are  of  the  opinion  is  not  a primary  nasal  condi- 
tion, but  due  to  some  general  systemic  disorder. 

Epistaxis  is  divided  under  two  general  heads: 
first,  with  bleeding  due  to  some  primary  nasal  con- 
dition; second,  to  some  systemic  disease.  Of  these 
general  systemic  conditions,  the  most  common  are 
diseases  of  the  blood  vessels  and  organic  diseases  of 
the  heart,  liver,  lung  and  kidneys.  Of  this  group 
we  immediately  look  to  some  circulatory  change 
which  definitely  presents  itself  to  explain  the  con- 
dition of  which  this  young  man  died. 

This’  man  has  a definitely  enlarged  heart  with  a 
blood  pressure  of  158  over  90  and  aortic  second 
sound  greater  than  pulmonic  second  sound.  Except 
in  the  advanced  stages  of  the  disease,  when  sec- 
ondary changes  may  have  occurred  in  the  kidneys 
as  a result  of  myocardial  insufficiency  or  of  sclero- 
sis of  the  renal  arteries,  the  urine  is'  usually  normal 
or  contains  but  a trace  of  albumin  and  a few  hya- 
line casts.  Functional  tests  indicate  no  reduction  in 
the  efficiency  of  the  kidneys.  Ophthalmoscopic  ex- 
amination may  reveal  nothing  abnormal,  although 
in  cases  of  long  standing  it  frequently  shows  sclero- 
sis of  the  retinal  arteries,  rdtinal  hemorrhages, 
and  even  arteriosclerotic  retinitis. 

The  blood  picture  in  this  condition  is  a result  of 
the  gradual  increasing  cachexia  which  results  from 
these  conditions  and  a secondary  anemia  from  his 
persistent  epistaxis. 

I am  making  a diagnosis  of  essential  arterial  hy- 
pertension, associated  with  a low  grade  nephritis. 


Discussion  bv  Orville  H.  Brown,  M.  D„  Phoenix 

The  illness  in  this  case  dates  definitely  from  a 
severe  chilling  about  seven  weeks  prior  to  death. 
The  history  of  chest  pain,  headache,  loss  of  appe- 
tite, lassitude  and  dyspnea,  seem  to  warrant  the  as 


sumption  that  a respiratory  tract  infection  resulted 
from  the  chilling.  The  infection  must  have  been  of 
a low  grade.  The  man  continued  for  three  weeks  to 
work,  the  chest  pain  was  severe.  There  is  no  tes- 
timony as  to  what  influence  the  respiratory  move- 
ments had  upon  the  pain.  Presumably  the  pain 
was  miore  muscular  than  pleural. 

The  epistaxis,  the  hemorrhage  within  the  eye  and 
the  red  cells  in  the  urine  point  to  a hemorrhagic 
tendency.  As  this  had  come  since  the  chilling  it 
probably  resulted  from  the  infection. 

The  low  hemoglobin  and  the  2,500,000  erythro- 
cytes point  to  a severe  grade  of  anemia  of  a sec- 
ondary type,  presumably  from  hemorrhage. 

The  brown  viomitus  may  have  been  from  blood 
which  was  swallowed  or  there  may  have  been  bleed- 
ing from  the  gastric  mucosa. 

The  absent  free  hydrochloric  acid  and  the  95  to- 
tal acidity  is  difficult  to  understand,  but  probably 
points  to  a delayed  emptying  of  the  stomach. 

Blood  pressure  of  158/90  is  a mild  grade  of  hy- 
pertension. There  was  moderate  cardiac  dilation. 
The  retention  of  urea  in  the  blood,  together  with 
negative  phthalein  excretion  indicates  nephritis. 
The  nephritis  was  probably  acute  dating  from  the 
chilling.  His  becoming  drowsy,  apathetic  and  dis- 
oriented indicates  uremia. 

The  sudden  cessation  of  respiration  without 
warning  is  probably  best  explained  b’y  a medulla 
hemorrhage. 

Diagnosis: 

Acute  glomerular  nephritis. 

Secondary  anemia. 

Uremia. 

Medulla  hemorrhage. 


Discussion  by  J.  Madison  Greer,  M.  D.,  Phoenix 

This’  is  quite  an  interesting  case  and  one  that 
considerable  time  should  be  spent  on  in  discussion. 
The  important  points  in  the  case  are, — backache  in 
dorsal  region  of  back,  probably  aching  rather  than 
cutting;  blood  streaked  sputum,  nose  bleed,  dysp- 
nea; blood  low  in  reds  and  low  in  hemoglobin; 
heart  or  rather  chest  presenting  strong  impulse  at 
fifth  interspace  9 cm.  to  left. 

We  must  think  of  the  race  of  the  individual  and 
also  the  fact  that  he  is  pi’obably  older  than  his 
years.  The  pulse  rate  and  temperature  curve,  as 
well  as  the  leukocyte  count,  would  rule  out  any 
acute  inflammatory  condition.  Also  we  find  in  the 
physical  examination  that  the  lungs  were  clear. 

Because  of  the  pain  in  the  back  we  must  think 
of  something  in  connection  with  the  spine.  In  the 
dorsal  region  the  first  thing  we  think  of  is  tuber- 
culosis or  Pott’s  disease.  The  other  things'  that 
would  give  pain  in  the  back  are  osteomyelitis  of  the 
vertebrae,  typhoid  spine  ("whatever  that  is),  aneur- 
ism, mediastinal  tumor.  There  are  also  some  forms 
of  neuritis.  Because  of  the  findings  of  bloody  spu- 
tum, nosebleed  and  blood  in  the  stomach  content  we 
can  almost  rule  out  a simple  Pott’s  disease.  If  we 
bad  an  osteomyelitis  the  clinical  course  should  b" 
that  of  an  inflammation.  Aneurism  or  mediastinal 
tumor  would  by  pressure  cause  the  pain  and  aching 
in  the  back.  B'ecause  of  pressure  or  erosion  it 
would  cause  the  hemorrhagic  condition  that  we  find 
here  as  well  as  the  dyspnea.  The  impulse  beat  in- 
dicates something-  abnormal  in  the  region  of  the 
heart,  or  the  aorta,  probably  the  descending’.  This 
impulse  con’d  be  produced  by  either  an  aneurism 
or  tumor.  The  fact  that  the  Wassermann.  Hinton 
and  modified  Hinton  were  negative  does  not,  to  my 
mind,  rule  out  aneurism. 

I believe  that  in  so  far  as  the  blood  picture  is  con- 
cerned we  can  probably  rule  out  anv  one  of  the 
rarer  Wood  conditions.  It.  is  stated  that,  the  plate- 
lets appear  normal.  The  shape  and  morphology  of 
(Continued  on  page  538) 
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THE  EVIL  EYE  IN  THE  TWENTIETH 
CENTURY 

Some  few  years  ago,  there  was  much  talk 
over  the  backwardness  of  intellectual  pro- 
gress in  our  boasted  American  civilization, 
this  comment  arising  from  certain  incidents 
which  came  to  light  in  the  backwoods  of 
Pennsylvania.  Some  people  there  resented 
what  they  called  “spells”  exerted  bv  enemies, 
these  evil  influences  causing  sickness  and 
death.  When  resentment  took  the  form  of 
physical  violence,  the  matters  reached  the 
courts  and  then  the  news  channels.  News- 
papers and  magazines  grew  fervid  in  their 
wonderment  that  such  dense  ignorance  could 
survive  in  the  very  shadow  of  great  schools 
of  learning,  comparing  the  Voodooism  of 
ignorant  negroes  and  the  witchcraft  super- 
stition of  early  colonial  days. 

So  far  as  we  remember,  no  one  called  at- 
tention to  the  fact  that  exactly  similar  ideas 
are  taught  and  believed  by  cults  in  every 
large  center  in  this  country;  that  a rich  and 
powerful  organization  has  developed  in  that 
very  hub  of  culture  which  was  most  scorn- 
ful of  Pennsylvania  for  harboring  such 
ignoramuses  as  these  believers  in  the  evil 
eye. 

This  cult  of  pseudoscientists  teach,  among 
other  peculiar  beliefs,  that  one  may  sit 
across  the  continent  and  by  thinking  a per- 
son is  sick  can  make  him  sick,  and  by  think- 
ing hard  enough  can  even  kill  him.  It  is  fair- 
ly well  known  that  these  (anti)  Christian 
(pseudo)  scientists  hold  to  the  idea  that  a 
person  can  make  himself  sick  by  believing 
he  is  sick.  This  is  not  original  with  the  cult, 
being  a well  known  physiological  and  psy- 
chological fact,  known  to  medical  practi- 
tioners for  ages.  However,  it  is  not  general- 
ly known  that  the  cult  also  believe  in  the 
evil  eye, — under  the  more  pleasing  term- 


inology of  malignant  thought  or  mesmeric 
influence,  or  some  such  vague  and  indefin- 
able expressions.  The  fundamental  mean- 
ing is  no  whit  different  from  that  which 
caused  the  Pennsylvania  mountaineer  to 
seek  out  his  enemy  and  shoot  him,  nor  is  it 
very  far  removed  intellectually  from  the 
behef  of  the  southern  negro  who  dreads  a 
spell  of  evil  and  carries  a rabbit  foot  to  ward 
it  off.  A lopsided  education  has  enabled  the 
twentieth  century  religo-medical  successors 
ot  their  primitive  ancestors  to  hide  the  crudi- 
ties of  their  belief  behind  a fantasy  of 
words.  Their  “good  thoughts”  are  protective 
to  the  same  degree  as  Sambo’s  rabbit’s  foot ; 
the  evil  thoughts  which  beset  them  and 
which  must  be  resisted,  are  no  different 
from  the  evil  eye  which  was  thought  to  have 
been  left  behind  in  the  Dark  Ages.  The  vo- 
eabularic  vestiture  is  different;  the  enclosed 
idea  is  the  same.  The  evil  eye  is  still  with  us. 

The  editor  was  recently  taken  to  task  by 
one  of  the  adherents  of  this  cult  because  he 
expressed  the  belief  that  a certain  man  who 
has  arteriosclerosis  and  vascular  nephritis 
would  not  live  long.  We  were  told  that  this 
expressed  belief  had.reacched  the  ears  of 
the  man  and  caused  him  to  come  down  with 
“mesmeric  fear that  the  man’s  “practi- 
tioner” was  having  considerable  difficulty 
controlling  his  illness  because  of  this  belief 
held  by  us  and  others  who  knew  the  man ; 
that  if  we  continued  to  believe  this  man  is 
going  to  die,  doubtless  he  will  die  and  we 
will  have  killed  him.  This  is  an  astounding 
“religious”  belief  and  show's  us  that,  in 
spite  of  intellectual  veneer,  we  are  not  far 
removed  from  the  day  w'hen  the  air  was 
Piled  w'ith  evil  spirits  and  good  spirits  con- 
testing for  the  mastery  of  our  bodies.  Now- 
adays. instead  of  offering  sacrifice  to  Mo- 
loch. we  seek  to  ward  off  evil  by  “good 


NOVEMBER,  1931 


537 


thoughts.”  Having  mentioned  Moloch,  it  oc- 
curs to  us  that  the  ultimate  outcome  of 
Moloch  worship  and  Mrs.  Eddy  worship  is 
too  often  the  same, — a sacrificial  victim.  To 
a dead  child  it  matters  little  whether  he  is 
turned  in  the  jaws  of  Moloch  or  killed  by 
ignorance. 


PECOS  VALLEY  MEDICAL  SOCIETY 

The  twenty-second  annual  meeting  of  the 
Pecos  Valley  Medical  Society  is  being  held 
in  Roswell,  N.  M.,  on  November  21st.  This 
society  is  a regular  district  organization 
affiliated  with  the  state  and  national  organi- 
zations. It  serves  the  physicians  of  eastern 
New  Mexico,  being  organized  twenty  two 
years  ago  by  the  physicians  of  the  counties 
of  Chaves,  Eddy,  Lincoln,  Roosevelt  and 
Cuiry.  Later,  the  counties  of  Lea,  DeBaea, 
Quay,  Union,  Guadalupe  and  Otero  were  in- 
cluded. The  purpose  of  the  organization  is  to 
promote  acquaintances  and  good  fellowship, 
and  encourage  the  study  of  medical  progress. 

The  Society  holds  a one  day  meeting  each 
fall,  with  a luncheon  at  which  the  discus- 
sion centers  about  subjects  pertaining  to  the 
good  of  the  medical  profession  of  Pecos  Val- 
ley and  eastern  New  Mexico. 

A full  report  of  this  year’s  meeting  will 
shortly  appear  in  this  journal. 


HOTEL  DIEU  (El  Paso)  STAFF 
MEETING 

April  1931 

DR.  GALLAGHER  opened  the  program  of  case 
discussions  by  presenting  a case  of  traumatic  in- 
jury to  the  thorax.  B-4563,  man,  22  years  of  age, 
admitted  to  the  hospital  March  4,  with  two  wounds 
in  the  chest,  bullet  in  the  muscles  of  right  side  in 
posterior  axillary  line.  Right  lung  was  dull  and 
flat  up  to  3rd  space  with  absence  of  breath  sounds, 
breath  sounds  increased  above  with  increase  in  res- 
onance. Dullness  about  two  spaces  higher  in  mid- 
axilla. X-ray  showed  an  area  of  density,  right  lung, 
extending  up  from  diaphragm  to  just  below  3rd  rib 
anteriorly  and  6th  rib  posteriorly.  There  is  a,  sug- 
gestion of  fluid.  Large  amount  of  air  in  the  soft 
tissues  just  above  the  clavicle  at  axillary  line.  A 
shadow  of  a bullet  is  seen  in  the  soft  tissues  at  ax- 
illary line  opposite  7th  rib.  Not  able,  to  obtain  fluid 
by  aspirating.  Sounds  gradually  cleared  up,  evi- 
dently injury  to  and  bleeding  in  the  lung  gave  signs 
of  consolidation  in  the  lower  lobe.  Patient  dismissed 
from  hospital  March  25,  in  improved  condition. 

Generally  speaking,  in  cases  of  abdominal  wounds 
it  is  advisable  to  operate  but  greater  danger  is 
encountered  in  chest  operations'  on  account  of  the 
proximity  to  the  heart.  Hemothorax  may  occur  but 
rarely  goes  above  the  3rd  rib  and  if  time  is  al- 
lowed for  absorption,  very  rarely  is  there  pleural 
shock.  Allow  the  patient  complete  rest.  In  case  of 
a sucking  wound  close  with  sponges  or  wet  dress- 
ings and  check  paradoxical  respiration.  In  case  of 
fractured  ribs  immobilize  patient  and  make  as 
cclmfortable  as  possible.  JVIuch  hemothorax  and 
empyema  were  seen  during  the  war  and  in  many 
instances  danger  incurred  was  from  dirt  in  cloth- 
ing. It  is  safe  to  wait  24  to  48  hours  after  injury 


for  developments.  If  a chest  is  opened  and  a posi- 
tive pressure  apparatus  not  available,  patient  is 
liable  to  develop  mediastinal  flutter  and  die.  In 
case  of  mediastinal  flutter  apply  positive  pressure, 
ether  by  tube  method  and  nitrous  oxide  and  oxy- 
gen. In  open  chest  wounds  seepage  of  blood  through 
mediastinum  and  hemorrhage  of  lung  are  rare.  In 
rapid  sucking  wounds  of  the  chest  it  is  infrequent 
for  the  lung  to  fill  the  hole,  but  if  lung  does  fill 
the  gap  it  is  better  to  leave  it  undisturbed  than  to 
subject  patient  to  additional  risk.  Bilateral  wounds 
are  very  dangerous  and  a collapse  of  both  sides 
produces  fatality.  In  case  of  collapsed  lung  either 
post-operative  or  from  injury,  symptoms  are  the 
same,  fixed  diaphragm,  cyanosis,  fast  pulse,  no 
breath  sounds.  For  foreign  body  a bronchoscopy  is 
better  than  cutting  down  on  lung.  Pleural  epilepsy 
is  very  rare.  Complications  are  infarct  and  em- 
pyema. Pulmonary  abscesses  are  rare.  Secondary 
hemorrhage  may  occur  in  two  or  three  days  or  even 
two  weeks  after  operation.  Let  patient  rest  24 
hours  and  tap  to  relieve  distress.  In  some  cases  in- 
farct is  mistaken  for  bronchopneumonia,  impression 
that  of  lobar  pneumonia  which  is  a common  com- 
plication. There  are  three  things  to  consider  in 
chest  operations, — preparation,  anesthesia  and  lo 
cation.  General  anesthetic  is  better  than  local  in 
chest  wounds  low  on  chest  wall.  Transverse  inci- 
sion in  area  of  diaphragm  if  chest  wall  is  to  be  en- 
tered, lay  flap  back,  remove  the  rib  and  make  inci- 
sion through  periosteum.  Another  method  is  inci- 
sion between  ribs  and  use  of  rib  spreader. 

DR.  HARDY  stated  that  empyema  must  be  very 
rare  following  hemothorax  and  that  evacuation  of 
blood  from  lung  is  not  necessary.  Rest  gives  good 
results  and  in  case  of  mediastinal  flutter,  turn  pa- 
tient on  stomach. 

DR.  GOODWIN  presented  three  cases  of  frac 
ture  of  ois  calcis.  In  presenting  these  cases  and 
showing  actual  results,  he  stated  that  in  many  cases 
the  x-ray  shows  only  a single  fracture,  where  inci- 
sion will  reveal  many  pieces  of  free  bone.  Most  of 
these  particular  fractures  are  received  in  falls. 
First  patient  fell  from  a house  two  years  ago,  could 
not  step  without  pain,  not  able  to  rest  at  night  and 
was  losing  weight.  Incision  was  made,  bones  ad- 
justed, triple  arthrodesis  done,  cast  applied.  Now 
the  patient  has  relief,  goes  to  his  work,  is  having  no 
pain,  feels  a little  tired  after  day  s work.  The  sec- 
ond case  of  comminuted  fracture  of  right  os  calcis, 
seen  six  months  after  injury.  A triple  arthrodesis 
was  done,  patient  now  going  about  work,  pain  re- 
lieved. Third  case  (B-4347)  admitted  January  29, 
43  days  after  injury.  Bilateral  fracture  of  os  cal- 
cis. Triple  arthrodesis  was  done  on  right  foot  and 
foot  placed  in  cast  Feb.  14.  Incision  into  left  foot 
Feb.  23,  x'evealed  astragalus  jammed  down  to  sole 
of  foot,  fi’ee  pus  in  body  of  astragalus  and  os  cal- 
cis, many  free  pieces  of  bone  in  tarsal  region.  All 
remains  of  articulation  were  removed,  the  foot  plac- 
ed in  the  best  functioning  manner,  wound  closed 
and  case  applied.  On  March  16  triple  arthrodesis 
was  done  and  short  leg  cast  applied.  Patient  dis- 
missed from  hospital  April  8. 

DR.  RAMEY  has  seen  many  cases,  which  if  al- 
lowed to  go  untreated  will  result  in  ugly  deformity 
feet  turned  out,  tibia  pushed  down  in  inner  side, 
feet  weak  and  painful.  Much  more  simple  to  treat 
these  injuries  at  once.  Under  anesthetic,  if  much 
deformity,  lengthen  the  tendo— achilles,  pull  os  cal- 
cis down,  invert  the  foot  and  place  in  cast,  with 
good  results'. 

DR.  GOODWIN  said  that  if  the  fracture  is  lineal 
it  is  a simple  matter  to  lengthen  the  tendo-aehilles 
but  when  the  fracture  is  in  the  joint,  greater  diffi- 
culty is  encountered  and  a cast  will  not  relieve  the 
pain. 
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STAFF  MEETING  OF  HOTEL  DIEU 
(El  Paso),  May,  1931. 

DR.  J.  L.  GREEN  presented  a case  of  lobar 
pneumonia  complicated  by  acute  empyema.  (This 
case  with  its  discussions  is  published  elsewhere  in 
this  issue.) 

DR.  MURPHY  presented  a case  of  intussuscep- 
tion, an  infant,  age  two  months,  who  became  ill  24 
hours  before  admission  to  hospital,  with  nausea  and 
vomiting.  A physician  was  not  consulted  until  child 
had  been  ill  20  hours.  Admitted  to  the  hospital  with 
a temperature  of  105,  pulse  140,  respiration  28. 
Physical  examination  revealed  a tumor  mass  in  the 
right  side.  Operation  revealed  the  small  bowel  in- 
vaginated  into  the  large  bowel,  appendix  also  car- 
ried in.  Mass  reduced  by  compression  at  the  left 
end,  pulling  on  small  bowel  not  effective.  Patient’s 
condition  bad  on  account  of  dehydration  and  dura- 
tion of  illness.  Oxygen  given  without  results,  pa- 
tient died  in  short  time. 

DR.  BAKER  discussed  a case  of  a patient  who 
had  been  treated  previously  to  admission  to  hos- 
pital, gunshot  wound  of  leg,  left  calf.  Bullet  passed 
through  and  through  the  calf  of  the  leg  and  a gauze 
drain  had  been  used.  A larger  incision  was  made  at 
the  point  of  entrance  and  exit  down  through  the 
fascia,  wound  irrigated  thoroughly  and  rubber 
drains  were  left  in.  Temperature  ranged  from  101 
to  102,  infection  well  developed  and  inflammation 
spread  to  the  knee,  efforts  to  check  it  were  unsuc- 
cessful and  patient  died- 

A second  case  of  a gunshot  wound  of  left  chest 
and  abdomen  was  discusised  by  Dr.  Baker.  Bullet 
entered  posteriorly  about  the  10th  rib  below  angle 
of  scapula  and  wound  of  exit  just  lateral  to  mid- 
clavicular  line  and  4 cm.  below  costal  margin,  the 
10th  rib  was  fractured.  Spleen  cut  about  half  in 
two  b'y  the  bullet  and  free  bleeding  into  abdominal 
cavity.  Patient’s  condition  did  not  permit  removal 
of  spleen,  developed  peritonitis  and  died  on  the 
4th  day. 

A third  case  presented  by  Dr.  Baker  was  that  of 
a case  of  lobar  pneumonia  who  had  been  ill  ten 
days  before  admission  to  hospital.  Pulse  irregular, 
respiration  rapid  and  noisy;  on  account  of  this  it 
was  difficult  to  get  heart  sounds.  Temperature 
practically  normal  on  admission,  shot  up  to  104  and 
patient  died  in  12  hours. 


CASE  OF  EPISTAXIS  LASTING  A WEEK 

(Continued  from  page  535) 
the  reds  are  not  given.  It  is  probably  a secondary 
anemia.  It  is  not  uncommon  to  have  hemorrhages 
of  this  Sort  in  either  aneurism  or  mediastinal  tu- 
mor. The  marked  increase  in  blood  urea  nitrogen 
was  no  doubt  a terminal  thing. 

Without  further  discussion  I should  like  to  ven- 
ture a diagnosis  of — first.;,  mediastinal  tumor,  or 
retromediastinal  tumor;  second,  aneurism  of  the 
descending  aorta.  Secondary  anemia. 


Discussion  by  Fred  C.  Jordan,  M.  f)„  Phoenix 

This  is  undoubtedly  a nephritic  death.  What  type 
of  nephritis  did  he  have?  While  the  past  history 
is  very  vague,  he  must  have  had  a nephritis  for  a 
long  time.  It  is  not  uncommon  for  an  acute  nephri- 
tis to  follow  a thorough  chilling  of  the  body  and  if 
there  is  an  old  nephritis,  it  may  beclome  distinctly 
aggravated  and  uremia  may  ensue.  The  dull  pain 
in  the  thoracic  portion  of  the  back  was  probably  due 
to  a pericarditis  which  is  not  uncommon'  in  nephri- 
tis. 

In  chronic  glomerular  nephritis,  third  stage,  you 
would  expect  symptoms  very  similar  to  these, 
though  usually  more  albumen  and  casts  are  found 
in  the  urine.  This'  type  of  nephritis  may  or  may 
not  be  associated  with  edema  and  practically  al- 


ways terminates  in  uremia.  The  blood  pressure  is 
always  high;  the  pressure  in  this  case  (158/90)  is 
considerably  lower  than  we  would  expect  in  any  ne- 
phritis with  a terminal  uremia. 

Arteriosclerotic  nephritis;  we  would  not  expect 
this  type  in  a man  of  29;  the  blood  pressure  is'  not 
as  high  as  usual  and  you  would  expect  more  signs 
of  cardiac  failure. 

The  blood  picture  is  that  of  a secondary  anemia 
which  could  be  due  to  continuous  epistaxis,  or  the 
anemia  associated  with  a chronic  nephritis.  Posi- 
tive blood  in  the  vomitus  and  no  free  Hcl  in  gas- 
tric juice  might  suggest  carcinoma  or  pernicious 
anemia,  but  the  age  of  the  patient,  lack  of  gastric 
ymptoms  and  negative  blood  picture  should  rule 
cut  these  two  diseases. 

Acute  nephritis  with  uremia  should  give  urine 
loaded  with  albumin  and  casts.  Acute  yellow  atro- 
nhy  of  the  liver  may  cause  epistaxis,  headache,  de- 
lirium,  insomnia,  severe  muscular  twitching.  It  is 
a rare  disease  and  negative  stool  examinations 
should  rule  it  out. 

My  diagnosis  is  uremia,  chronic  glomerular  ne- 
phritis; probably  pericarditis. 


Pathologic  Discussion  by  S.  Burt  Welbach,  M.  D. 

Boston 

ANATOMIC  DIAGNOSES 

Chncnic  glomerular  nephritis. 

Bronchopneumonia. 

Our  diagnosis  was  chronic  nephritis.  It  was  the 
end  result  of  one  or  two  or  numerous  exacerbations 
of  glomerular  nephritis.  There  was  moderate  bron- 
chopneumonia. Most  of  the  lung  lesions  had  the 
characteristics  of  those  produced  by  hemolytic 
streptococci. 


BOARD  OF  MEDICAL  EXAMINERS  OF 
THE  STATE  OF  ARIZONA 

The  following  are  the  names  of  the  applicants 
for  examination  and  reciprocity,  acted  upon  favor- 
ablv  by  the  Arizona  State  Board  of  Medical  Ex- 
aminers, at  the  meeting  of  October  6th  and  7th. 
1931.  There  were  14  applicants  for  examination,  12 
of  whom  passed.  They  are: 

Dr.  Richard  Leslie  Ward,  a graduate  of  the  Col- 
lege of  Medical  Evangelists,  1930.  Dr.  Ward  is  to 
be  located  at  Buckeye,  Arizona. 

Dr.  David  B.  Snelling,  a graduate  of  the  Harvard 
Medical  School.  1929.  Dr.  Snelling  is  to  be  located 
at  Tucson,  Arizona. 

Dr.  Frank  Milton  Kilgard,  a graduate  of  the  Uni- 
versity of  Illinois,  1929.  Dr.  Kilgard  will  be  in  Phoe- 
nix. Arizona. 

Dr.  Melvin  Llovd  Kent,  a graduate  of  the  Uni- 
versity of  Louisville,  1930.  Now  located  at  Mesa, 
Arizona. 

Dr.  Peter  Bowen  Hoover,  a graduate  of  Indiana 
University  School  of  Medicine,  1930,  will  be  in 
Phoenix,  Arizona. 

Dr.  Donald  Frederick  Fill,  a graduate  of  the  Uni- 
versity of  Cincinnati  Medical  College,  1929.  Dr. 
Hill  is  to  be  located  at  Tucson,  Arizona. 

Dr.  Kenneth  A.  Herbst,  a graduate  of  the  Uni- 
versity of  Minnesota  Medical  School,  1930.  Dr. 
Herbst  is  to  be  located  at  Springerville,  Arizona. 

Dr.  William  Roy  Hewitt,  a graduate  of  the  Rush 
Medical  College,  1931.  Dr.  Hewitt  is  to  be  located 
at  Tucson,  Arizona. 

Dr.  Harry  E.  Gerner,  a graduate  of  the  Univer- 
sity of  Maryland  School  of  Medicine,  1930.  Dr. 
Gerner  is  to  be  located  at  Tucson,  Arizona. 

Dr.  Palmer  Dysart,  a graduate  of  the  Northwest- 
ern University  of  Medical  School,  1930.  Dr.  Dysart 
will  be  located  in  Phoenix,  Arizona. 

Dr.  David  E.  Brinkerhoff,  a graduate  of  the 
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Eli  Lilly  and  Company 

INDIANAPOLIS,  U.  S.  A. 


Diabetic  patients  re- 
quire medical  attention  more  or  less 
constantly,  so  with  the  increasing 
number  of  cases  physicians  have  a 
growing  responsibility  to  know  Insulin 
and  its  proper  use. 

For  nine  years  leading  specialists 
in  diabetes  have  used  Iletin  (Insulin, 
Lilly)  with  good  results.  It  was  the 
first  commercial  Insulin  available  in 
the  United  States.  Its  purity,  stabili- 
ty, and  uniformity  are  characteristic. 
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Stanford  University  School  of  Medicine,  1929.  Dr. 
Brinkerhoff  will  be  located  in  Phoenix,  Arizona. 

Dr.  Austen  G.  Allen,  a graduate  of  the  Univer- 
sity of  Toronto,  1931.  Dr.  Allen  is  to  be  located 
at  Tucson,  Arizona. 

The  following  applicants  were  licensed  to 
practice  in  Arizona  by  reciprocity : 

Dr.  Milto.n  C.  Wiggins,  a graduate  of  the  Uni- 
versity of  Tennessee,  1915,  now  located  in  Paris, 
Tenn.  By  reciprocity  with  Tennessee. 

Dr.  Francis  Tweddell,  a graduate  of  the  College 
of  P.  & S.,  Columbia  University,  1907,  now  located 
at  Plandone,  N.  Y.  By  reciprocity  with  New  York. 

Dr.  Henry  Stidham  of  Safford,  Arizona,  a grad- 
uate of  the  College  of  P.  & S.,  Little  Rock,  Arkan- 
sas, 1919.  By  reciprocity  with  Arkansas. 

Dr.  Leon  Thayer  Stem,  a graduate  of  the  Uni- 
versity of  Tennessee,  1909,  now  located  at  Chat- 
tanooga, Tenn.  By  reciprocity  with  Tennessee. 

Dr.  William  K.'  Lyon,  a graduate  of  Jefferson 
Medicine  College,  1895.  Now  located  at  Glenfield, 
Pennsylvania.  By  reciprocity  with  Pennsylvania. 

Dr.  Julius  G.  Kelley,  a graduate  of  Tufts  Medi- 
cal School,  1924.  Now  located  at  Pocasset,  Mass.  By 
reciprocity  with  Mass. 

Dr.  Harry  S.  Jones,  a graduate  of  Starling  Medi- 
cal College,  1895.  Now  located  at  Ash  Fork,  Ari- 
zona. By  reciprocity  with  Ohio. 

Dr.  Charles  N.  Greusel,  a graduate  of  Creighton 
Medical  College,  1910.  Now  located  at  San  Ber- 
nardino, California.  By  reciprocity  with  Montana. 

Dr.  Frank  W.  Gale,  a graduate  of  Beaumont 
Medical  College,  1900.  Now  located  at  Tucson,  Ari- 
zona. By  reciprocity  with  Missouri. 

Dr.  Harry  LeRoy  Franklin,  a graduate  of  Tulane 
University  Medical  School  1917.  Now  located  at 
Phoenix,  Arizona.  By  reciprocity  with  California. 

Dr.  William  Leslie  Bell,  a graduate  of  the  Medi- 
cal Department  University  of  California,  1898. 
Formerly  located  at  Oakland,  California.  By  reci- 
procity with  California. 

B.  M.  BERGER,  Sec’y. 


DALLAS  SOUTHERN  CLINICAL 
SOCIETY  NEWS 

Throughout  the  summer,  the  Executive  Commit- 
tee of  the  Dallas  Southern  Clinical  Society  has  held 
weekly  meetings  perfecting  plans  for  the  society’s 
Fourth  Annual  Spring  Conference  to  be  held  in 
Dallas  March  28  to-  April  1,  1932,  inclusive.  Prep- 
arations are  already  far  in  advance  of  those  for 
last  year.  This  society,  whose  sole  purpose  is  to 
make  available  tor  the  doctors  of  the  South  the  post- 
graduate teaching  material  of  Dallas,  has  held 


three  notably  successful  annual  meetings  which 
have  occasioned  much  favorable  comment.  The  at- 
tendance last  year  was  just  short  of  1,200,  and 
plans  are  being  made  to  entertain  at  least  2,000  in 
1932. 

Twenty  of  this  country’s  most  distinguished  med- 
ical teachers  have  accepted  invitations  to  appear  in 
General  Assemblies,  Hospital  Clinics,  and  Round 
Table  Luncheons.  Ninety^six  hours  of  post-gradu- 
ate teaching  have  been  arranged  in  courses  in  lim- 
ited groups.  Elaborate  Scientific  and  Technical  Ex- 
hibits, motion  pictures  and  other  attractive  fea- 
tures are  being  planned.  The  Dallas  Southern  Clin- 
ical Society  extends  a cordial  invitation  to  all  of  the 
doctors  of  the  South  and  Southwest  to  be  present 
March  28  to  April  1,  1932. 


The  Tulane  University  of 
Louisiana 

GRADUATE  SCHOOL  OF 
MEDICINE 


Approved  by  the  Council  cn  Medical  Educa- 
tion of  the  A.M.A. 

Post-graduate  instruction  offered  in  all 
branches  of  medicine.  Courses  leading  to  a 
higher  degree  have  also  been  instituted. 

A bulletin  furnishing  detailed  information 
may  be  obtained  upon  application  to  the 

DEAN 

GRADUATE  SCHOOL  OF 
MEDICINE 

1430  Tulane  Avenue 
New  Orleans,  La. 


THE  LONG  SANATORIUM 

EL  PASO,  TEXAS. 


Modernly  equipped  for  the  care 
and  treatment  of  tuberculosis  in 
all  stages.  Rates  $20.00  per  week 
and  up.  Nurses  care  and  medical 
attention  included.  Write  for  de- 
scriptive booklet. 


A.  I).  LONG,  M.  D., 

Medical  Director 
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For  Local  and  General  Anesthesia 

KELENE 


PURE  ETHYL  CHLORIDE 


Sole  Distributors  for  the  United  States  and  Canada: 


Main  Office: 


MERCK  & CO.  Inc. 


Rahway,  N.  J. 


An  Invitation  To  the  Doctors  of  the  South 


THE  DALLAS  SOUTHERN  CLINICAL  SOCIETY 


Will  hold  it’s  Fourth  Spring  Clinical  Conference  in  Dallas,  March  28  to  April  2,  1931,  inclusive. 
FEATURES:— 20  DISTINGUISHED  GUEST  SPEAKERS. 


Dr.  Thomas  McCrae,  Philadelphia. 

(Internal  Medicine.) 

Dr.  Samuel  A.  Levine,  Boston. 
(Cardiology.) 

Dr.  Albert  H.  Rowe,  Oakland,  Calif. 

(Allergy  and  Endocrinology.) 

Dr.  Thomas  R.  Brown,  Baltimore. 

( Gastro-enterology . ) 

Dr.  Joseph  Collins,  New  York  City. 

(Neurology-psychiatry.) 

Dr.  Udo  J.  Wile,  Ann  Arbor,  Mich. 
(Dermatology.) 

Dr.  McKim  Marriott,  St.  Louis. 
(Pediatrics.) 

Dr.  Lee  W.  Dean,  St.  Louis. 

(Pediatric  Oto-larynglogy.) 

Dr.  Joseph  Beck,  Chicago. 

( Oto-laryngology. ) 

Dr.  Wm.  L.  Benedict,  Rochester,  Minn. 

(Ophthalmology.) 

Dr.  Frank  L.  Lahey,  Boston. 

(General  Surgery.) 


Dr.  J.  Shelton  Horsley,  Sr.,  Richmond.  Va. 

(General  Surgery.) 

Dr.  Carl  Hedblom,  Chicago. 

< Chest  Surgery.) 

Dr.  William  O'Neill  Sherman,  Pittsburgh. 

(Industrial  Surgery,  Orthopedics.) 

Dr.  Paul  Titus,  Pittsburgh. 

(Obstetrics.) 

Dr.  Edward  H.  Richardson,  Baltimore. 
(Gynecology.) 

Dr.  Herman  L.  Kretschmer,  Chicago. 
(Urology.) 

Dr.  Dudley  A.  Smith,  San  Francisco. 
(Proctology.) 

Dr.  Merrill  C.  Sosman,  Boston. 
(Radiology.) 

Dr.  John  A.  Kolmer,  Philadelphia. 

(Clinical  Pathology  and  Immunology.) 

DAILY  HOSPITAL  CLINICS 
DAILY  ROUND  TABLE  LUNCHEONS 
THREE  EVENING  SYMPOSIA 


96  hours  Post-Graduate  Instruction  Arranged  in  Courses. 

All  inclusive  registration  fee — $10.00.  For  detailed  information  address  Dr.  M.  O.  Rouse,  Secre- 
tary, 1424  Medical  Arts  Bldg.,  Dallas,  Texas. 
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WHITE  HOUSE  CONFERENCE  MEMBER 
RATES  BREAST  MILK  BEST 
FOR  INFANTS 


“The  nearer  the  milk  administrated  to  the  arti- 
ficall  fed  infant  approaches  human  breast  milk  in 
composition  and  sterility,  the  nearer  the  artifi- 
cially fed  infant  approaches  in  its  general  resist- 
ance and  condition  that  of  normal  nurslings.” 

This'  statement  written  by  a member  of  the  White 
House  Conference  presents  accurately  the  idea  back 
of  S.  M.  A.,  an  infant  food  developed  at  the  Babies 
and  Children  s Hospital  of  Cleveland,  Ohio.  S.  M.  A. 
is  regarded  by  many  physicians  to  be  the  closest 
approximation  to  mother’s  milk  in  existence. 

It  resembles  breast  milk,  having  the  same  per- 
centage composition  and  in  addition,  the  same  buf- 
fer value,  depression  of  freezing  point,  specific 
gravity,  fcydrogen  ion  concentration  and  caloric 
value.  It  is  also  interesting  to  note  that  the  fat  in 
S.  M.  A.  has  the  same  character  numbers  as  breast 
milk  fat,  such  as  Polenske,  Iodine,  Reichert  Meissel, 
Saponification,  Melting  Point  and  Refractive  In- 
dex. Sufficient  cod  liver  oil  is  incorporated  in  this 
fat  to  make  it  anti-rachitic. 

Like  breast  milk,  S.  M.  A.  is  used  without  medi- 
fication  for  the  normal,  full  term  infant  with  ex- 
cellent results'  in  most  cases. 

The  tuberculin  tested  cow’s  milk  used  as  a basis 
for  the  production  of  S.  M.  A.  is  under  the  strict 
supervision  of  both  Cleveland  and  Chicago  Boards 
of  Health. 

Special  Food  for  Premature  Infants. 

For  premature  infants,  and  to  correct  diarrhea 
and  malnutrition,  Protein  S.  M.  A.  (Acidulated)  is 
recommended.  This  is  a special  form  of  S.  M.  A. 


high  in  protein  and  low  in  fat  and  carbohydrate, 
with  a relatively  high  acidity.  The  same  anti- 
rachitic fat  is  present  supplying  vitamin  “D,”  and 
it  contains  enough  lemon  juice  to  make  it  anti-scor- 
butic as  well. 

Develops  Non-Allergic  Milk. 

For  infants,  children  and  adults  sensitive  to  milk 
protein,  the  S.  M.  A.  Corporation  has  produced  a 
non-allergic  cow’s  milk,  (SMACO  300).  Excellent 
results  have  been  reported. 


SOME  BONE  CHANGES  PRODUCED  BY  DIS- 
EASES OF  THE  HEMATOPOIETIC  SYSTEM. 
J.  W.  Pierson,  M.D.,  Baltimore.  Sou.  Med.  Jour., 
24:191  (March,  1931). 

Of  the  anemias,  the  congenital  forms  produce  the 
most  interesting  bone  changes,  the  result  of  chronic 
overstimulation  of  the  bone  marrow.  The  great  in- 
crease in  the  number  of  young  red  blood  cells  in  the 
bone  is  accompanied  by  a hyperplasia  which  causes 
the  bone  marrow  to  swell,  producing  increased  pres- 
sure on  the  cortex;  the  cortex  becomes  thin  and  al- 
lows the  bone  to  expand,  registering  on  the  roent- 
genogram by  increase  in  size  of  the  shaft  of  long 
bones  and  depth  of  flat  bones.  The  hones  appear 
to  be  more  porous  than  normal  and  present  a very 
mottled  appearance.  Late  in  the  disease  when  the 
bone  marrow  is  replaced  by  new  bone,  striations 
ai’e  seen  in  the  marrow  cavity  of  long  bones.  In 
leukemia,  where  the  bone  marrow  fat  is  largely  re- 
placed by  new  blood  cells,  the  roentgenograms  show 
areas  of  lessened  density  giving  a mottled  appear- 
ance to  the  marrow  cavity;  the  cortex  is  thinner 
than  normal  and  the  periosteum  elevated;  the  pic- 
ture is  somewhat  similar  to  that  found  in  the  an- 
emias. In  Hodgkin’s  disease  sometimes  striking 
changes  in  bones  are  found ; the  bones  begin  to 


Doctor!  Send  f°r  this  416-Page  Catalog 

of 

Surgical  Instruments, 
Equ  ipment  and  Supplies 

Contains  listings  of  your  every  want  at  money- 
saving prices.  Thousands  of  items:  “White  Steel 
Furniture,  Reception  Room  Furniture,  Physical 
Therapy  Apparatus,  Chrome  Plated  Instruments, 
Diagnostic  Instruments  and  Apparatus,  Laboratory 
Apparatus,  Supplies,  Orthopedic  Supplies,  Etc. 
Everything  for  a distinctive  armamentarium.  Just  mail 
us  your  name  and  address.  It’s  FREE.  No  obligations. 
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change  their  appearance  when  the  fibrotic  stage  is 
reached,  at  which  time  they  are  quite  porous  and 
give  mottled  appearance;  later  areas  of  necrosis 
are  represented  by  numerous  discrete  areas  of  les- 
sened density  scattered  throughout  the  caseous  sys- 
tem. At  times  a large  area  of  bone  destruction  is 
found  resembling  neoplasm.  In  Gaucher’s  disease, 
the  course  is  very  chronic  and  various  stages  of 
bone  change  may  be  found.  The  replacement  of  the 
normal  by  abnormal  cells  is  indicated  by  areas  of 
increased  density,  with  increase  in  diameter  of  long 
bones,  of  depth  in  flat  bones  and  of  vertebral  bod- 
ies; periosteum  is  thickened,  and  the  picture  may  be 
confused  with  osteomyelitis  (chronic). 

In  many  of  these  cases,  all  factors  must  be  con- 
sidered in  order  to  make  a correct  differential  diag- 
nosis. 

UROSELECTAN,  A RADIOLOGICAL  AND 
UROLOGICAL  STUDY.  Bransford  Lewis,  M.D., 
B.  Sc.,  F.A.C.S.,  Grayson  Carroll,  M.D.,  F.A.C.S., 
and  Martyn  Schattyn,  M.D.,  A.B.,  St.  Louis.  Sou 
Med.  Jour.,  24:  206,  (March,  1931). 

Cystoscopic  urography  is  not  always  practical  and 
the  method  of  examination  by  uroselection  is  supple- 
mentary. Each  method  of  examination  has  its 
pJa  ' . Cysioscon.c  technic  gives  roentgenograms 
which  are  superior  to  those  following  uroselectan; 
their  evidence  is  positive  while  that  of  uroselectan; 
is  negative.  In  the  technic,  the  patient  drinks 
freely  of  fluids  the  day  before  injection  and  the 
intestines  as  free  from  contents  as  possible.  Take 
a “flat”  roentgenogram  before  the  injection.  The 
technic  advised  by  the  authors  of  this  method  is  fol- 
lowed, except  that  the  time  is  reduced  to  ten  min- 
utes. From  three  to  five  roentgenograms  are  taken 
according  to  ^he  requirements  of  tbe  case.  It  has 
been  shown  that  normally  90  per  cent  of  the  urose- 
lectan injected  is  eliminated  by  the  kidneys,  60  per 
cent  in  the  first  two  hours,  25  per  cent  in  the  next 
four  hours,  which  facts  may  be  utilized  in  making 
roentgenograms.  A child  of  seven  years  receives 
one-half  and  one  of  two  years  one-fourth  the  adult 
dose.  There  is  no  object  in  dividing^  the  dose  be- 
tween the  two  arms  as  suggested  by  some.  Six 
ceres  are  cited. 

LIMITATION  OF  THE  MANUFACTURE  OF 
NARCOTIC  DRUGS.  In  accordance  with  the  pro- 
visions of  the  Hague  convention  of  1912,  Congress 
made  laws  for  controlling  and  regulating  the  pro- 
duction of  and  the  traffic  in  the  drmgs  mentioned 
by  the  convention.  Now  domestic  production  and 
traffic  in  these  dangerous  drugs  is  limited  by  fed- 
eral law.  The  importation  of  opium  and  coca  leaves 
into  the  United  States  is  restricted.  The  enforce- 
ment of  the  laws  have,  however,  not  prevented  the 
importation  of  drugs  for  illicit  uses.  Introduction 
of  narcotic  drugs  by  smugglers  cannot  be  prevent- 
ed until  other  countries  control  the  manufacture  and 
export  of  narcotic  drugs  adequately.  To  this  end 
our  government  initiated  the  movement  which  re- 
sulted in  the  calling  of  the  International  Opium 
Commission  at  Shanghai  in  1909  and  since  then  has 
continued  in  its  efforts  along  these  lines.  The  man- 
ufacture of  narcotic  drags  must  be  limited  to  ap- 
proximate medicinal  and  scientific  needs.  Physi- 
cians must  aid  in  the  determination  of  such  needs 
by  limiting  their  own  prescribing  to  indispensable 
uses.  The  pitiful  character  of  the  drug  addict  and 
the  association  of  drug  addiction  with  crime  and 
other  menaces  to  the  public  welfare  demand  all  the 
help  that  physicians  can  give  in  solving  this  prob- 
lem. (Jour.  A.M.A.,  May  9,  1931,  p.  1623.) 

LEUKOPLAKIA  BUCCALIS:  A STUDY  OF 
EIGHTY  CASES.  Howard  King,  M.D.,  and  C.  M. 
Hamilton,  M.D.,  Nashville,  Tenn.  Sou.  Med.  Jour., 
24:  380,  (May,  1931.) 


Leukoplakia  rarely  occurs  in  youth.  Tobacco  is 
the  most  prevalent  etiologic  factor,  syphilis  playing 
a minor  role.  It  is  resistant  to  treatment.  Leuko- 
keratoses  are  removed  by  electrocoagulation,  the 
radium  plaque  not  being  used  at  present,  having 
been  tried  and  found  unsatisfactory.  This  seems 
strange  because  the  best  results  on  lip  lesions  have 
been  secured  with  x-ray,  giving  from  three  to  five 
skin  units.  Where  carcinoma  has  developed,  they 
were  irradiated  with  radium  and  destroyed  by  elec- 
tro-coagulation immediately  afterwards.  Mild  le- 
sions of  leukoplakia  over  large  areas  should  not 
receive  strong  applications. 


SITUATIONS  WANTED 
WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections  en- 
able us  to  gi\e  superior  service.  Aznoes  National 
Physicians’  Exchange,  30  North  Michigan,  Chicago. 
Established  1896.  Member  The  Chicago  Association 
'«f  Commerce. 


WANTED — Locum  Tenens  work;  or  Arizona  af- 
filiation by  M.D.  oualified  to  do  medicine,  surgery, 
a,nd  Physical  Therapy.  Address  E.  C.  Wills,  M.D., 
Wi  k-nhtirg.  Arizona. 


TRAINED  NURSE  - STENOGRAPHER  desires 
position  in  physicians  office,  clinic  or  hospital  his- 
torian. 


Box  B,  Care  of  Southwestern  Medicine. 


and  the  discomforts  and  social  implication  that 
go  with  it,  for  perspiration  often  leaves  in  its  wake 
an  odor  quite  unpleasant. 

Here  is  an  opportunity  for  cooperation  between 
the  doctor,  who  prescribes  the  remedy,  the  nurse, 
who  applies  it,  and  the  patient  who  may  need  it. 

The  remedy  is  simple  enough  and  safe. 

NONSPI 

(\N  ANTISEPTIC  I.IQUin) 

checks  the  perspiration  and  prevents  the  odor,  too. 

It  needs  to  be  applied  only  once  or  twice  a week 
under  the  arms  and  to  those  parts  of  the  body  not 
exposed  to  adequate  ventilation.  Trial  supply 
gladly  sent  to  physicians. 

YES,  I’d  like  to  try1  NONSPI.  Please  send  me  a free  trial  supply. 

Name 

Address City State 

THE  NONSPI  COMPANY,  117  West  isth  Street,  New  York  City 
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THE  MILO  BAR  BELL.  Those  who  study  the 
fantastic  advertisements  of  the  “big  muscle  boys,” 
appearing  in  such  magazines  as  Physical  Culture, 
will  remember  the  pictures  of  the  superman,  with 
the  musculature  of  an  ox,  holding  aloft  a particu- 
lar brand  of  dumb-bells  known  as  the  “Milo  Bar 
Bell.”  From  the  advertising,  one  gathers  that  by 
the  use  of  this  particular  device,  the  puniest  and 
weediest  of  individuals  can  develop  into  veritable 
Samsons.  It  appears  that  the,  Milo  Bar  Bell  Com- 
pany, which  exploits  this  device,  is  a trade  name 
used  by  one  D.  G.  Redmond.  The  Federal  Trade 
Commission  has  issued  an  order  to  Redmond  to 
cease  and  desist  from:  “Representing  by  pictures, 
statements  or  otherwise,  that  physical  development 
reasonably  attributable  to  natural  growth  has  been 
brought  about  by  the  use  of  respondent’s  bar  bell 
or  other  appliance  or  course  of  instruction.”  (Jour. 
A.M.A.,  May  2,  1931,  p.  1527.) 


“When,  As  and  If”  the  bottle  fed  baby  exhibits 
symptoms  indicating  partial  vitamin  B deficiency- — 
described  by  Hoobler  as  (1)  anorexia  (2)  loss  of 
weight  (3)  spasticity  or  arms  and  legs  (4)  rest- 
lessness, fretfulness  (5)  pallor,  low  hemoglobin, 
etc. — 

Dextri-Maltose  with  Vitamin  B may  be  used  in 
adequate  amounts  (up  to  71  Chick-Roscoe  units) 
without  causing  digestive  disturbance.  This  ethi- 
cally advertised  product  derives  its  vitamin  B com- 
plex from  an  extract  of  wheat  germ  rich  in  B and 
brewers  yeast  rich  in  G.  Physicians  who  have  at- 
tempted to  make  vitamin  B'  additions  to  the  infant’s 
formula  but  who  have  been  obliged  to  abandon  same 
due  to  diarrheas  or  other  unfortunate  nutritional 
upsets,  will  welcome  Mead’s  Dextri-Maltose  with 
Vitamin  B.  This  is  a tested  product  with  rich  lab- 
oratory and  clinical  background  and  is  made  by 


Mead  Johnson  & Company,  a house  specializing  in 
infant  diet  materials. 

Not  all  infants  require  vitamin  B supplements, 
but  when  the  infant  needs  additional  vitamin  B, 
this  product  supplies  it  together  with  carbohydrate. 
In  other  cases,  the  carbohydrate  of  choice  is  Dex- 
tri-Maltose, No.  1,  2 or  3. 


HOW  TO  CORRECT  DIARRHEA 


After  a starvation  period  of  twelve  to  twenty- 
four  hours  on  boiled  water  or  gelatin  water  (%  oz. 
of  gelatin  to  one  pint  of  boiled  water),  the  infant 
should  be  given  Protein  S.  M.  A.  (Acidulated)  di- 
luted 4 level  tablespoons  with  9 ounces  of  water, 
and  without  any  additional  carbohydrate. 


Severe  cases 
Medium  cases 
Mild  cases 


1st  Day 
3 oz. 
10  oz. 
15  oz. 


2nd  Day 
6 oz. 

15  oz. 
30  oz. 


3rd  Day* 
9 oz. 

20  oz. 


After  48  hours  or  when  the  stools  become  normal, 
SMACO  (400)  Maltose  and  Dextrins  (Spray  Dried) 
should  be  added  gradually,  beginning  with  one  oz. 
to  the  quart,  and  increasing  until  the  infant  is  gain- 
ing steadily  in  weight.  In  certain  cases,  it  may  be 
necessary  to  increase  the  carbohydrate  to  a total  of 
12  to  15%  (3  to  4 oz.  of  carbohydrate  to  the  quart). 


* Until  the  proper  amount  for  their  age  and 
condition  is  reached,  which  is  200  c.c.  per  kilo  of 
body  weight  per  twenty-four  hours,  or  three  ounces 
per  pound  of  body  weight  per  twenty-four  hours. 
However,  the  total  twenty-four  hour  intake  need  not 
go  above  thirty-two  to  thirty-five  oz.  or  960  to  1050 
c.c. 


THE  ROBINSON  CLINIC 


Brain  tumors  are  more  prevalent  than  the  profession  realizes. 
Routine  autopsies  performed  on  all  patients  who  die  in  the  City 
Hospital  in  Vienna  showed  that  one  out  of  four  thousand  cases  had 
some  type  of  cranial  neoplasm.  In  other  words,  in  every  com- 
munity of  ten  thousand  people,  there  are  at  least  two  people  suf- 
fering from  a brain  tumor. 

With  this  fact  in  mind,  every  effort  should  be  made  to  diagnose 
and  localize  these  tumors  before  it  is  too  late,  always  remembering 
that  few  cases  are  typical  until  after  the  optimum  operative  period 
has  passed. 

The  classical  triad  of  headache,  vomiting  and  choked  disc  is 
seldom  found  in  entirety  The  presence  of  one  of  these  conditions 
with  gradually  progressing  neuro-logical  symptoms,  is  sufficient  to 
warrant  the  diagnosis  of  potential  tumor,  and  every  step  should  be 
taken  to  determine  the  presence  and  location  of  a tumor  mass. 

Surgery  is  the  only  adequate  therapy.  X-ray  should  never  be 
used  until  after  operation,  as  some  types  of  glioma  are  activiated  by 
radiation  and  in  all  types,  oedema  is  produced,  that  will  invariably 
aggravate  the  patient’s  symptoms  and  may  even  cause  death. 


CURTIS- WRIGHT  FLYING  SERVICE 


Nervous  and  Mental 
Diseases 

G.  Wilse  Robinson,  Jr.,  M.D. 
Associate  Medical  Director 


G.  WILSE  ROBINSON,  M.D. 

Medical  Director 
1432  Professional  Building 
8100  INDEPENDENCE  ROAD 

KANSAS  CITY,  MO. 


Drug  and  Alcohol 
Addiction 

Paul  A.  Johnson,  M.D. 
Internist 


THE  BOY 

WHO  FOUND  RAINBOWS 
IN  COAL-TAR 

One  Easter  vacation  in  1856, 17- 
year-old  William  Henry  Perkin, 
a student-assistant  in  the  Royal 
College  of  Chemistry,  was  toil- 
ing in  an  improvised  laboratory 
under  the  eaves  of  his  English 
home. 

“Throw  the  rubbish  away!” 
croaked  unimaginative  Com- 
mon Sense,  when  the  boy 
poured  in  a red  fluid  and  got 
a dirty,  sticky,  dark  mass  at 
the  bottom  of  his  test  tube. 
“Examine  it!”  whispered  Sci- 
ence. “It  may  be  worth  some- 
thing!” 

Science  was  right.  Out  of  that 
ugly  dark  mud  came  a lovely 
violet-purple  dye.  This“Mauve” 
was  the  first  aniline  dye  ever 
inade  from  coal-tar. 

But  young  Perkin  did  more 
than  found  an  industry.  His 
experiments,  and  the  experi- 
ments of  other  men  in  those 
early  days,  showed  the  way  to 
a new,  creative  chemistry. 

Men  began  to  build  with 
atoms. 




THE  HOUSE  OF  RESEARCH 


PARKE-DAVIS  research  chemists  often  spend  years  in  producing  a 
single  synthetic  chemical  compound.  For  example,  in  a recent  search 
for  a synthetic  drug  to  accomplish  a certain  purpose,  hundreds  of  com- 
pounds were  patiently  huilt  up.  Each  in  turn  was  put  to  the  severest 
tests.  Finally  one  was  obtained  that  met  our  exacting  requirements. 

Such  is  the  spirit  of  the  Parke-Davis  laboratories.  Steadfastly  adhering 
to  the  high  ideals  that  are  woven  into  the  fabric  of  the  organization, 
stubhornlyrefusing  to  compromise  with  quality,  the  loyal  men  and  women 
of  our  staff  feel  a keen  personal  pride  in  the  confidence  that  the  medical 
and  pharmaceutical  professions  so  willingly  repose  in  the  products  which 
bear  the  Parke-Davis  label. 

PARKE,  DAVIS  & CO. 

The  world’s  largest  makers  of  pharmaceutical  and  biological  products 
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ENZYMOL 


For  Topical  Application 

Observations  of  the  action  of  gastric  juice  outside  the  body  show  a 
usefulness  for  a properly  prepared  product  of  this  nature.  An  example 
of  one  of  its  indications  is  solution  of  necrotic  and  carious  bone  tissue. 

ENZYMOL  is  an  extract  of  the  fresh  stomach  tissue  juice,  specially 
designed  for  topical  application. 

ENZYMOL  is  put  up  in  convenient  vials.  It  requires  ordinarily  for  use 
dilution  with  an  equal  volume  of  water;  also  with  hydrochloric  acid  es- 
pecially for  cases  in  which  this  may  be  desirable — refractory  tissue,  large 
cavities,  etc. 

Originated  and  Made  by 


Fairchild  Bros.  & Foster 


NEW  YORK 


ARLY 
SYPHILITIC 
TREATMENT 
SHOULD  BE 
PERSISTENTLY 
CONTINUOUS 


I he  healing  of  syphilitic  lesions,  and  the 
production  of  a negative  Wasserman  follow- 
ing a single  course  of  six  or  eight  arsenical 
injections,  may  cause  the  luetic  individual 
to  believe  himself  protected.  The  patient, 
who,  because  of  this  false  sense  of  security, 
discontinues  treatment,  is  in  great  danger 
of  developing  a more  serious  case  of  neuro- 
syphilis. 

For  the  full  protection  of  such  individuals 
and  of  those  with  whom  they  come  in  con- 
tact, treatment  should  be  continued  and 
should  consist  of  at  least  four  courses  of  a 
satisfactory  arsenical  at  suitable  intervals. 

The  high  therapeutic  efficacy,  low  toxic- 
ity and  readv  solubility  of  Squibb  Arsenicals 
provide  as  high  and  permanent  a thera- 
peutic benefit  to  your  patients  as  it  is 
possible  to  obtain. 

Write  to  Professional  Service  Depart- 
ment, 745  Fifth  Avenue,  New  York,  for 
booklets  giving  complete  information 
about  Squibb  Arsenical  Products. 


Neoarsphenamine  Squibb  Im- 
proved— Marketed  in  ampuls  of 
0.15,  0.30,  0.45,  0.60,  0.75,  and 
0.90  Gm.  and  in  packages  con- 
taining an  ampul  of  the  arsenical 
together  with  a 10  cc.  ampul  of 
Sterile  Double-Distilled  Water 
Squibb. 


Arsphenamine  Squibb— For  in- 
travenous injection  after  neutrali- 
zation. Readily  soluble  in  cold 
distilled  water.  Marketed  in  0.1, 
0.2,  0.3,  0.4,  0.5,  and  0.6  Gm. 
ampuls. 

Sulpharsphenamine  Squibb  — For 

intramuscular  injection  after  sim- 
ple solution  in  distilled  water. 
Supplied  in  0.1, 0.2, 0.3,  0.4,  0.5, 
and  0.6  Gm.  ampuls. 


E R:  Sqjjibb  Si  Sons.  New  York 
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Specialists  in  the  Southwest 


EL  PASO,  TEXAS 


J.  A.  RAWLINGS,  M.  D. 

and 

HARRY  LEIGH,  M.  D. 

Practice  Limited  to 

Diseases  of  Children  and 
Obstetrics 

1,01,  Roberts-Banner  Bldg.  El  Paso 


W.  E.  VANDEVERE.  M.  D. 

Eye.  Ear.  Nose  and  Throat 
Bronchoscopy  and  Esoph agoscopy 

810  Bassett  Bldg.  El  Paso 


FRANKLIN  D.  GARRETT,  M.  D. 

Practice  Limited  to 

Diseases  of  the  Stomach  and  Intestines 
and  (Related  Internal  Medicine 

Two  Republics  Life  Bldg.  El  Paso 


G.  WERLEY,  M.  D. 

Diseases  of  the  Heart 

1,01-2  Roberts-Banner  Bldg.  El  Paso 


ROBERT  B.  HOMAN,  M.  D. 

Practice  limited  to 

Chest  Diagnosis  and  Consultations 
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Practice  Limited  to 

Internal  Medicine 
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LESLIE  M.  SMITH,  M.  D. 

Practice  Limited  to 
Dermatology  and  Syphilology 
x-ray  therapy  ab  indicated  in  dermatolocy 

1029  First  National  Bank  Bldg.  El  Paso 


W.  R.  JAMIESON.  M.  D 

Genito  Urinary.  Skin  and  Rectal 
Diseases 

921  First  National  Bank  Bldg.  El  Pas 


W L BROWN.  M D CP  BROWN.  M D 

BROWN  AND  BROWN 

Suite  1,01,  Roberts-Banner  Bldg.  El  Paso 


JAMES  VANCE.  M.  D 

Practice  Limited  to 

Surgery 

313-1,  Mills  Bldg.  El  Paso 

HOURS  II  To  11:30 


K.  D.  LYNCH.  M.  D. 

Genito  Urinary  Surgery 

ill  Mills  Bldg.  El  Paso 


ALBUQUERQUE,  N.  M. 


M.  K.  WYLDER.  M.  D 

Special  attention  to 

Diseases  of  Children 

626-626  First  National  Bank  Building 
Albuquerque,  New  Mexico 


DECEMBER,  1931 


in 


AMARILLO,  TEXAS 


AMARILLO,  TEXAS 


J.  R.  LEMMON,  M.  D. 
PRACTICE  LIMITED  TO 
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DRS.  LEMMON,  HENDRICK  AND  LEMMON 
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J.  W.  HENDRICK,  M.  D.  W.  N.  LEMMON,  M.  D.. 
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PHOENIX,  ARIZONA 
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EDGAR  H.  BROWN,  M.  .D 

Practice  Limited  to 
Orthopedic  Surgery 
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Appliances  made  to  specifications. 

905  Professional  Bldg.  Phoenix 


HARRY  R.  CARSON.  M.  D. 
Diseases  of  Children 


903  Professional  Bldg. 


Thoenix 


JOSEPH  MADISON  GREER,  M.  D. 

F.  A.  C.  S. 

SURGERY 

Bone  and  Joint  Surgery 

Consultation  by  appointment 
111]  Professional  Bldg.  Phoenix 

FRED  G.  HOLMES.  M.  D. 

VICTOR  RANDOLPH.  M.  D. 

HOWELL  RANDOLPH.  M.  D. 
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A General  Hospital 

□ □ □ 

Young  ladies  wanted  for 
Training  School.  For  in- 
formation address 

Superintendent, 
Providence  Hospital 
El  Paso,  Texas 
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LAS  ENCINAS 

Pasadena , California 

A Sanatorium  for  the  Treatment 
of  General  and  Nervous  Diseases 

riE5ESi3H 

. ;:/t: 


Las  Encinas 


Climate  Ideal,  Cuisine  Excellent,  Outdoor  Recreation. 

Located  in  the  foothills  of  Sierra  Madre  mountains,  surrounded  by  a 
20-acre  grove  of  live  oaks.  Central  building  and  private  cottages  with 
modern  conveniences.  Hydrotherapy,  Electrotherapy,  Baths  and  Mas- 
sage. Physicians  and  nurses  in  constant  attendance.  i i i i 

BOARD  OF  DIRECTORS 

George  Dock,  M.  D.  F.  H.  MacPherson  W.  Jarvis  Barlow,  M.  D. 
F.  C.  E.  Mattison,  M.  D.  Stephen  Smith,  M.  D. 

Write  for  beautifid  illustrated  booklet 

Stephen  Smith,  M.D.,  F.A.C.P.  C.  W.  Thompson,  M.D.,  F.A.C.P. 

Medical  Directors 

LAS  ENCINAS,  PASADENA,  CALIF. 
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Compensate 

"DON’TS" 
IABETSC  DIET 


Wa  ys  to 

for  the 

ON  THE  D 

If  what  the  patient  can  eat  be  made 
more  varied  and  more  appetizing,  con- 
forming to  the  "don’ts"  on  the  diet  will 
seem  much  less  of  a hardship.  Knox 
Sparkling  Gelatine  brings  change  to 
the  diet  without  involving  deviation 
from  the  diet.  Its  use  introduces  more 
than  fifty  appealing  dishes  to  the  dia- 
betic routine  — all  built  up  from  the 
basic  foods  allowed. 

The  splendid  thing  about  Knox  Gela- 
tine is  that  it  can  be  used  freely  and 


safely.  It  is  pure,  granulated  gelatine. 
It  contains  no  sugar,  no  coloring,  no 
flavoring  ...  no  synthetics  of  any  kind. 
It  combines  ideally  with  other  foods. 

Knox  has  prepared  a Diabetic  Recipe 
Book.  Many  physicians  have  found  this 
book  to  be  valuable,  giving  it  to  their 
patients  as  a supplement  to  the  diet 
list.  It  is  available  in  any  quantity  for 
physicians  who  desire  it.  For  your  con- 
venience, a coupon  is  printed  below. 
Just  send  it  in. 


WINTER  SALAD  (Six  Servings) 


C'  Grams 

Prot. 

Fat 

Carb. 

Cal. 

2 teaspoons  Knox  Spar- 

kling  Gelatine 4..-> 

4 

J4  cup  cold  water 

34  cup  hot  water 

34  teaspoon  salt 

cup  vinegar 

1 34  cups  grated  cheese  . . 150 
34  cup  chopped  stuffed 

43 

54 

olives 70 

1 

19 

8 

34  cup  chopped  celery.  . . 60 
34  cup  chopped  green 

1 

2 

pepper  25 

1 

cup  cream,  whipped  . 75 

2 

30 

2 

Total 

51 

103 

13 

1183 

One  serving 

8.5 

17 

2 

197 

Soak  gelatine  in  cold  water.  Bring  hot  water  and  salt  to  boil 

and  dissolve  gelatine  in  it.  Add  vinegar  and  set  aside  to  chill. 
When  nearly  set,  beat  until  frothy,  fold  in  cheese,  olives, 
celery,  pepper  and  whipped  cream.  Turn  into  molds  and  chill 
until  firm.  Unmold  on  lettuce  leaf  and  serve. 


SPANISH  CREAM  <** serves) 

Grams  Prot.  Fat  Garb.  Cal. 
1 tablespoon  Knox  Spar- 
kling Gelatine 7 6 


cup  cold  water 

1 cup  milk 

. .240 

7 

10 

z/i  cup  boiling  water  . . 
2 eggs 

134  teaspoons  vanilla 
Few  grains  salt 

100 

13 

10.5 

Total  26  20.5  12  336.5 

One  serving  4 3 2 56 


Soak  gelatine  in  cold  water  five  minutes.  Heat  water  and  milk 
over  boiling  water,  add  gelatine  and  stir  until  dissolved. 
Separate  eggs  and  beat  yolks  until  lemon  colored.  Stir  gelatine 
mixture  slowly  into  egg  yolks.  Return  to  stove  and  cook  over 
boiling  water  until  mixture  begins  to  thicken.  Remove  from 
stove,  add  vanilla  and  salt  and  chill.  Beat  egg  whites  until 
stiff  and  fold  into  jelly  when  almost  set.  Mold  and  chill  until 
firm. 


KIM  OX  is  the  real  GELATINE 

F you  agree  that  recipes  like  the  ones  on  Name  

this  page  will  be  helpful,  write  for  our 
complete  Diabetic  Recipe  Book  — it  con- 
tains dozens  of  valuable  recommendations 
for  the  diabetic  diet.  We  shall  be  glad  to 
mail  you  as  many  copies  as  you  desire. 

Knox  Gelatine  Laboratories,  Knox 

Ave.,  Johnstown,  N.  Y. 


Stale 
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Sold  at  Department  Stores , Surgical 
Section , and  Corset  Specialty  Shops. 
Write  for  Physician's  Manual. 


S.  H.  CAMP  and  COMPANY 


Manufacturers,  JACKSON,  MICHIGAN 
CHICAGO  NEW  YORK  LONDON 

1056  Merchandise  Mart  330  Fifth  Avenue  252  Regent  Street,  West 


Maternity  Garment 
Proportioned 
to  the  Figure  Tgpe 

Model  No.  3061,  with  a higher  top  line  and  suitable 
groin  and  cupped  buttock  length,  is  built  for  the  long' 
bodied  woman.  Low  abdominal  lift  to  remove  bladder 
pressure  and  hold  the  organs  firmly  yet  comfortably  to 
place.  The  Camp  Patented  Adjustment  provides  de* 
pendable  and  adjustable  sacro-iliac  support.  Extra  ab' 
dominal  lacings  provide  for  body  development. 

There  is  a Camp  Support  proportioned  to  every  figure 
type — suiting  body  outlines  and  stature  as  well  as  the 
special  maternity  condition. 


—1 


THE  HOMAN  SANATORIUM 

For  the  Treatment  of  Tuberculosis 

EL  PASO,  TEXAS 

A privately  owned,  thoroughly  and  modernly  equipped,  ethical  institution  of  110  rooms. 
Heliotherapy,  pneumothorax,  phrenic  nerve  and  chest  surgery,  and  all  other  modern  meth- 
ods of  treatment. 


Write  for  booklet  giving  rates  and  other  information. 


A digitalis  preparation  of  dependable  potency,  stable,  accurately  as- 
sayed and  physiologically  standardized.  Digitan  is  manufactured  from 
carefully  selected  leaves  by  special  processes.  It  retains  its  activity 
unimpaired  for  years;  is  dependable  and  exceedingly  uniform  in  its 
action.  Digitan  contains  the  active  glucosides,  digitoxin  and  digitalin, 
in  high  concentration.  It  is  free  from  digitonin  and  substantially 
free  from  other  inert  substances.  Your  prescription  pharmacist 
can  supply  Digitan  in  four  convenient  forms  permitting  very 
accurate  administration  of  the  drug.  Write  for  literature. 


MERCK 
&CO.  Inc. 


MANUFACTURING 

CHEMISTS 

RAHWAY,  N.J. 


COPYRIGHT, 


, lfil 


MERCK  & CO.  INC. 
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TRADE 


Phenyia^o-Alphd-Alpha-Didmino  Pyridine  Mono-Hydrochloride  (Manufactured  by  The  Pyridium  Corporation) 


COPYRIGHT, 


<.  & CO.  INC. 


A URINARY  ANTISEPTIC 

Pyridium  given  orally  affords  aquickand  conven- 
ientmethod  of  obtaining  bactericidal  actionwhen 
treating  gonorrhea,  non-specific  urethritis,  and 
other  chronic  or  acute  genito-urinary  infections. 
Pyridium  penetrates  quickly  through  denuded 
surfaces  and  mucous  membranes  and  is  rapidly 
eliminated  through  the  urinary  tract.  In  thera- 
peutic doses  Pyridium  is  neither  toxic  nor  irritat- 
ing. The  Council  on  Pharmacy  and  Chemistry  of 
the  American  Medical  Association  has  accepted 
Pyridium  for  inclusion  in  New  and  Non-Official 
Remedies.  You  can  therefore  prescribe  this  drug 
with  full  confidence  that  its  therapeutic  action  will 
conform  to  the  claims  made  for  it.  Avoid  substi- 
tutes. Your  prescription  pharmacist  can  supply 
Pyridium  in  four  convenient  forms:  as  tablets, 
powder,  solution  or  ointment.  Write  for  the  new 
30-page  booklet  which  fullydescribes  the  clinical 
use  and  application  of  Pyridium. 

MERCK  & CO.  Inc. 

MANUFACTURING  CHEMISTS 

RAHWAY,  N.J. 
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the  modern  influence  in  infant  feeding  has  established  new 
ideals  and  earned  the  hearty  endorsement  of  thousands 
of  physicians  trained  in  the  feeding  of  infants  . . . 
its  simplicity  . inherent  soundness  of  principle 
with  a background  of  intensive  scientific 
research  . . . all  combine  to  give 
the  physician  a product  which 
not  only  pr o d uces  result s 
in  the  majority  of  cases 
but  gives  these  results 
more  simply  and  more 
guickly  . such  has 

s.  m.  a.  ever  heen  the 

corporation  „ 

Cleveland  wi 


©SMAC 
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SOUTHWESTERN  SURGICAL  SUPPLY  CO. 

EL  PASO,  TEXAS  PHOENIX,  ARIZ. 

Gentlemen: — Kindly  send  a "Kompak"  Model  Lifetime  Baumanometer  on  approval. 

Doctor 

Street  and  No 

City State 


THE  new  KOMPAK  MODEl 

SMALLEST— LIGHTEST— HANDIEST 


Let  us  send  you  this  master  instrument  now. 

Small  in  size — light  in  weight — beautiful  in  appearance 
— it  looks  and  folds  like  a fine  pocket  camera. 

The  Kompak  Model  is  the  latest  addition  to  a distin- 
guished line  of  Lifetime  Baumanometers.  Like  all  other 
Lifetime  Baumanometers,  the  Kompak  Model  is  individ- 
ually calibrated,  scientifically  accurate — guaranteed 
to  remain  so,  and  carries  the  Lifetime  Baumanometer 
exclusive  guarantee  against  glass  breakage. 

It  is  just  the  instrument  you  have  been  waiting  for. 
Note  its  distinguishing  specifications — or  better  still,  let 
us  send  one  for  your  inspection. 

Use  the  coupon — and  you  will  be  agreeably  surprised 
at  the  remarkable  advances  in  sphygmomanometer 
construction. 


$37.50 


SPECIFICATIONS 
Calibration:  260  mm. 

Size:  1 %"  x 37/s"  x 1 1 
Weight:  30  oz. 

Inflation  System  Self-contained. 

Duralumin  case  with  baked  enamel  edges. 
Cenuine  Morocco  grain  leather. 

Entire  manometer  unit  chromium  plated. 
Individual  nameplate  cast  in  cover, 
i able  of  clinical  averages  embossed  in  case. 
Lifetime  Cuarantee  against  glass  breakage. 
Perpetual  Cuarantee  for  accuracy. 


Founded  TS96  by  Dr.  Hubert  Work 


WOODCROFT  HOSPITAL,  PUEBLO,  COLORADO 


New  Building 

New  Equipment 

NEURO-PSYCHIATRIC 

CLINIC 

NERVOUS  AND  MENTAL 
DISEASES 
DRUG  ADDITIONS 


H.  A.  LaMoure,  M.  D. 

Superintendent 


POSTGRADUATE  SCHOOL  OF  SURGICAL  TECHNIQUE,  Inc. 

2512  Prairie  Avenue  (opposite  IVIcr-y  Hospital)  Chicago,  Illinois 

1.  General  Surgery:  100  hour?  (2  weeks)  course  of  intensive  instruction  and  practice  in  surgical 
technique  combined  with  clinical  demonstrations  (for  practicing  surgeons) 

2.  General  Surgery  and  Specialties:  Three  months’  course  comprising:  (a)  review  in  anatomy  and 
pathology;  (b)  demonstration  and  practice  in  surgical  technioue:  (c)  clinical  instruction  by  fac- 
ulty members  in  various  hospitals,  stressing  diagnosis,  operative  technique  and  surgical  pathology. 

3.  Special  Courses:  Orthopedica  and  Traumatic  surgery;  gynecology  and  radiation  therapy;  eye, 
ear,  nose  and  throat,  thoracic,  genito-urinary  and  goiter  surgery;  bronchoscopy,  etc. 

All  courses  continuous  throughout  the  year.  Detailed  information  furnished  on  request. 
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Relative  Values  of  Carbohydrates 


New  Findings 
Confirm  Old  Truths 

Recent  scientific  investigations  in 
rats  (tabulated  at  the  right)  are  in 
accord  with  many  years  of  clinical 
observations  on  babies,  as  shown 
by  the  following  excerpts  from  au- 
thoritative medical  literature  re- 
flecting the  consensus  of  three 
decades  of  pediatric  experience. 

CHART  OF  CARBOHYDRATE  HYDROLYSIS2 


RELATIVE  ASSIMILATION  VALUES 
OF  VARIOUS  CARBOHYDRATES' 

Average  per  100 
gms.  body  weight 

1 MALTOSE 1.50 

2 DEXTRIN  + MALTOSE 1.32 

3 Glucose  + dextrin — — 1.32 

4 Glucose  + sucrose 1.32 

5 Glucose 1.04 

6 Sucrose  + maltose _/jy!'XA0.98 

7 Fructose  + glucose . /s~\\  l \.  \ 10-98 

8 Sucrose  + dextrin  ( \ _ ) \T7  |l0.76 

9 Sucrose \1  A * 0.76 

10  Fructose ((  0.5 

11  Glucose  + lattdss)^ . 1 J 0.26 

12  Lactose - 0 16 

13  Galactose \\_ r. 0.1 

These  authors  have  alsoVpAed:  "Maltose,  fructose,  glucose, 
starch  and  dextrin  lead  irrnutritive  value,  followed  by  galac- 
tose, man  nose,  arabinose,  xylose, lactose,  sucrose  and  glycogen. 


MILK  SUGAR  GROUP 
Lactose** 

(Milk  Sugar) 


MALT  SUGAR  GROUP 
Starch 


1 H.  Ariyama  and  K.  Takahasi:  Biochem.  Z.,  216:269 
(1929)  and  2J.  Agr.  Chem.  Soc.,  Japan  5;  674  (1929). 

RATE  OF  SUGAR  ABSORPTION  IN  NEWBORN ■» 

% o/o  mcee* 5f  //V  BLOOD  SUCAK 


♦Monosaccharides  V* Di^tccharide  ***Polysaccharide 
Of  the  monosacchaiNde^i  dextrose,  the  end  product  of  malt- 
ose, is  converted  intcJ'glycogen  more  easily  than  levulose 
or  galactose.  Therefore,  maltose,  which  splits  into  two  mol- 
ecules of  dextrose,  may  be  absorbed  with  much  less  diges- 
tive energy  than  either  lactose  or  saccharose. 

3 Morse  ,J.  L.&  Talbot,  F.  B.  Boston  Med.  &Surg.  Jl.,  159:852. 


MALTOSE  OR  LACTOSE  IN  INFANT  FEEDING5 


Answer — The  superiority  of  one  form  of  carbohy- 
drate over  another  in  artificial  feeding  of  infants  has 
been  much  discussed  during  recent  years.  It  is  generally 
accepted  that  cow’s  milk  without  modification  is  not  a 
satisfactory  infant  food.  So  far  as  the  carbohydrate  is 
concerned,  about  one-fifth  to  one-eighth  ounce  per  pound 
of  infant’s  body  weight  is  required  daily.  To  supply  this 
amount  it  is  necessary  to  add  carbohydrates  in-some 
form.  Admitting  that  lactose  is  the  suserf  s 
human  milk,  it  does  not  follow  that  it  if  the 
tolerated  in  another  medium,  such  as  cow’s 
generally  believed  that  lactose  is  more  1 ix 
sucrose — that  it  must  be  fed  with  a cer  ain  a 
caution,  as  fermentative  upsets  are  likfelj^to 
amounts  approximating  that  found  in  human  mux  ar< 
fed.  There  is  cause  for  disagreement  among  clinicians 
as  it  is  important  to  consider  the  other  food  elements; 
i.e.,  the  amounts  of  fat  and  protein  fed  as  well  as  the  me- 
dium in  which  they  are  fed.  For  example,  when  lactic 
acid  milk  is  used,  more  added  carbohydrate  seems  to  be 
tolerated  than  when  sweet  milk  mixtures  are  fed.  Sucrose 
has  the  advantage  of  being  much  cheaper  and  is  always 
available.  Evidence  has  no*  been  presented  that  it  should 


not  be  used  in  infant  feeding  With  its  general  use  in 
large  infant  welfare  clinics  where  supervision  is  a matter 
of  routine,  there  is  less  to  be  said  against  it  as  far  as  clin- 
ical results  are  concerned  The  complaint  that  it  is  too 
sweet  is  not  often  encountered  when  the  usual  amounts 
are  fed  The  dextrin-maltose  preparations  possess  cer- 
tain advantages  When  they  are  added  to  cow’s  milk 
fixtures,  we  have  a combination  of  three  forms  of  carbo- 
ijatqL  lacto/e,  dextrin  and  maltose,  all  having  differ- 
the  intestinal  tract  and  different  absorp- 
^cause  of  the  relatively  slower  conversion  of 
laltose  and  then  to  dextrose,  fermentative 
less  likely  to  develop  Those  preparations 
elatively  more  maltose  are  more  laxative 
'containing  a higher  percentage  of  dextrin 
(unless  alkali  salts  such  as  potassium  salts  are  added). 
It  is  common  experience  clinically  that  larger  amounts 
of  dextrin-maltose  preparations  may  be  fed  as  compared 
with  the  simple  sugars.  Obviously,  when  there  is  a 
lessened  sugar  tolerance  such  as  occurs  in  many  diges- 
tive disturbances,  dextrin-maltose  compounds  may  be 
used  to  advantage.  $ Queries  and  Minor  Notes, 
J A M.  A. , 88:266. 


MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA,  U S A , 


‘MAKERS  OF  DEXTRI-MA  LTOSE” 
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The  New  Menninger  Sanitarium 


THE  NEW  TREATMENT 

of  Syphilis  of  the  Nervous  System 

(tabes  dorsalis,  general  paralysis,  etc.) 

bv 

✓ 

Artificial  Fever  (electrical  diathermy) 

— the  Safest,  Surest  and  Best 
Controlled  Method 

is  now  available — 

at  THE  MENNINGER  PSYCHIATRIC  HOSPITAL 
and  THE  MENNINGER  SANITARIUM 

.-ij btrU-  2ft*.  ' •'  d.’; v*  . 

Address  Inquiries  to 

Out  Patients  DR.  WM.  C.  MENNINGER 

Accepted  Topeka,  Kansas 


Southwestern  M e d i c i n e 

OFFICIAL  ORGAN  OF 

ARIZONA  STATE  MEDICAL  ASSOCIATION 
NEW  MEXICO  MEDICAL  SOCIETY 
EL  PASO  COUNTY  (TEXAS)  MEDICAL  SOCIETY 
THE  MEDICAL  AND  SURGICAL  ASSOCIATION 
OF  THE  SOUTHWEST 


Volume  XV  December,  1931  No.  12 


ANNUAL  SUBSCRIPTION  $2  SINGLE  COPIES  25  CENTS 

Entered  at  the  Postoffice  at  Phoenix,  Arizona,  as  second  class  matter. 

.‘‘Acceptance  for  mailing-  at  special  rate  of  postage  provided  for  in  section  1103,  Act  of  October  3,  1917, 

authorized  March  1,  1921.” 


AERONAUTICS  AND  MEDICINE 

W.  R.  JAMIESON,  M.  D. 

El  Paso,  Texas 
President’s  Address 

(Read  before  the  Seventeenth  Annual  Meeting  offi 
The  Medical  and  Surgical  Association  of  the  South- 1 
west,  held  at  Phoenix,  Ariz.,  Dec.  3-5,  1931.) 

Probably,  there  has  always  existed  in  thel 
mind  of  man  the  desire  to  fly.  Goldstrom1! 
whimsically  describes  the  mythical  flight  off 
one  of  the  primitive  flyers,  as  follows : 

The  name  of  the  first  experimental  aviator  has 
not  been  handed  down  to  modernity.  Probably,  he 
was  a man  of  pre-historic  time.  Conceiving  the 
daring  notion  that  the  pterodactyl  might  be  do- 
mesticated and  ridden  through  the  air,  he  decided, 
against  the  advice  of  family  and  friends,  to  attempt 
it. 

Finding  one  of  the  great  flying  reptiles  dozing- 
on  a rock  in  the  sun,  he  managed  to  steal  upon  it 
and  to  fasten  himself  above  and  b'etween  its  bat- 
like membranous  wing's.  The  next  instant  there 
was  a fearful  hissing  squawk  and  a flapping  and 
beating  of  huge  pinions. 

Terrified,  but  determined,  the  man  found  himself 
in  the  air.  But  it  was  only  for  a moment.  With  an 
angry  toss  of  its  writhing  body,  the  pterodactyl 
freed  itself  of  the  impudent  groundling  and  dashed 
him  to  the  rocks  below. 

Down  the  ages,  various  attempts  have  been 
made  to  invade  the  air — mythical,  apocry- 
phal, and  real.  The  first  constructive  ad- 
vance toward  this  goal  was  made  by  the 
great  Leonardo  da  Vinci  (1452-1519)  who 
fathered  the  idea  of  the  helicopter  and  actual- 
ly made  models  that  would  fly.  Magoun  and 
Hodgins2  say: 

It  is  of  note  that  the  helicopter  principle,  the  first 
one  to  be  definitely  successful  in  achieving  model 
flight,  remains  today  the  last  one  to  be  brought  to 
any  semblance  of  large  scale  practicality.  Edison, 
five  years  after  the  Wright  brothers’  demonstra- 
tion of  the  first  successful  motor-driven,  man- 
carrying, free-flying  machine,  insisted  that  heavier- 
than-air  flight  would  never  be  a success  except  up- 
on the  perfection  of  the  helicopter  principle. 

To  Da  Vinci  must  likewise  go  the  credit  for  the 
invention  of  the  aerial  screw  from  which  has 
stemmed  all  successful  present-day  flight  and  all 


high-speed  marine  transportation — for  the  marine 

Iiropeller  is  an  adaptation  of  the  aerial  screw,  not 
/ice  versa,  as  is  commonly  supposed. 

Incidentally,  Da  Vinci  was  the  first  to  pro- 
pose the  idea  of  a parachute. 

From  the  time  of  Da  Vinci  until  1783, 
when  the  Montgolfier  brothers  sent  up  a 
balloon  filled  with,  as  they  supposed,  smoke, 
which  arose  to  the  height  of  6000  feet  and 
traveled  nearly  a mile  and  a half,  there  was 
little  or  no  progress  in  aviation.  Two  months 
| , later  Charles  used  hydrogen,  discovered  by 
: Cavendish  in  1766,  to  fill  a balloon. 

The  first  really  successful  flight  of  a 
heavier-than-air  machine  with  a passenger 
was  made  by  the  Wright  brothers,  December 
17,  1903,  at  Kittyhawk,  North  Carolina.  The 
distance  traveled  was  852  feet.  From  this 
time  until  the  outbreak  of  the  World  War, 
the  airp’ane  was  in  an  experimental  stage. 
Then  the  urge  of  necessity  called  for  new 
means  of  warfare,  resulting  in  rapid  progress 
throughout  the  war  and  continuing  to  the 
present  time. 

There  was  a great  rush  of  younger  men 
to  enter  the  air  services  of  the  various  armies 
engaged.  Anyone  who  had  the  courage  to 
fly  was  enlisted.  It  was  soon  found  that 
more  than  mere  physical  courage  was  re- 
quired to  make  a flyer. 

During  the  first  year  of  the  war,  the  British 
found  that,  of  every  hundred  men  killed,  two  were 
slain  by  the  enemy,  eight  met  death  as  a result  of 
defective  machines  and  ninety  were  killed  as  a re- 
sult of  their  own  individual  deficiencies.  Of  these 
ninety,  sixty  deaths  were  due  to  physical  defects. 

As<  a result  of  this  startling  discovery,  the  Brit- 
ish established  a Care  of  the  Flyer  Service,  select- 
ing their  aviators  with  due  regard  to  their  'qualifi- 
cations. As  a result,  at  the  end  of  the  second  year, 
their  fatalities  due  to  physical  defects  were  reduced 
from  Sixty  to  twenty,  and,  at  the  end  of  the  third 
year,  from  twenty  to  twelve.3 

Alter  the  war,  research  into  the  medical 
problems  of  aviation  increased  tremendously. 


546 


SOUTHWESTERN  MEDICINE 


Now,  practically  every  country  has  a phy- 
sical standard  for  air  pilots.  From  this  re- 
search work  has  arisen  a new  medical  special- 
ty known  as  aviation  medicine.  This  in- 
volves a knowledge  of  physiology  and  medi- 
cine, of  ophthalmology  and  otology,  of  psy- 
chology, neurology  and  psychiatry. 

S'ince  the  war,  aviation  in  the  United 
States  has  progressed  by  leaps  and  bounds. 
Passenger  and  mail  lines  have  made  an  in- 
tricate network  in  all  directions.  Privately 
owned  p’anes  have  become  comparatively 
numerous.  In  order  to  supervise  civilian  fly- 
ing, the  Department  of  Commerce,  through 
its  Aeronautics  Division,  has  assumed  con- 
trol and  promulgated  rules  and  regulations 
governing  it.  Pilots  and  mechanics  must  be 
examined  and  certified  as  to  their  fitness. 
Planes  must  have  the  official  seal  of  ap- 
proval. ■ 

CiviMan  pilots  ave  divided  into  five  classes, 
vK:  student,  private,  industrial,  limited  eom- 
mere'al.  and  transport.  There  are  three 
classes  of  physical  examination,  as  follows: 
One  for  transport  and  limited  commercial 
phots,  one  for  industrial  pilots,  and  one  for 
private  pilots.  The  student  pilot  is  required 
to  take  the  private  phot  examination. 

Examiners  should  remember  that  the  ap- 
plicant, as  a rule,  is  not  ill.  He  does  not  com- 
plain, as  does  the  ordinary  patient.  There- 
fore, it  becomes  the  duty  of  the  examiner  to 
seek  those  defects  that  disqualify.  He  should 
impress  upon  the  candidate  that  the  ex- 
amination is  a protection  to  him,  as  well  as  to 
the  public.  If  he  is  not  fit  to  fly,  surely  he 
wishes  to  know  it. 

Regulations  require  that  a candidate  for 
flying  honors  shall  be  in  perfect  physical 
condition.  His  past  history  is  carefully  in- 
vestigated with  a view  to  determining  the 
presence  of  any  disease  such  as  tuberculosis, 
syphilis,  malaria,  and  asthma,  that  are  dis- 
qualifying for  obvious  reasons.  The  pres- 
ence of  hernia  or  ankylosis  of  the  arm  or  leg 
joints  likewise  disqualifies,  as  the  amount  of 
muscular  effort  in  handling  the  controls  on 
the  large  transport  planes  calls  for  free  joint 
action  and  might  cause  strangulation  of  an 
existing  hernia.  Of  course,  all  acute  condi- 
tions disquilifv  until  they  subside. 

Regarding  the  cardio-vascular  system,  par- 
ticular attention  must  be  paid  to  the  blood 
pressure  and  the  pulse  rate,  and  their  re- 
action to  exercise.  It  has  been  found  that 
candidates  with  moderately  high  blood  pres- 
sure are  better  risks  than  those  with  low 
blood  pressure,  that  is,  with  a systolic  pres- 
sure of  100  or  thereabouts.  The  latter  class 
does  not  stand  altitude  nor  the  stress  of 


flying.  Many  of  them  have  vaso-motor  in- 
stability expressed  by  profuse  sweating,  cold 
blue  hands  and  feet,  and  a lowered  systolic 
pressure  after  exercise.  The  examiner  must 
be  prepared  to  distinguish  between  the  nerv- 
ous elevation  of  blood  pressure  seen  in  ap- 
plicants undergoing  their  first  physical  ex- 
amination and  the  genuine  increase  due  to 
organic  trouble.  The  former  usually  dis- 
appears if  the  candidate  is  assured  that  his 
examination  is  proceeding  satisfactorily,  or 
if  he  is  allowed  to  return,  in  a day  or  so,  for 
further  test.  The  pulse  rate  after  exercise, 
such  as  hopping  fifty  times  on  one  foot, 
ought  to  return  to  approximately  normal  or  a 
few  beats  higher  in  two  minutes. 

Now  we  come  to  one  of  the  two  important 
parts  of  the  examination — the  eye  and  ear. 
Transport  pilots  are  the  custodians  of  the 
lives  of  the  passengers  they  carry.  Eternal 
vigilance  must  be  theirs,  not  only  straight 
ahead,  but  peripherally.  Visual  acuity  must 
be  perfect.  As  Bauer4  says: 

\ isual  fields  must  be  determined  not  only  for 
form  but  for  color,  as  restricted  visual  fields  or 
scotomata  may  mean  either  beginning  blindness  or 
in  eifeicnce  with  night  vision.  He  must  detect  nav- 
igat'ng.  airdrome,  and  signal  panels;  his  map  is 
P-nted  m colors  and  the  different  shades  of  green 
and  brown  cn  the  ground  indicate  the  character  of 
the  terrain  over  which  he  is'  flying. 

His  a’  ility  to  judge  distance  and  depth 
must  be  within  certain  limits.  The  require- 
ments for  industrial,  private,  and  student 
pilots,  regarding  visual  acuity,  are  not  so 
stringent  as  in  the  case  of  transport  pilots, 
but  nevertheless,  if  any  fiver  in  these  classes 
has  not  nerfect  vision,  it  must  be  corrected 
lo  normal  with  lenses  before  he  can  fly. 

Hearing  is  rot  of  particular  importance  in 
flyers.  As  long  as  the  pilot  can  hear  the 
functioning  of  h;s  motor  and  the  starting  in- 
structions of  his  mechanic,  he  can  get  along. 
Most  p-'lots,  flying  more  or  less  continuous- 
ly, eventually  become  deaf  from  the  constant 
roar  of  the  motor.  However,  it  is  necessary 
that  he  have  good  hearing  to  start  with,  as, 
when  he  becomes  deaf,  unless  he  is  a very 
experienced  flyer,  he  is  out  of  the  game. 
Therefore,  anything  that  might  interfere 
with  his  hearing,  such  as  chronic  throat  in- 
fection, closed  Eustachian  tubes,  and  so 
forth,  should  be  remedied. 

Of  much  more  importance  is  equilibrium. 
Reams  and  reams  have  been  written  on  the 
part  the  vestibular  apparatus  plays  in  main- 
taining equilibrium.  The  flyer  is  constantly 
changing  his  level.  While  he  is  flying  in  a 
clear  atmosphere,  he  can  regulate  his  ma- 
chine through  his  eyes,  but  if  he  is  going 
through  clouds,  he  must  depend  on  his  deep 
muscle  sense  and  his  instruments. 
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Pilots  flying  through  clouds  or  fog  for 
some  distance  frequently  find  themselves 
very  far  from  the  level  when  they  emerge; 
may  even  be  up-side-down.  Experiments  at 
the  Medical  Research  Laboratory  of  the 
Army  seemed  to  prove  that  many  normal  in- 
dividuals, when  blindfolded,  were  unable  to 
sense  accurately  the  direction  of  even  the 
more  rapid  and  violent  movements  in  stunt- 
ing. 

The  deen  muscle  sense  is  difficult  to  test 
or  define,  but  the  pilot  lays  great  stress  on 
the  pressure  against  his  seat,  the  visceral 
sensations  and  other  gravity  effects.  Com- 
bined with  this  is  the  tonic  influence  of  the 
vestibular  apparatus.  O’Reilly5  says : 

It  would  seem  that  the  semi-automatic  mainte- 
nance of  aerial  equilibrium  depends  not  on  the  in- 
formation derived  from  any  one  set  of  perioheral 
sense  organs,  but  on  the  correct  interpretation  of 
afferent  stimuli  arriving  at  thp  cerebral  centres 
from  widely  different  sources,  their  corre’atirn  and 
proper  utilization  in  conjunction  with  the  sense  of 
judgment  resulting  from  the  pilot’s  exrerion,le. 

The  second  most  important  nart  of  the  ex- 
amination is  the  neuro-mvchiatric  investiga- 
tion, with  which  is  closely  allied  the  per- 
sonality study.  Not  only  should  the  psychotic 
and  epileptic  be  detected,  but  also  the  psy- 
choneurotic and  epileptoid,  the  first  two 
classes  for  obvious  reasons,  and  the  others 
from  the  fact  that  these  conditions  show 
definite  nervous  instability.  Close  question- 
ing serves  to  show  the  aoplicant’s  reactions 
to  mental  and  physical  stresses  in  childhood, 
school  life,  sex  matters,  business  and  family 
affairs.  Through  this  it  is  possible  to  elimi- 
nate the  candidate  who  goes  to  pieces  in  an 
emergency  or  the  one  whose  reaction  to 
stresses  is  so  slow  as  to  be  of  little  or  no  use. 
As  Longacre  says, 

The  examination,  to  make  a satisfactory  forecast 
of  the  flyer’s  reactions  to  flying,  must  reveal  latent 
tendencies  which  under  the  stress  cf  flying  might 
become  so  accentuated  as  to  make  him  inefficient 
and  lead  to  mental  and  nervous  breakdown;  or,  on 
the  other  hand,  make  clear  such  stability  of  crgani 
zation  as  will  be  proof  against  stresses'  admittedly 
exceptional  and  foreign  to  average  experience.  It  is 
not  conceded  that  nature  has  at  last  achieved  her 
highest  objective  and  in  the  flyer  produces  a super- 
man. It  is,  however,  required  that  he  be  equal  to 
the  requirements  of  the  situation,  usual  or  unusual, 
and  with  respect  to  the  unusual,  be  capable  of  the 
instantaneous'  and  correct  response  demanded  by 
the  emergency. 

This  is  a brief  resume  of  the  safeguards 
elaborated  by  the  Department  of  Commerce, 
not  only  to  protect  the  public,  but  also  the 
embryo  fiver  from  himself  and  his  physical 
defects.  The  examination,  to  be  worth  any- 
thing, must  be  meticulously  carried  out.  This 
medical  safeguarding  does  not  cease  with  the 
entry  of  the  pilot  into  the  service.  The 
transport  and  limited  commercial  pilots  are 


examined  every  six  months  and  the  other 
classes  yearly.  Many  of  the  large  transport 
companies  appreciate  the  value  of  periodical 
examinations  and  have  their  pilots  examined 
monthly.  The  pilot’s  greatest  bugaboo  is 
“staleness”,  expressed  by  exaggerated  re- 
flexes, tired  feeling,  fast  pulse  and  lowered 
blood  pressure. 

As  a result  of  these  regulations,  many  of 
the  irresponsible,  reckless  pilots  have  been 
eliminated.  Some,  I regret  to  say,  have  been 
stricken  from  the  list  by  death,  the  result  of 
their  own  daredeviltries.  The  Great  World 
War  bred  many  of  these,  whose  motto  was, 
“Eat,  drink,  and  be  merry,  for  tomorrow  we 
die.”  Nowadays,  the  transport  pilots  are  a 
sober,  serious-minded  body  of  men,  brave 
without  being  reckless.  Night  and  day, 
through  sunshine  and  storm,  without  heroics, 
they  guide  their  planes  with  their  precious 
human  freight,  realizing  fully  the  enormous 
responsibility  that  rests  upon  them.  When 
an  emergency  confronts  them,  they  are  cool 
and  collected,  and  if  a fatal  issue  ensues,  the 
rilot  will  be  found  to  have  gone  down  with 
his  ship,  faithful  to  the  end.  If  the  pilot 
comes  out  a’ive,  he  sacrifices  his  own  com- 
fort to  the  safety  of  his  passengers  or  mail, 
makes  every  effort  to  get  in  touch  with  out- 
side assistance. 

We  have  all  heard  of  the  terse  report  of 
the  railroad  man:  “Off  agin,  on  agin,  gone 
agin,  Finnegan.”  The  classic  of  the  air  mail 
service  is  the  laconic  report  sent  by  Dean 
Sm'th:  “Dead  sNck — flying  low — only  land- 
ing on  cow — killed  cow — wrecked  plane — 
reared  me.  Smith.” 

Now  let  us  see  what  effect  these  precau- 
tions have  had  on  the  accident  rate.  The  re- 
port of  the  Accident  Board  of  the  Aeronau- 
tics Division  for  the  first  six  months  of  1931 
deals  principally  with  transport  flying.  Dur- 
ing this  period  there  were  five  fatal  accidents 
of  which  three  were  passengers,  in  more 
than  twenty  million  miles  of  scheduled  flying. 
As  compared  with  the  corresponding  period 
of  1930,  the  passenger  miles  flown  per  pas- 
senger fatality  showed  an  increase  of  more 
than  one  hundred  per  cent.  In  the  first  six 
months  of  1930,  the  miles  flown  per  passen- 
ger fatality  were.  2,375,664 ; in  the  first  six 
months  of  1931,  the  passenger  miles  flown 
per  passenger  fatality  were  5.277,989.  This 
was  due  to  an  increase  in  the  number  of  miles 
flown  accompanied  by  a decrease  in  the  num- 
ber of  passenger  fatalities. 

It  is  difficult  to  compare  the  statistics  of 
motor  car  fatalities  with  those  of  airplane 
travel,  but  when  we  learn  that  32,000  people 
were  killed  and  960,000  injured  in  auto  travel 
in  1930,  we  must  confess  that,  in  the  matter 
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of  accidents,  airplane  travel  compares  most 
favorably. 

In  motor  bus  travel  there  has  been  a fatal- 
ity in  every  2,523,315  miles,  and  an  injury  in 
every  27.111  miles  traveled.  Compared  with 
the  statistics  of  airplane  travel,  the  fatality 
rate  is  nearly  twice  as  much  as  by  airplane 
travel. 

This  country  is  covered  with  an  intricate 
network  of  airplane  routes,  making  160,000 
miles  a day,  and  travel  thereby  is  becoming 
increasingly  popular.  Many  of  us,  I hope, 
will  live  to  see  the  day  when  airplanes  will  be 
almost  as  common  as  motor  cars  are  now. 
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ROENTGEN  EXAMINATION  OF  THE 
GASTRO  INTESTINAL  TRACT 

M.  J.  GEYMAN,  M.  L). 

Santa  Barbara,  California 

(Read  before  the  New  Mexico  Medical  Society, 
at  its  Forty-ninth  Annual  Meeting  at  Albuquerque, 
N.  M.,  May  20-22,  1931.) 

Since  Roentgen’s  discovery  there  has  been 
an  increasing  value  in  the  use  of  x-rays  in 
diagnostic  procedures.  This  is  probably  most 
marked  in  the  roentgen  studies  of  the  gastro- 
intestinal tract.  Improvement  in  mechanical 
equipment,  better  tubes,  and  faster  intensi- 
fying screens,  have  been  a stimulus  to  the 
roentgenologist  to  supplement  routine  x-ray 
studies  with  more  detailed  observation  of 
certain  regions  under  suspicion.  Just  as  im- 
portant a stimulus  to  more  accurate  studies 
has  been  the  change  of  attitude  on  the  part 
of  the  general  medical  profession  toward  the 
roentgenologist.  He  is  no  longer  regarded 
as  a medical  technician  to  whom  patients  are 
sent  for  a series  of  films,  or  for  this  or  that 
routine  procedure,  but  as  a clinical  consultant 
who  proves  to  be  very  helpful  in  making 
many  clinical  diagnoses. 

The  feeling  that  a series  of  good  films  and 
an  interpretation  of  average  intelligence  will 
always  produce  a diagnosis  which  absolutely 
checks  with  clinical  findings  has  disappeared. 
While  many  pathological  entities  offer  a 
characteristic  roentgen  appearance  and  while 
it  is  amusing  to  make  snap  diagnosis  from 
first  inspection,  it  is  now  quite  generally  felt 
that  the  roentgen  examination  should  entail 
a consideration  of  the  clinical  findings,  to 


arrive  at  an  accurate  interpretation.  Having 
been  given  a summary  of  the  clinical  and 
laboratory  studies,  it  is  often  possible  for  the 
roentgenologist  to  offer  helpful  suggestions 
as  to  the  choice  of  roentgen  studies.  This 
is  of  two-fold  value:  it  may  eliminate  un- 
necessary procedures,  and  at  the  same  time 
holds  down  the  cost  of  examination ; also, 
supplementary  procedures  can  be  used  to  ad- 
vantage during  the  period  of  study.  For 
example — if  the  problem  is  to  differentiate 
a diseased  gallbladder  from  duodenal  ulcer,  it 
is  preferable  to  do  the  gallbladder  studies 
first ; or  if  a lesion  is  suspected  in  the  large 
bowel,  it  is  preferable  to  study  with  a barium 
enema.  The  latter  remark  may  sound  quite 
unnecessary,  but  for  some  reason  clinicians 
usually  request  a gastro-intestinal  series 
whenever  they  wish  to  check  pathology  some- 
where in  the  gastro-intestinal  tract.  In  many 
cases  a study  and  examination  of  the  large 
bowel  will  not  only  suffice  but  will  lead  to  an 
early  arrival  at  clinical  diagnosis.  Lack  of 
thought  in  choosing  the  proper  x-ray  pro- 
cedure often  fills  a gastro-intestinal  tract 
with  barium  which  is  not  evacuated  for 
weeks.  Of  course,  many  cases  are  clinically 
obscure  and  therefore  it  is  frequently  de- 
sirable to  use  every  type  of  study  available 
to  visualize  the  gastro-intestinal  tract. 

The  following  case  is  a common  example  of 
the  type  which  should  have  been  started 
with  a study  of  the  lower  bowel.  Mr.  G.,  a 
male  of  68,  was  admitted  complaining  of  con- 
stipation,  rectal  pain  and  a loss  of  fifteen 
pounds  in  six  months.  A barium  meal  series 
revealed  a normal  gastro-intestinal  tract 
a ’rove  the  sigmoid,  at  which  point  an  almost 
complete  obstruction  was  encountered.  The 
case  was  necessarily  followed  for  days  before 
the  stenosing  tract  could  be  visualized  and 
even  after  three  weeks  the  colon  still  con- 
tained barium.  After  a few  days’  observa- 
tion, a low  barium  enema  was  given  and  a 
stenotic  filling  defect  seen.  Sigmoidoscopy 
revealed  a rather  extensive  carcinoma  at  the 
site  of  obstruction,  (figure  1). 

The  next  case  is  an  example  of  one  in 
which,  even  with  careful  clinical  examination, 
it  is  impossible  even  vaguely  to  localize  the 
lesion,  This  is  the  type  of  case  in  which 
close  cooperation  between  the  roentgenologist 
and  clinician  is  essential  to  arrive  at  a correct 
diagnosis.  Mrs.  T.,  a female  Mexican  of  44 
years,  complains  of  pain  in  her  arms  and 
legs,  general  weakness,  with  some  loss  of 
weight.  She  presents  no  remarkable  physi- 
cal findings  and  there  was  some  difficulty  in 
obtaining  a history  from  her.  It  is  because 
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of  such  patients  who  present  meager  physi- 
cal findings  and  indefinite  clinical  histories 
that  the  clinician  wishes  to  insure  himself 
against  the  presence  of  a possible  malignant 


Figure  1.  Case  2.  Showing  defect  in  sigmoid  and 
marked  retention  of  barium. 

lesion.  A barium  meal  series  in  the  case  of 
this  patient  showed  a normal  stomach  and 
cap,  a normal  five-hour  distribution  and  a 
normal  distribution  at  24  hours.  Because  of 
a very  questionable  irregular  contour  in  the 
s:'gmoid  region,  a barium  enema  was  given, 
revealing  an  extensive  filling  defect  in  the 
upper  sigmoid,  which  offered  all  the  charac- 
teristics of  carcinoma,  (figures  2 and  3). 

It  is,  of  course,  desirable  to  recognize  these 
lesions  in  their  earliest  stages.  As,  in  this 
case,  the  lesion  offered  no  obstruction  to  the 
ingested  barium,  it  is  perfectly  possible  to 
obtain  negative  findings  at  the  24-hour  ex- 
amination. Unless  sufficient  barium  is  pres- 
ent in  or  about  a diseased  portion  of  colon  it 
is  impossible  to  visualize  this  region. 

It  would  be  ideal,  of  course,  to  have  com- 
plete barium  meal  and  enema  studies  in  all 
patients,  but,  while  this  is  carried  out  in  some 
clinics,  it  is  not  generally  possible.  By  giv- 
ing the  roentgenologist  your  clinical  impres- 
sions and  findings  and  cooperating  with  him 
in  regard  to  rechecking  questionable  roent- 
gen findings,  many  poss’ble  errors  will  be 
avoided.  In  closefv  organized  clinical  groups, 
it  is  easy  for  a roentgenologist  to  obtain 
enough  personal  conta-ts  with  clinicians  to 


get  satisfactory  roentgen  studies.  Most 
roentgenologists,  however,  do  a large  part 


Figure  2.  Case  2.  Film  forty-eight  hours  after 
barium,  showing  very  slight  irregularities  in  region 
of  sigmoid. 


Figure  3.  Case  2.  Same  colon  with  barium  enema 
showing  extensive  defect. 
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of  their  work  in  private  offices  and  it  is  fre- 
quently quite  difficult  to  get  in  touch  with 
individual  physicians.  Occasionally  the 
roentgenologist  will  lead  the  clinician  astray, 
curate  and.  even  with  a careful  clinical 
roentgenological  examination,  error  may  oc- 
cur, as  many  atypical  vagaries  present  them- 
selves in  roentgen  diagno?is,  as  in  physical 
examination. 

As  an  example  of  misleading  roentgen 
findings,  I will  cite  case  number  3,  Mrs.  B., 
58  years  of  age.  Roentgen  examination  at  5 
and  24  hours  after  a barium  meal,  showed  a 
small  fixed  cecum.  Its  contours  were  rigid 
and  deformity  was  fixed.  With  barium 
enerpa  the  same  findings  occurred.  The 
evidence  seemed  to  justify  a roentgen  opin- 
ion of  an  organic  lesion,  possibly  carcinoma. 
Inasmuch  as  the  patient  presented  clinical 
evidence  consistent  with  neoplasm — loss  of 
weight,  constipation  and  weakness — an  ex- 
piratory operation  was  done.  Except  for  a 
few  adhesions  about  the  tip  of  the  cecum, 
surgical  findings  were  normal.  The  cecum 
was  soft,  p’iable,  and  offered  no  evidence  of 
infiltrating  lesion  (figure  4). 


Figure  4.  Case  3.  Showing  small  deformed  cecum. 

The  next  case  illustrates  a different  type 
of  diagnostic  error.  Mrs.  S.,  a female  of  51 
years,  was  admitted  complaining  of  weak- 
ness, loss  of  appetite,  and  a loss  of  thirty 
pounds  in  the  past  three  months.  A week 


before  admission  the  patient  had  several 
small  bloody  stools  associted  with  mild 
diarrhea.  She  vomited  several  times.  The 
barium  meal  series  showed  a large  filling 
defect  in  the  ileocecal  region  and  a mass  sur- 
rounding the  narrowed  barium  stream.  A 


Figure  5.  Case  4.  Five  hours  after  barium  meal. 


Figure  6.  Case  4.  Twenty-four  hours  after 
barium  meal.  Note  characteristic  distribution  of 
barium  through  intussuscepted  bowel. 
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summary  of  the  roentgen  findings  concluded 
that  the  changes  presented  a typical  evidence 
of  new  growth.  At  operation  the  surgical 
report  was:  “Fairly  large,  freely  movable 
carcinomatous  mass  involving  the  cecum  and 
ascending  colon.  Some  retroperitoneal  glands 
were  felt.  Anastomosis  of  the  terminal  ileum 


Figure  7.  Case  4.  After  barium  enema. 


Figure  8.  Case  4.  After  evacuation  of  barium, 
enema 


to  transverse  colon  was  done,  isolating  the 
cecum  and  ascending  colon.  Mass  considered 
resectable  and  second  stage  will  be  done 
later.”  The  patient  died  several  days  later. 
At  postmortem  examination : “A  round  poly- 
poid mass  measuring  6 cm.  in  diameter  was 
found  on  opening  the  cecum.  This  had  the 
external  appearance  of  normal  cecal  mucosa 
and  was  directly  overlying  the  ileocecal  valve. 
On  section  of  this  mass  the  ileum  was  seen 
to  open  directly  into  its  mid  portion  and  was 
invaginated.  Sections  of  this  region  showed 
small  round  cells  and  sparse  connective  tis- 
sue. These  cells  varied  in  stamina’  reaction 
and  here  and  there  many  mitotic  figures  can 
be  seen.  One  place  shows  intestinal  mucosa 
that  is  degenerated  into  the  same  tvpe  as 
described  above.”  Diagnosis:  Intussusception 
with  lymphosarcoma.  (Figures  5,  6,  7,  8). 
I be  error  in  diagnosis  here  was  a clear  case 
of  misinterpretation  on  my  part,  due  to 
ignorance  of  the  occurrence  and  appearance 
°f  'Tronic  intussusception  in  adults.  It  was 
rather  inexcusab1e.  as  the  roentgen  picture 
was  pQrfectlv  comparable  to  the  more  com- 
mon similar  condition  in  children. 

Case  5.  Female,  72  years  old.  Admission 
complaints:  obesity,  constipation,  and  rheu- 
matism. Hi'tory  was  negative  for  trauma. 
Cholecystectomy  at  52.  Nine  mnormal  preg- 
nancies. During  orthodiagraphic  study,  a 


Figure  9.  Case  5.  Showing  dense  shadow  in  low- 
er right  chest.  Note  air-filled  loops  of  bowel  at  up- 
per level. 
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shadow  was  seen  in  the  right  lower  chest. 
She  was  referred  by  Dr.  Sansum  to  the 
Roentgen  Department  for  chest  study.  This 
showed  a moderate  left  ventricular  cardiac 


Figure  10.  Case  5.  Twenty-four  hours  after 
barium  meal. 


Figure  11.  Subphrenic  abscess.  Note  similarity 
to  Case  5. 


enlargement  with  a dense  shadow  in  the 
lower  half  of  the  right  chest.  The  upper  half 
of  this  shadow  showed  an  air-containing  vis- 
cus  and,  on  the  chance  that  this  might  re- 
present the  rather  rare  right-sided  type  of 
diaphragmatic  hernia,  a barium  meal  was 
given.  As  shown  in  figure  10,  the  follow-up 
examination  revealed  the  entire  hepatic  flex- 
ure and  much  of  the  transverse  colon  was 
visualized  in  the  right  thorax  extending  up  to 
the  level  of  the  second  rib  anteriorly.  No 
evidence  of  diaphragmatic  septa  was  found. 

CONCLUSIONS 

The  above  remarks  and  cases  are  presented 
to  show  the  need  for  close  cooperation  be- 
tween roentgenologist  and  referring  clinician. 
Several  types  of  possible  errors  have  been 
considered  and  it  is  hoped  that  their  illustra- 
tion and  discussion  may  prevent  others  from 
making  similar  misinterpretations. 


Figure  12.  Duodenal  ulcer  with  visualized  niche. 

As  we  have  the  good  fortune  of  hearing  Dr. 
Hunt  discuss  the  surgery  of  gastroduodenal 
ulcer  this  afternoon  I thought  it  might  be 
of  interest  to  present  briefly  an  abstract  of 
a roentgen  study  of  these  lesions. 

This  study  comprises  an  evaluation  of  the 
so-called  compression  technic,  which  has  be- 
come quite  popular  in  the  European  school. 
Although  not  in  general  use,  the  method  has 
been  well  described,  particularly  by  Chaoul, 
Akgcrlund.  Berg,  and  Albrecht.  Briefly,  it 
consists  of  localized  compression  over  the 
duodenum  or  the  part  of  the  stomach  under 
examination,  under  fluoroscopic  observation, 
and  the  projection  of  this  picture  on  films. 
The  object  is  to  obtain  a detailed  study  of  the 
our  diagnostic  accuracy  but  will  be  of  par- 
ticular value  in  demonstrating  lesions  with 
such  detail  that  their  response  to  treatment 
can  be  followed  with  accuracy. 

It  is  also  applicable  to  other  parts  of  the 
gastro-intestinal  tract,  particularly  in  the 
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duodenum  or  stomach  with  just  sufficient 
barium  to  coat  the  mucosal  surfaces.  As  a 
result  of  this  procedure,  lesions  are  demon- 
strated more  clearly.  The  most  certain  and 
important  sign  of  ulcer,  the  niche,  can  be 
visualized  in  as  high  as  50  per  cent  of  cases 
which  present  bulb  deformities  characteristic 
of  ulcer.  Also,  certain  superficial  mucosal 
ulcerations  and  the  en  face  type  of  niche  can 
be  shown  with  great  detail  and  certainty, 
whereas  they  might  justifiably  be  missed  by 
even  a careful  roentgen  study  which  did  not 
involve  the  use  of  this  technic. 


Figure  13.  Upper  views  made  in  right  oblique  po- 
sition. Lower  views  made  with  cap  under  compres- 
sion. 

Compression  has  always  been  a part  of  a 
careful  fluoroscopic  examination,  obtained 
either  digitally  or  by  mechanical  means.  In 
this  study  a compressor  diaphragm  designed 
by  Akerlund,  and  a canvas  belt  with  small 
rubber  bulb  designed  by  Chaoul,  were  used 
as  compressors. 

I believe  the  method  will  not  only  increase 
visualization  of  the  gastrojejunal  stoma  and 
in  the  colon,  where  it  is  desirable  to  visualize 
positions  of  mucosal  surfaces  which  may  con- 
tain localized  organic  lesions. 

This  study  will  be  reported  more  complete- 
ly in  a later  communication. 

DISCUSSION 

DR.  CURTICE  ROSSER,  Dallas,  Texas:  I cn- 

everyone  here  did  also.  It  certainly  is  very  corn- 
joyed  Dr.  Geyman’s  paper  very  much  and  am  sure 
mendable  for  a man  to  report  his  errors  these  days, 
though  I realize  Dr.  Geyman  probably  had  to  go 
away  back  in  his  old  files  to  get  sufficient  exam- 
ples of  this  sort  to  make  it  interesting. 

I have  only  one  suggestion  to  make  and  that  is 
that  the  proctoscopic  examination  b'e  made  before 
the  oral  administration  of  barium,  as  barium  will 
cake  up,  get  mixed  with  the  stool,  and  sticks  more 
or  less,  thus  rendering  the  examination  difficult. 

DR.  VERNE  C.  HUNT,  Los  Angeles,  Cal.:  Dr. 
Geyman’s  paper  is  a very  excellent  one.  His  recent 


observations  in  this  newer  method  of  eliciting  the 
x-ray  findings,  particularly  the  niche  in  duodenal 
ulcer,  is  very  gratifying,  and  the  method  he  has 
presented  is  a very  important  step  in  the  aid  of 
diagnosis. 

DR.  GEYMAN  had  nothing  to  add  in  closing  dis- 
cussion, but  thanked  Dr.  Rosser  and  Dr.  Hunt  for 
their  remarks. 


THE  SURGICAL  TREATMENT  OF 
PEPTIC  ULCER 
VERNE  C.  HUNT,  M.  D. 

Los  Angeles,  California 

(Read  before  the  meeting  of  the  New  Mexico 
Medical  Society,  Albuquerque,  N.  M.,  May  20-22, 
1931.) 

Generally  speaking,  the  term  peptic  ulcer 
is  applied  to  ulcer  occurring  in  the  duodenum, 
stomach,  or  jejunum,  and  strictly  speaking 
d is  a misnomer,  for  in  no  wise  are  these 
u cers  similar.  They  differ  materially  in 
their  response  to  treatment.  The  surgical 
procedure  of  choice  for  ulcer  depends  largely 
or  whether  the  lesion  is  duodenal,  gastric, 
marginal  or  jejunal. 

The  results  following  surgical  treatment  of 
duodenal  and  gastric  ulcers  are  best  when 
care  is  exercised  in  the  selection  of  cases, 
and  when  the  indications  for  surgery  are 
most  definite.  Repeated  hemorrhage,  per- 
foration, obstruction,  or  gastric  retention  re- 
sulting from  duodenal  ulcer,  represent  more 
or  less  urgent  indications  for  surgical  treat- 
ment. Disability  and  inefficacy  of  medical 
management  comprise  indications  for  sur- 
gery which  cannot  be  disregarded.  Many 
cases  of  duodenal  ulcer  of  short  duration  will 
respond  to  medical  treatment.  Many  others, 
where  symptoms  are  sufficiently  mild  to  pro- 
duce little  if  any  disability  on  medical  and 
dietary  management,  are  not  surgical.  There 
are  definite  specific  indications  for  medical 
treatment.  However,  to  conduct  and  pro- 
long ineffectual  medical  treatment  in  cases 
possessing  definite  and  unmistakable  surgical 
indications,  not  only  postpones  the  benefits 
to  be  derived  from  surgical  intervention,  but 
often  allows  the  patients  to  become  a poor 
surgical  risk.  In  general,  it  may  be  stated 
that  approximately  50  per  cent  of  duodenal 
ulcers  become  surgical. 

Surgeons  are  very  prone  and  properly  so,  to 
regard  most  gastric  ulcers  as  surgical  in  the 
absence  of  contraindications  to  operation.  Un, 
questionably  many  gastric  ulcers  will  heal  un- 
der proper  medical  management,  but  the  rela- 
tionship between  gastric  ulcer  and  carcinoma 
of  the  stomach  cannot  be  denied.  Whether 
or  not  there  is  any  degree  of  agreement  be- 
tween surgeons,  internists,  and  pathologists, 
regarding  the  incidence  of  carcinoma  develop- 
ing upon  an  old  gastric  ulcer,  it  must  be  re- 
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cognized  that  the  clinical  differential  diag- 
nosis between  benign  gastric  ulcer  and  early 
carcinoma  is  not  always  easy  and  accurate. 
There  are  many  lesions  of  the  stomach,  as 
determined  by  clinical  and  roentgen-ray  ex- 
amination, where  only  exploration  and  micro- 
scopic section  will  determine  the  accurate 
diagnosis.  The  therapeutic  test  of  differen- 
tiation has  at  times  allowed  an  operable  les- 
ion to  become  inoperable  during  the  period  of 
observation.  I repeat  that,  even  though 
some  gastric  ulcers  respond  to  medical  man- 
agement, most  gastric  ulcers,  by  virtue  of 
their  actual  and  potential  pathology,  in  the 
absence  of  contraindications,  are  surgical  les- 
ions. Likewise,  it  has  not  been  my  good 
fortune  to  observe  permanent  benefit  from 
medical  and  dietary  management  of  marginal 
and  jejunal  ulcers  when  they  occur.  Their 
persistence  under  medical  management  has 
frequently  resulted  in  hemorrhage,  perfor- 
ation, and  gastropepunal-colic  fistula. 

The  most  satisfactory  results  incident  to 
the  surgical  treatment  of  duodenal  ulcer  are 
those  following  posterior  gastro-enterostomy 
for  varying  degrees  of  pyloric  obstruction. 
These  excellent  results  led  to  the  deduction 
that,  if  gastro-enterostomy  produced  satis- 
factory results  when  obstruction  occurred 
secondary  to  duodenal  ulcer,  the  same  pro- 
cedure should  produce  similar  results  when 
used  in  non-obstructive  types  of  duodenal 
ulcer.  Experience  has  proved  such  conclusions 
not  well  founded. 

Although  the  technical  procedure  of  gastro- 
enterostomy has  been  standardized,  its  in- 
dications have  not  always  been  adhered  to. 
The  operation  of  gastro-enterostomy  provides 
excellent  results  in  88  to  90  per  cent  of  cases 
when  technically  and  accurately  performed 
in  the  presence  of  true  indications  for  sur- 
gical treatment  of  duodenal  ulcer.  The  pro- 
cedure fails  to  provide  satisfactory  results  in 
cases  unsuited  to  such  procedure.  It  fails 
because  it  is  at  times  still  performed  on  the 
suspicion  instead  of  the  demonstration  of  an 
ulcer.  It  fails  through  the  persistence  of 
foci  of  infection  or  other  probable  causes  of 
ulcer,  or  because  of  individual  susceptibility 
in  a small  percentage  of  cases  to  recurrence 
of  ulcer;  through  faulty  technic,  particularly 
undue  trauma,  which  certainly  must  be  a 
factor  in  the  causation  of  marginal  or  jejunal 
ulcer;  and  also  fails  through  early  postopera- 
tive indiscretions.  The  unsatisfactory  re- 
sults that  occasionally  occurred  following 
gastro-enterostomy  led  to  the  development 
of  the  direct  operations,  which,  for  the  most 
part,  have  a limited  field  of  usefulness. 

The  direct  operation  of  excision  of  duo- 
denal ulcer  should  provide  a high  percentage 


of  good  results,  and  is  a procedure  particular- 
ly applicable  to  the  bleeding  type  of  duodenal 
ulcer.  Unfortunately,  in  many  cases  in  which 
hemorrhage  has  been  a predominating  symp- 
tom, there  is  so  much  inflammatory  reaction 
about  the  ulcer  in  the  acute  and  subacute 
lesions,  or  so  much  scarring  in  many  of  the 
chronic  lesions,  that  the  indirect  operation  of 
gastro-enterostomy  becomes  the  procedure  of 
necessity.  Also,  the  direct  operation  is  not 
always  applicable  to  the  lesions  on  the  poster- 
ior wall  of  the  duodenum.  The  indirect 
operation  of  gastro-enterostomy  has  been 
successful  in  controlling  the  symptom  of 
bleeding  in  about  50  per  cent  of  the  cases  of 
bleeding  duodenal  ulcers.  The  direct  opera- 
tion of  partial  duodeneetomy  described  by 
Judd  has,  when  applicable,  afforded  greater 
assurance  against  recurrence  of  bleeding  than 
any  other  type  of  surgical  procedure. 

Experience  in  recent  years  has  shown  that 
the  results  of  simple  excision  of  duodenal 
ulcer  have  not  been  as  satisfactory  as  those 
in  which  some  type  of  pyloroplasty  has  been 
done  in  addition  to  local  excision  of  the  ulcer. 
The  Heineke-Mickuliez,  the  Horsley,  and 
Finney  operations  have  had  to  do  with  the 
division  of  the  pylorus,  with  varying  results. 
Horsley  recently  reported  but  45  per  cent 
satisfactory  results  following  his  operation, 
failure  having  been  due  in  most  of  the  re- 
maining cases  to  recurring  ulcer  along  the 
pyloroplasty  incision.  Judd  has  not  only 
divided  the  pyloric  sphincter,  but  has  excised 
the  greater  part  of  the  sphincter,  making  a 
gastroduodenostomy,  converting  the  stomach 
and  duodenum  into  one  continuous  tract, 
thereby  producing  about  the  same  physio- 
logic changes  that  occur  in  cases  in  which 
gastro-enterostomy  is  performed.  This  opera- 
tion has  been  done  with  a mortality  rate  of 
less  than  one-half  of  one  per  cent,  and  has 
provided  results  comparable  to  the  best  re- 
sults following  gastro-enterostomy  in  care- 
fully selected  cases.  There  are,  however, 
certain  limitations  to  the  direct  operation  of 
excision  and  partial  duodeneetomy. 

The  indirect  operation  of  gastro-enteros- 
tomy has  given  better  results  when  used  in 
cases  of  old  chronic  duodenal  ulcer,  with  or 
without  obstruction,  than  when  employed  in 
those  cases  of  relatively  short  duration,  and 
particularly  in  young  people.  It  has  a higher 
percentage  of  applicability  than  any  of  the 
direct  operations ; and  few,  if  any,  of  the 
direct  operations,  even  though  applied  in 
carefully  selected  cases,  have  been  productive 
of  the  results  derived  from  gastro-enteros- 
tomy. Even  though  gastrojejunal  or  jejunal 
ulcer  does  occur  following  gastro-enteros- 
tomy, and  has  been  credited  with  failure  to 
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obtain  a satisfactory  result  following  gastro- 
enterostomy in  3 to  30  per  cent  of  the  cases, 
a low  incidence  is  the  rule,  and  quite  probably 
the  true  incidence  is  within  5 per  cent.  Fail- 
ure to  remove  associated  disease  in  the  ap- 
pendix and  gallbladder,  and  the  persistence 
of  associated  organic  disease  outside  of  the 
stomach  and  duodenum,  are  unquestionably 
responsible  in  no  small  measure  for  incom- 
plete relief  following  the  conservative  opera- 
tions for  duodenal  and  gastric  ulcer.  The 
radical  operation  of  partial  gastrectomy  has 
little  if  any  place  as  a primary  procedure  in 
the  surgical  treatment  of  duodenal  ulcer.  The 
direct  and  indirect  operations  are  performed 
with  a mortality  rate  approximating  2 per 
cent.  In  the  last  635  cases  of  duodenal  ulcer 
operated  upon  on  my  surgical  service  at  the 
Mayo  Clinic,  there  were  fifteen  deaths,  a 
mortality  rate  of  2.3  per  cent.  The  average 
mortality  rate  of  partial  gastrectomy  is  cer- 
tainly no  less  than  10  per  cent,  and  recently 
Hartwell  and  Felter  have  reported  a mortal- 
ity rate  as  high  as  36  per  cent  for  this  pi’oced" 
ure  in  duodenal  ulcer.  Primary  partial  gas- 
trectomy for  duodenal  ulcer  affords  little,  if 
any,  more  assurance  against  recurrence  of 
ulcer  than  do  the  conservative  procedures  and 
no  one  has  yet,  to  my  knowledge,  reported  re- 
sults following  this  radical  procedure  which 
surpass  those  obtained  through  conservative 
procedures.  Partial  gastrectomy  is  at  times 
necessary  as  a secondary  operation  for  per- 
sistence of  bleeding  after  gastro-enterostomy 
and,  in  the  absence  of  a marginal  ulcer,  such 
partial  gastrectomy  may  be  done  with  excel- 
lent prospects  of  cure  and  a minimum  risk  by 
by  preserving  the  gastro-enterostomy  and 
completing  the  procedure  as  a Billroth  No.  II. 
The  results  are  so  excellent  and  the  risk  so 
small  following  gastro-enterostomy  or  the 
direct  operation  of  excision,  with  resection  of 
the  pyloric  sphincter,  in  the  surgical  treat- 
ment of  duodenal  ulcer,  that  the  radical 
operation  of  partial  gastrectomy  should  be 
reserved  as  a secondary  procedure,  when 
necessary,  for  persistent  bleeding  or  recur- 
rence of  ulcer. 

The  problems  associated  with  the  surgical 
treatment  of  gastric  ulcer  are  considerably 
more  complex  than  those  in  duodenal  ulcer. 
The  benignancy  of  duodenal  ulcer  is  practical- 
ly absolute,  and  rarely  is  primary  malignancy 
of  the  duodenum  encountered.  Whether  or 
not  any  relationship  exists  between  gastric 
ulcer  and  malignancy  developing  upon  an  old 
gastric  ulcer,  is  a question  of  great  import- 
ance and  one  regarding  which  there  is  still 
considerable  controversy.  It  is  quite  prob- 
able that  most  gastric  carcinomas  are  mal- 
ignant lesions  from  their  inception.  However, 


there  is  much  evidence  in  support  of  the 
opinion  that  gastric  ulcer  has  been  the  fore- 
runner and  has  provided  the  cellular  changes 
which  subsequently  constitute  a true  malig- 
nant lesion  in  some  cases.  The  chief  problem 
relates  to  the  differential  diagnosis  between 
gastric  ulcer  and  early  operable  carcinoma, 
which  frequently  may  be  accurately  estab- 
lished only  through  surgical  exploration  and 
microscopic  section. 

To  establish  the  accuracy  of  diagnosis  by 
such  methods  necessitates  excision  of  the 
lesion,  which  may  be  accomplished  by  re- 
latively conservative  or  radical  procedures. 
For  true  gastric  ulcer,  the  conservative  pro- 
cedures are  usually  the  ones  of  choice,  re- 
serving the  radical  procedure  of  partial  gas- 
trectomy for  those  lesions  not  suitable  for 
conservative  surgery.  While  the  direct  opera- 
tion of  excision  is  highly  desirable,  the  acute- 
ness of  the  lesion,  extensive  inflammatory 
reaction  associated  with  protective  perfora- 
tion or  inaccessibility  of  the  ulcer  through  its 
high  situation  in  the  posterior  wTall  of  the 
stomach,  may  make  only  a gastro-enteros- 
tomy applicable.  In  a series  of  123  cases  of 
gastric  ulcer  I performed  a simple  gastro- 
enterostomy in  22  per  cent  of  the  cases. 
Balfour  has  recently  reported  a mortality 
rate  of  3 per  cent  and  70  per  cent  satisfactory 
results  in  100  cases  of  gastric  ulcer  in  which 
gastro-enterostomy  only  had  been  done. 

The  incidence  of  obstruction  is  high  in 
gastric  ulcer  situated  near  the  pylorus.  How- 
ever, gastric  retention  of  high  degree  is  fre- 
quently noted  when  the  ulcer  is  situated  well 
away  from  the  pylorus,  and  in  most  instances 
is  not  due  to  mechanical  obstruction  but  to 
disturbance  of  gastric  motility  through  loss 
of  continuity  of  gastric  musculature.  In  very 
few  cases  of  surgical  gastric  ulcer  may  a good 
result  be  expected  following  simple  excision 
of  the  lesion,  unless  it  is  for  ulcer  in  the  car- 
diac third  of  the  stomach.  Some  degree  of 
retention,  with  delayed  emptying  of  the 
stomach,  may  persist  after  simple  excision 
through  continued  disturbance  of  gastric 
motility,  and  to  obtain  the  best  results  from 
conservative  excision,  the  indirect  operation 
of  gastro-enterostomy  must  supplement  it. 
Cautery  excision  of  the  entire  lesion  has 
proved  a most  satisfactory  procedure  when 
combined  with  gastro-enterostomy.  It  is  ac- 
complished with  a low  mortality  rate  and 
followed  by  excellent  results. 

Conservative  excision  of  the  lesion,  with 
gastro-enterostomy  in  all  but  four  cases,  was 
the  method  employed  in  77  per  cent  of  the 
direct  operations  in  my  series  of  gastric  ulcer. 
Some  type  of  resection  was  used  in  the  re- 
mainder, with  the  exception  of  four  cases  in 
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which  there  had  been  acute  perforation.  Par- 
tial gastrectomy,  after  the  method  of  Polya, 
was  most  frequently  employed.  The  Billroth 
No.  II  was  the  final  procedure  in  two  cases 
in  which  a resection  was  done  as  the  second 
stage  of  a two-stage  operation,  a posterior 
gastro-enterostomy  having  been  previously 
made.  There  are  certain  cases  in  which  the 
twro-stage  operation  is  to  be  recommended, 
particularly  in  patients  in  poor  general  condi- 
tion, and  in  cases  in  which  the  one-stage  ex- 
cision of  a large  perforating  lesion  would  be 
accompanied  by  an  unjustifiable  risk.  The 
Billroth  No.  I and  the  sleeve  resection  have  a 
very  limited  field  of  usefulness.  The  latter 
procedure  is  particularly  suited  to  the  hour- 
glass deformity  occasionally  encountered  in 
gastric  ulcer.  However,  recurrence  as  an 
anastomotic  ulcer  in  the  suture  line,  with 
recurrent  hour-glass  deformity,  is  not  infre- 
quent. Just  recently,  I have  performed  a 
partial  gastrectomy  for  such  a recurrence. 

The  choice  of  surgical  procedure  depends 
largely  upon  the  size  and  location  of  the  les- 
ion and  upon  whether  or  not  perforation  has 
occurred.  To  disturb  the  protection  afforded 
by  the  liver,  pancreas,  or  gastroheptatic 
omentum  in  the  presence  of  a large  subacute 
perforating  ulcer  with  much  surrounding  in- 
flammatory reaction,  contributes  greatly  to 
the  risk  of  any  direct  operation.  On  the  other 
hand,  many  small  or  medium-sized  ulcers 
that  have  gone  on  to  perforation,  with  sub- 
sidence of  the  subacute  inflammatory  pro- 
cess, and  have  assumed  the  characteristics  of 
a chronic  perforated  lesion,  may  be  readily 
excised.  Partial  gastrectomy  may  be  the  pro- 
cedure best  suited  to  certain  gastric  ulcers, 
but  the  conservative  procedure  of  cautery 
excision  of  the  lesion  and  posterior  gastro- 
enterostomy is  applicable  in  a high  percent- 
age of  cases.  It  assure  psparoximately  as 
good  a result  as  a partial  gastrectomy  and 
it  is  accomplished  with  less  risk. 

The  postoperative  development  of  mar- 
ginal or  gastrojejunal  or  jejunal  ulcer  has 
mitigated  considerably  in  the  past  in  con- 
demning the  conservative  procedures  in  the 
surgical  treatment  of  gastric  and  duodenal 
ulcers  where  gastroenterostomy  has  been  em- 
ployed as  an  indirect  operation  for  dundenal 
ulcer,  and  when  used  in  conjunction  with  ex- 
cision of  gastric  ulcer.  The  high  incidence  of 
marginal  or  jejunal  ulcer  following  gastro- 
enterostomy, as  reported  by  the  advocates  of 
radical  partial  gastrectomy,  provides  insuf- 
ficient grounds  upon  which  these  conserva- 
tive procedures  may  be  discarded  in  favor  of 
the  more  radical  and  certainly  more  hazard- 
ous procedure  of  partial  gastrectomy  for 
these  benign  lesions  of  the  stomach  and  duo- 


denum. While  the  incidence  of  marginal  and 
jejunal  ulcer  has  been  reported  as  from  3 to 
30  per  cent,  the  true  incidence  is  probably  not 
more  than  5 per  cent,  and,  while  such  lesions 
are  responsible  for  failure  of  gastro-enteros- 
tomy, the  same  complication  accounts  for 
failure  following  partial  gastrectomy  in  a 
definite  percentage  of  cases,  which  fact  can- 
not be  disregarded.  When  marginal  or 
jejunal  ulcer  does  develop  subsequent  to  gas- 
tro-enterostomy, one  may  retract  his  steps 
and  restore  the  continuity  of  the  gastro- 
intestinal tract  as  a secondary  procedure,  or 
resort  to  partial  gastrectomy  when  necessary. 
Secondary  operations  for  marginal  or  jejunal 
ulcers  developing  subsequent  to  partial  gas- 
trectomy are  of  necessity  hazardous  and 
radical. 

In  recent  years,  there  has  been  a tendency 
to  employ  the  radical  operation  of  partial 
gastrectomy  for  gastrojejunal  or  marginal 
ulcer.  However,  even  though  partial  gas- 
trectomy becomes  the  procedure  of  necessity 
in  certain  instances,  the  relatively  high  in- 
cidence of  recurrence  of  ulcer  following  such 
radical  procedure  has  served  to  curb  en- 
thusiasm for  partial  gastrectomy  and  has  in- 
stituted a reversion  to  the  more  conservative 
procedures  formerly  used  most  satisfactorily. 
Of  these  procedures,  taking  down  the  gastro- 
enterostomy and  excising  the  marginal  ulcer, 
with  restoration  of  the  continuity  of  the  gas- 
tro-intestinal  tract  and  some  type  of  pyloro- 
plasty, has  been  the  procedure  of  choice,  and 
is  again  being  properly  returned  to  that  posi- 
tion. Its  usefulness  is  limited  to  those  cases  in 
which  the  duodenum  and  pylorus  can  be  mo- 
bilized, and  to  those  cases  in  which,  as  a re- 
sult of  the  original  duodenal  ulcer,  there 
is  not  sufficient  scarring  and  contraction 
to  preclude  some  type  of  pyloroplasty.  Partial 
duodenectomy  and  gastroduodenostomy, 
after  the  method  described  by  Judd,  has 
proved  a most  satisfactory  type  of  opera- 
tion to  employ  in  conjunction  with  ex- 
cision of  the  marginal  ulcer  and  taking 
down  of  the  gastro  - enterostomy  when 
the  duodenum  can  be  mobilized.  In  those 
coses  in  which  the  duodenum  and  pylorus 
are  not  readily  accessible,  some  type  of 
gastric  resection  usually  must  be  resorted 
to.  When  gastrojejunal-colic  fistula,  fortun- 
ately of  infrequent  occurrence,  has  complicat- 
ed a marginal  or  jejunal  ulcer,  the  general 
condition  of  the  patient  is  such  that  radical 
operations  are  not  well  tolerated,  and  here 
again  the  most  simple  surgical  procedures 
are  necessary  to  conservation  of  life. 

I should  like  to  leave  with  you  the  idea 
that  the  treatment  of  peptic  ulcer  requires 
differentiation  as  to  whether  the  lesion  is 
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duodenal,  gastric,  marginal  or  jejunal.  Un- 
complicated duodenal  ulcer  often  responds  to 
medical  management.  Failure  of  response  to 
such  treatment,  repeated  hemorrhage,  pyloric 
obstruction,  or  perforatioon,  represent  true 
indications  for  the  institution  of  surgical  pro- 
cedures, among  which  the  operation  of  partial 
gastrectomy  has  no  place  as  a primary  opera- 
tion. Most  gastric  ulcers,  by  virtue  of  their 
actual  and  potential  pathology,  in  the  absence 
of  contraindications  to  operation,  are  surgical 
lesions,  and,  while  partial  gastrectomy  is  at 
times  the  most  readily  applicable  procedure, 
conservative  surgical  excision  and  the  in- 
direct operation  of  gastro-enterostomy  is 
readily  done  in  the  majority  of  instances.  The 
indications  for  surgical  treatment  of  peptic 
ulcer  must  always  be  sufficiently  definite  to 
justify  the  risk  and  the  mortality  rate  at- 
tending any  surgical  procedure.  The  con- 
sciousness that  surgical  mortality  follows  a 
wilful  procedure  of  the  surgeon’s  own  hand 
must  deter  him  from  the  performance  of 
radical,  dangerous,  partial  gastrectomy  as  a 
primary  operation  in  the  surgical  treatment 
of  duodenal  and  most  gastric  ulcers. 

DISCUSSION 

DR.  F.  D.  VICKERS,  Derning,  N.  M.:  I have  en- 
joyed Dr.  Hunt’s  paper  immensely  and  should  like 
to  ask  him  if  duodenal  ulcers  that  recur  and  then 
apparently  show  no  symptoms  for  months  have 
healed  up  entirely,  or  if  they  are  still  ulcers. 

DR.  P.  RICHARDS.  Albuquerque,  N.  M.:  This  is 
rather  a comprehensive  Subject  and  I do  not  be- 
lieve that  differential  points  between  a peptic  ulcer 
and  a durdenal  ulcer  should  be  discussed  in  the 
same  paper.  A peptic  ulcer  is  always  invariably  an 
embiyonic  process,  while  duodenal  ulcers  are  a me- 
chanical proposition.  I have  never  seen  a true  pep- 
tic ulcer  cured,  nor  have  I ever  seen  a true  duodenal 
ulcer  cured.  I have  seen  duodenal  ulcers  go  along 
quiescently  for  years  if  the  patient  has’  learned  to 
s eep  on  his  Rvomach,  but  they  usually  recur  sooner 
or  later. 

DR.  NATHANIEL  H.  B’RUSH,  Santa  Barbara, 
Cal.:  I have  become  more  and  more  convinced  as 
time  goes  on  that  certain  tendencies,  certain  situa- 
tions play  an  enormous  role  in  the  formation  of 
duodenal  ulcers  and  also  gastric  ulcers.  For  the 
oast  year  I have  been  working  very  largely  on  prob- 
lems of  the  psychiati’ic  treatment  of  colitis  and  have 
collected  somewhere  around  fifteen  cases,  a large 
majority  of  them  women.  Understanding  and  help- 
ing them  to  understand  their  problems  has  done  a 
lot  to  help  to  cure  these  fifteen  cases.  They  had 
b'een  treated  by  all  sorts  of  wavs — diet,  nutrition, 
restcures  and  most  everything — but  it  was  really 
giving  the  individuals  a chance  to  understand  their 
own  difficulties,  their  own  situations  and  how  to 
handle  them,  that  helped  most  to  alleviate  their 
trouble.  In  my  own  personal  experience  in  mv 
home,  I was  very  much  distui’bed  over  a duodenal 
ulcer  and  had  all  kinds  of  treatment.  During  the 
height  of  the  ulcer  it  was  necessarv  for  me  to  live 
under  a situation  of  great  strain  and  verv  great  un- 
pleasantness all  around.  As  soon  as  this  situation 
was  removed,  I became  better. 

DR.  HUNT  (closing)  : There  are  manv  different 
oninmns  about  this  whole  subject.  A doctor  a«k°d 
me  about  the  relationship  betwe"n  uVer  and  foci  of 


infection,  stating  he  had  had  an  ulcer  for  years, 
but  as  soon  as  he  got  his  teeth  out,  all  symptoms 
disappeared.  There  is  a very  definite  relationship 
between  foci  of  infection  and  gastric  ulcer.  As  I 
stated  in  my  paper,  when  the  diagnosis  of  duodenal 
ulcer  can  be  made  in  the  absence  of  hemorrhage, 
pyloric  obstruction,  or  perforation,  that  patient  is 
entitled  to  a thorough  trial  of  medical  treatment 
and  many  of  them  will  respond  to  it.  I do  not  pro- 
pose to  know  a whole  lot  about  medical  treatment, 
except  to  say  that  various  things  have  been  done. 
Removal  of  possible  foci  of  infection,  alkalis,  and 
other  therapeutics  may  help  this  class  of  cases.  Dr. 
Brush’s  statements,  I think,  are  very  excellent.  I 
could  not  help  but  be  reminded  of  some  of  the  dis- 
cussion this  morning  as  to  the  incidence  of  high 
infant  mortality  in  some  sections  of  the  country 
and  among  some  people;  as  the  doctors  show,  there 
is  a very  high  incidence  among  people  occupying  a 
very  social  scale,  which  is  made  for  them  according 
to  their  income  status,  and  as  that  rate  increases, 
their  immunity  and  resistance  is  increased.  One  of 
the  men  said  that  some  people  did  not  and  could  not 
take  education  when  it  came  to  educating  the  pub- 
lic. Now  all  these  things  should  be  taken  into  con- 
sideration and.  when  people  are  in  such  a position 
and  such  a station  in  life  that  this  medical  and 
non-surgical  treatment  may  be  instituted  before 
surgical,  many  will  respond.  Then  when  surgery  is 
contemplated,  you  should  bear  in  mind  the  distinct 
surgical  indications  which  I have  attempted  to 
enumerate  in  my  paper.  As  regards  the  healing 
of  ulcers,  we  know’  that  many  ulcers  heal.  Frequent- 
ly autopsy  records  will  show  other  conditions  as 
the  cause  of  death,  yet  old  healed  ulcers  will  also 
be  found,  with  no  past  historv  or  reference  made 
to  such  a condition  having  existed.  I wish  to  ex- 
press mv  sincere  pleasure  at  being  with  you  and 
thank  you  for  the  discussion  and  interest  accorded 
my  paper. 
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Immunity  or  resistance  to  animal  oarasites 
is  a question  which  has  been  the  subject  of 
much  experiment  a^d  speculation  in  recent 
years.  Until  recently,  most  of  the  work  on 
immunity  to  disease  has  been  done  in  con- 
nection with  bacteria  It  has  been  known 
centuries  that,  after  a man  or  animal  had 
recovered  from  certain  diseases,  he  was 
thereafter  immune  to  that  disease:  for  ages 
the  Chinese  have  practised  inoculation  of 
their  children  from  mild  smallpox  cases 
rather  than  risk  their  exposure  during  de- 
structive epidemics.  Fasteur,  in  the  last 
half  of  the  nineteenth  century,  put  the 
matter  on  a more  scientific  basis,  and  in  the 
ha'f  century  since  then,  therp  has  grown  up 
the  science  of  immunology.  It  is  worth  not- 
ine, however,  that,  although  we  know  a great 
deal  about  the  cange?  which  bacterial  infec- 
tions induce  in  the  nature  and  behavior  of 
the  blood,  we  are  still  almost  as  much  at  sea 
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as  ever  as  to  how  the  changes  are  brought 
about.  A number  of  ingenious  theories  have 
been  advanced  by  Ehrlich,  Bordet,  Metchnik- 
off,  and  others,  but  none  of  them  have  satis- 
factorily explained  all  the  facts.  We  know 
that  the  presence  of  foreign  proteins  or 
antigens  in  the  body  results  in  the  ability  of 
the  blood,  under  certain  circumstances,  to 
dissolve  them  if  they  are  not  already  in  solu- 
tion ; to  cause  them  to  clump  or  agglutinate 
if  in  discrete  particles,  or  to  precipitate  them 
as  solid  particles  if  they  are  in  solution;  to 
fix  or  use  up  a constituent  of  the  blood  known 
as  complement,  necessary  for  the  dissolution 
of  cellular  antigens,  but  occurring  whenever 
an  antigen  and  antibody  combine ; to  stimu- 
'ate  the  leukocytes  to  a heightened  apoetite 
for  them,  and  to  increase  their  digestibility 
for  the  leukocytes. 

We  also  know  that,  under  certain  circum- 
stances, the  body  is  rendered  immune  to  in- 
iury  by  them,  while,  in  other  circumstances, 
it  is  rendered  highly  susceptible  to  them 
when  it  was  unharmed  by  them  before,  a con- 
dition known  as  anaphylaxis.;  We  also  know 
thaf,  when  an  animal  is  in  a state  of  hyper- 
susceptibility  to  a particular  protein,  injec- 
tion of  that  protein  into  the  skin  causes  a 
characteristic  skin  reaction ; such  as  in  the 
tuberculin  reaction,  and  by  the  injection  of 
poden  extracts  into  the  skin  of  sensitive  in- 
dividuals. Just  how  all  of  this  is  brought 
about  is  still  almost  as  much  a mystery  now 
as  it  ever  was  and  we  are  almost  as  much  in 
the  dark  as  to  the  relation,  if  any,  of  these 
various  immune  reactions  to  actual  im- 
munity. 

Naturally,  since  animal  parasites,  as  well 
as  bacteria,  are  made  up  of  proteins,  they  too 
can  bring  about  these  various  reactions  when- 
ever their  proteins  actually  get  access  to  the 
blood.  The  blood  and  skin  reactions  mention- 
ed above  are  of  common  occurrence  and  are, 
in  some  instances,  of  value  in  diagnosis.  Thus, 
infection  with  the  hydatid  cysts  of  Echino- 
coccus can  be  diagnosed  by  complement  fixa- 
tion, by  precipitin  react:on,  or  by  a skin  test, 
using  fluid  from  a hydatid  cyst  as  an  an- 
tigen. S'  milar  results  are  obtained  with  an- 
tigens prepared  from  achistosomes,  trichinas’ 
lung  flukes,  a d so  forth,  and  probably  can  be 
o’  tained  with  anv  worms  which  actually  live 
in  the  blood  or  tissues;  but  worms  living  in 
the  alimentary  canal  or  bile  ducts,  such  as 
ascaris,  hookworm,  give  very  uncertain  and 
unreliable  results.  Strongyloid.es,  however, 
burrowing  into  the  walls  of  the  digestive 
tract,  is  said  to  react  well.  In  some  protozoan 
infections  similar  reactions  occur.  Thu*, 
spirochetes  and  trypanosomes  are  agglutin- 
ated by  serum  immune  to  them ; in  the  case 


of  the  trypanosomes  the  process  is  distin- 
guished by  the  term  agglomeration,  since  the 
parasites  do  not  clump  together  in  a hap- 
hazard manner  but  form  rosettes,  all  at- 
tached centrally  by  their  posterior  ends. 

Blood  immunized  against  either  spiro- 
chetes or  trypanosomes  shows  another  pe- 
culiarity in  that  the  blood  platelets  adhere 
to  the  parasites  until  the  latter  become 
laden  with  them.  Trypanosomes  also  ac- 
quire the  property  of  attaching  themselves 
to  leukocytes,  even  dead  ones,  which  undoubt- 
edly aids  in  the  process  of  phagocytosis. 

Acquired  resistance  undoubtedly  plays  an 
important  part  in  protozoan  and  metazoan  in- 
fections, as  well  as  in  bacterial  ones.  Such 
resistance,  in  the  case  of  protozoa,  usually 
takes  the  form  of  an  antagonism  to  the  para- 
sites, so  that  they  are  unable  to  make  head- 
way and  produce  heavy  infections;  in  the 
case  of  worms,  it  takes  three  different  forms: 

(1)  resistance  to  invasion  of  the  parasites; 

(2)  resistance  to  successful  maturing  of  the 
parasites,  after  entry;  and  (3)  resistance  to 
injurious  toxic  effects. 

It  is  a matter  of  common  knowledge  that 
protozoan  infections  after  an  acute  attack 
usually  go  into  a chronic  state  in  which  the 
parasites  may  be  few  and  hard  to  find ; such 
a chronic  state  is  often  punctuated  by  relaps- 
es, due  to  the  parasites  taking  advantage  of  a 
temporary  weakening  in  the  defenses  of  the 
host,  as  the  result  of  fatigue,  malnutrition, 
or  other  diseases. 

During  the  chronic  periods  of  infection, 
there  is  usually  a marked  resistance  to  super- 
imposed infections,  although  these  may  oc- 
casionally be  possible.  Fresh  chancres  do 
not  develop  in  people  with  latent  syphilis ; 
adults  in  highly  malarial  countries,  having 
been  infected  with  malaria  almost  since  birth, 
cannot  develop  acute  malaria ; chronic  car- 
riers of  the  dysentery  ameba  are  not  subject 
to  amebic  dysentery ; and  so  on.  Taliaferro 
has  analyzed  Some  of  the  factors  involved  in 
resistance  to  trypanosome  and  malaria  infec- 
tions. Two  quite  distinct  types  of  resistance 
appear,  one  the  property  of  killing  and  dis- 
solving the  parasites,  the  other  the  property 
of  inhibiting  their  reproduction.  When  a rat 
is  infected  with  T.  Lewisi,  the  trypanosomes 
at  first  multiply,  steadily  and  rapidly.  Grad- 
ually the  rat’s  blood  ocquires  the  property  of 
inhibiting  reproduction,  which  becomes  ab- 
solute by  about  the  tenth  day.  About  this 
time  the  blood  develops  another  pronertv  and 
suddenly  destroys  a high  percentage  of  the 
trypanosomes  present,  but  a few,  as  in  the 
similar  case  of  relapsing  fever  spirochetes, 
physiologically  alter  themselves  so  that  they 
are  unaffected.  Since,  however,  they  cannot 
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reproduce,  the  numbers  never  increase  to 
produce  a relapse.  Eventually,  a second 
trypanocidal  substance  is  produced  which 
wipes  out  the  majority,  and  usually  all,  of 
the  para  ites  left,  and  the  rat  is  thereafter 
uninfected  and  immune.  The  permanent  im- 
munity of  rats  after  one  infection  has  run  its 
course  is  due  to  the  persistence  of  the  re- 
production-inhibiting property  of  the  blood. 
If  a few  trypanosomes  are  inoculated  by  a 
flea,  no  demonstrable  infection  results  be- 
cause the  parasites  are  unable  to  multiply. 
Some  an’mals,  notably  the  guinea  pig,  do  not 
seem  to  have  this  fortunate  power  to  control 
trypanosomes  by  stopping  their  reproduction, 
but  they  do  produce  the  trypanocidal  sub- 
stance. When  a guinea  pig  is  infected  with 
a pathogenic  trypanosome,  the  latter  multi- 
plies until  it  is  very  numerous  in  the  blood. 
Then  suddenly  the  trypanocidal  property 
comes  into  olav  and  most  of  them  are  wiped 
out.  But  the  few  remaining  ones,  being  un- 
checked in  their  reproduction,  soon  produce 
vast  numbers  again,  thus  bringing  about  a 
relapse,  until  a second  trypanocidal  pro- 
perty, active  agamst  the  relapse  strain, 
again  reduces  them.  This  relapsing  process 
goes  on  until  finally  the  parasites  are  either 
all  killed  or  the  guinea  pig  does  not  bring 
its  defensive  mechanism  into  play  soon 
enough,  and  dies  with  thousands  of  try- 
panosomes in  it  blood.  A precisely  similar 
process  occurs  in  infestions  with  relapsing 
fever  spirochetes. 

Mice  seem  to  have  no  power  of  their  own 
either  to  inhibit  reproduction  or  to  kill  the 
trypanosome?,  so  the  latter  steadily  multi- 
ply until  the  mice  die.  Strangely  enough, 
however,  if  mice  are  treated  with  drugs  in 
sufficient  dose  to  kill  most  but  not  all  of 
the  trypanosomes,  the  drug  in  some  wav  aids 
the  body  to  develop  a trypanocidal  antibody 
so  that  the  animal  is  immune  for  some  twenty 
days  to  the  original  “passage  strain”  of  try- 
panosomes. The  surviving  ones,  however, 
are  immunologicallv  altered  iust  as  they  are 
after  a crisis  in  guinea  pigs,  and  bring  about 
a relapse.  Ritz,  in  1914  partially  cured  a 
mouse  twenty  times,  wlfh  the  production  of 
seventeen  immunologicallv  different  strains. 
In  different  mice  these  dp  not  recur  in  the 
same  sequence,  and  an  ea  dier  strain  might 
reappear  subsequently. 

Taliaferro  and  Johnson  have  found  that  a 
peculiar  relation  exists  between  the  number 
of  trypanosomes  and  the  trypanocidal  effec- 
tiveness of  an  immune  serum  in  different 
quantities.  With  small  numbers  of  parasites, 
any  dose  above  a certain  minimum  one  de- 
stroys the  trypanosome? ; with  moderate 


numbers  of  parasites,  there  are  zones  of  ef- 
fectiveness, so  that  doses  four  to  ten  times 
the  minimum  might  have  no  effect,  while 
one  six  times  the  minimum  is  again  effec- 
tive; while,  with  very  large  numbers  of 
parasites,  the  serum  is  ineffective  in  any 
dose. 

In  malaria  infections  there  is  no  repro- 
duction-inhibiting mechanism  present,  yet 
the  parasites  are  soon  largely  destroyed  by  a 
cr:sis,  and  are  thereafter  few  in  number.  The 
basis  for  thi  destruction  seems  to  lie  in 
phagocytosis  by  the  reticulo-endothelial  sys- 
tem. 

In  metazoan  parasites,  as  noted  above, 
three  different  types  of  immunity  come  into 
play.  In  the  first  place,  there  is  evidence  of 
resistance  to  invasion  by  forms  which  enter 
through  the  skin  such  as  hookworms  and 
strongyloides.  Thi°  is  probably  purely  phy- 
sical and  is  related  to  race  and  age,  and  ap- 
parently not  to  immunity  acauired  as  the 
result  of  previous  infections.  Resistance  to 
the  growth  to  maturity  of  parasites,  how- 
ever. unquestionably  does  result  from  earlier 
invasions.  The  experiment  of  trying  to  in- 
fect three  horses  with  schistosomes  has  been 
tried.  One  animal  which  had  been  infected 
two  years  before  and  cured,  failed  to  acquire 
anv  worms  at  all,  while  two  uninfected  con- 
trol animals  had  10,000  and  20,000  worms 
respectively.  A similar  cn  e has  been  ob- 
served in  which  skin  maggots  (cordylobia) 
are  unable  to  penetrate  immnnized  areas  of 
the  skin  of  a guinea  pig.  Such  types  of  im- 
munity are  not  unique;  It  is  known  to  occur 
with  many  kinds  of  nroteins.  In  the  ca«e  of 
intestinal  worms  which  attach  the  mucous 
membranes  of  the  intestine,  it  is  conceivable 
that  a similar  local  immunity  might  develop. 

Sandground  (1928)  found  that  dogs  infect- 
ed with  strongvloides  stercoralis  develop  a 
high  resistance  to  superinfections,  whether 
cured  or  not,  and  cats  even  more.  This  im- 
munity evidently  pertained  to  the  intestine 
for  in  immune  dogs  the  larvae  entered  the 
skin  and  pas  ed  through  the  Hood  and  lungs 
to  the  trachea  as  readily  as  in  non-immune 
dogs,  yet  failed  to  mature.  He  found  too, 
that  the  blood  itself  did  not  contain  the  para- 
sitocidal  property.  Sandground  himself,  as 
the  result  of  a light  and  brief  strongvloides 
infection,  apparently  remained  immune  for  at 
lea't  14  months,  but  at  He  en4  of  23  months 
he  acquired  an  accidental  infection  which  was 
sti'l  present  a year  later.  A similar  immun- 
ity is  noted  in  the  case  of  dogs  infected  with 
ascarid  worms  and  hookworms.  Sawyer  has 
suggested  that  the  equilibrium  reached  in 
hookworm-infested  countries,  whereby  infec- 
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tions  cease  to  increase  with  age,  may  be  due 
to  a similar  mechanism,  and  the  same  ex- 
planation might  be  applicable  to  the  de- 
creasing rate  of  reinfection  after  treatment. 

It  is  a well-known  fact  that  one  individual 
may  suffer  severely  from  a dozen  hook- 
worms, while  another  can  harbor  thousands 
with  no  evident  ill  effects.  This  is  a condi- 
tion which  is  no  doubt  true  for  all  worm  in- 
fections. The  immunity  consists  in  the  ability 
to  neutralize  toxic  products  absorbed  from 
the  worms,  and  the  power  to  regenerate  in- 
jured parts. 

A slight  lowering  of  hemoglobin  results 
from  a moderate  infection  and  is  not  increas- 
ed by  infections  twice  as  great.  Whether 
hemoglobin  p’ays  an  important  part  in  im- 
munity to  parasitic  infections  is  yet  to  be 
found.  However,  many  factors  that  favor 
this  power  are  known.  Nutrition  is  of  prime 
importance.  And  liver  extracts  have  been 
used  with  success  to  counteract  the  severe 
anemias  of  worm  infections.  The  proper 
functioning  of  the  glands  of  internal  secre- 
tion also  has  been  found  to  plav  an  important 
part. 

With  parasitology  on  the  increase  due  to 
more  and  quicker  travel  between  infected 
areas,  there  is  also  the  need  for  immunity 
against,  and  prevention  of,  parasitic  infec- 
tions. The  barrier  that  once  confined  certain 
diseases  to  the  tropics  no  longer  exists, 
therefore  parasitology  is  developing. 

DISCUSSION 

DR.  R.  W.  MENDELSON,  Albuquerque,  N.  M.: 

I wish  to  thank  Dr.  Allen  for  his'  paper  and  think 
that  we  should  pay  more  attention  to  stool  examina- 
tions, as  they  are  just  as  important,  if  not  more  so, 
than  a blood  examination.  Many  more  accurate  ui- 
agnoses  would  be  made  if  more  attention  was  given 
to  the  stool  examination. 

DR.  FRANK  RIDGE,  Kansas  City,  Mo.:  This 
subject  interests  me  very  much.  I have  a patient  on 
my  hands  now  who  came  in  complaining  of  hunger 
pains',  with  history  of  considerable  gastric  colic. 
Stomach  seems  to  be  perfectly  normal,  but  on  duo- 
denal drainage  bile  appeared,  which  was  normal 
except  for  some  mucus  flukes.  These  were  alive  and 
I have  not  been  able  to  get  rid  of  them.  Following 
the  administration  of  gall-bladder  extract,  they  dis- 
appeared for  a few  days  and  later  returned.  We 
have  practically  no  parasitic  infections  in  Missouri, 
at  least  they  are  very  rare. 

DR.  S.  L.  BURTON,  Albuquerque,  N.  M.:  This 
seems  to  me  a very  important  subject.  I think  we 
should  use  more  caution  in  stool  examinations,  as 
this  would  result  in  much  better  and  more  accurate 
diagnoses  and  a number  of  lives  might  be  saved 
thereby. 

DR  L.  S.  PETERS,  Albuquerque,  N.  M.:  I am 

looking  for  some  information.  The  Professor  spoke 
about  how  little  we  know  about  the  mechanism  of 
the  duodenum,  and  I agree  with  him.  I just  hap- 
pened to  hear  Dr.  Rich  of  Johns  Hopkins  talk  on 
allergy,  in  which  he  claims  to  have  separated  ab 
l"rgy  from  immunity.  He  claims  allergy  is  not  nec- 
essary to  immunity  but  the  two  dovetail  into  each 


other,  as  it  were.  I should  like  to  hear  Professor 
Allen’s  opinion  on  this. 

DR.  ALLEN  (closing)  : In  regard  to  stool  ex- 

aminations, I do  not  believe  we  can  overemphasize 
the  importance  of  these  examinations  and  the  find- 
ing of  eggs  and  larvae,  which  may  help  a great  deal 
in  the  diagnosis  of  the  condition,  which  is  frequent- 
ly overlooked  in  the  greater  medical  practices.  As 
to  the  scarcity  of  parasites  in  Missouri,  Dr.  Ridge 
is  partially  right,  I think.  Probably  they  are  scarce, 
but  one  reason  they  are  scarce  is  because  we  have 
not  recognized  them.  The  whole  subject  of  para- 
sitology has  not  been  worked  to  its  fullest  extent 
like  some  of  the  other  phases  of  medicine.  Regard- 
ing immunity  and  allergy,  I still  regard  them  as 
the  same  thing  and  will  at  least  until  more  work 
has  been  done  on  them.  Whether  one  is  necessary 
to  the  other  or  not,  I do  not  know.  The  medical 
profession  is  much  too  busy  with  clinical  material 
and  clinical  work  to  experiment  upon  a maximum 
of  immunity.  Immunity  seems  to  me  to  be  the  wid- 
est field  along  bacterial  lines,  if  you  can  call  im- 
munity bacteriology,  and  what  we  are  going  to 
learn  regarding  immunity  in  the  future  is  going  to 
exceed  by  far  anything  we  have  known  in  the  past. 


THE  TREATMENT  OF  DELIRIUM 
TREMENS 

NATHANIEL  HAWLEY  BRUSH,  A.  B.,  M.  D. 

Santa  Barbara,  California 

(Read  before  the  New  Mexico  Medical  Society,  at 
its  Fortv-Ninth  Annual  Meeting,  at  Albuquerque, 
N.  M.,  May  20-22,  1931.) 

Notwithstanding  legal  prohibition  of  the 
manufacture  and  distribution  of  alcohol  in 
the  United  States,,  physicians  of  today  may 
often  be  concerned  particularly  with  two 
tvpes  of  alcoholism : the  acute  alcoholic  and 
the  patient  with  delirium  tremens. 

The  care  and  management  of  the  acute 
alcoholic  may  offer  more  complexities  than 
it  did  ten  or  twelve  years  ago,  the  complex- 
ities  having  arisen  from  some  of  the  pecul- 
iar, unusual,  and  dangerous  substitutes  for 
alcohol  which  may  find  their  way  into  the 
human  body.  It  is  unnecessary  to  enumerate 
these  various  concoctions,  which  include  such 
things  as  cologne,  bay  rum,  various  hair 
tonics,  and  even  shellac,  “canned  heat,”  and 
so  forth.  Confronted  with  the  ever-present 
dangers  inherent  in  the  imbibing  of  these 
dangerous  beverages,  it  is  wise  for  physi- 
cians to  continue  to  be  familiar  with  the 
emergency  treatment  of  methyl  alcohol 
poisoning,  or  at  least  see  to  it  that  such  pati- 
ents are  given  the  benefit  of  immediate 
hospital  care  where  such  treatment  can  be 
obtained.  The  handling  of  the  acute  alcorolic 
should  not  present  very  much  difficulty,  pro- 
vided he  has  not  partaken  of  some  unusual 
form  of  stimulant,  or  has  not  been  poisoned 
by  methyl  alcohol. 

Some  vears  ago,  the  usual  treatment  of  the 
commonly  called  “Saturday  night  drunk,” 
consisted  in  allowing  the  victim  to  “sleep  it 

* From  the  Division  of  Neuro-Psychiatry,  Santa 
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off”  in  the  cold,  draughty,  and  often  damp 
cell  of  the  local  police  station.  Here  the  acute 
a’coholic  often  slept  off  his  toxication,  only 
to  die  a few  days  later  of  pneumonia.  In  some 
cities,  particularly  those  having  a rigorous 
winter  climate,  the  death  rate  from  pneu- 
monia, directly  traceable  to  poor  care  and  at- 
tention, or  rather,  the  lack  of  attention  given 
acute  alcoholics  in  police  stations,  rose  to 
such  a high  mark  that  intervention  by  the 
local  health  authorities  was  required. 

As  a rule,  about  all  the  acute  alcoholic  re- 
quires will  be  a comfortable  place  in  which 
to  sleep,  and  protection  from  cold  and  ex- 
posure. But  if  the  degree  of  alcoholic  stupor 
is  very  great,  if  the  heart  action  is  weak, 
and  there  are  other  signs  of  collapse,  a gas- 
tric lavage,  preferably  with  some  alkaline 
solution,  is  indicated,  and  also  symptomatic 
cardiac  stimulation.  Again  let  me  caution 
regarding  the  danger  of  overlooking  a pos- 
sible methyl  alcohol  poisoning  in  such  in- 
stancels,  and  the  necessity  of  instituting 
prompt  treatment. 

Perhaps  one  of  the  most  serious  and  alarm- 
ing of  the  conditions  due  to  alcohol  which 
the  physician  may  be  called  upon  to  treat,  is 
the  condition  known  as  delirium  tremens,  an 
acute  psychosis  of  alcoholic  origin.  For  the 
most  part,  delirium  tremens  occurs  after 
many  years  of  over-indulgence  in  alcohol, 
but  it  is  not  infrequently  met  with  in  per- 
sons who  have  started  their  drinking  with- 
in a comparatively  short  time,  when  it  is 
usually  the  termination  of  a prolonged  al- 
coholic debauch.  In  the  chronic  alcholic,  the 
attack  is  often  initiated  by  some  special 
episode:  the  onset  of  some  acute  febrile  dis- 
ease (pneumonia,  influenza,  and  so  forth,) 
or  by  some  severe  trauma — a fractured  leg, 
head  injury,  and  so  forth. 

One  factor  in  the  production  of  delirium 
tremens,  as  borne  out  by  the  history  of  sev- 
eral patients,  seems  to  be  alcoholic  over-  in- 
dulgence in  the  absence  of  proper  food  in- 
take. Thus,  one  patient  consumed  at  least 
one  quart  of  rye  whiskey  a day  for  nine 
days,  and  during  that  time  his  food  intake 
amounted  to  one  dill  pickle.  Another  pati- 
ent drank  a large  amount  of  gin  during  a 
period  of  five  days,  and  in  that  time  his 
food  consisted  of  three  scrambled  eggs  and 
one  banana. 

This  abstinence  from  food  seems  to  be 
one  of  the  important  links  in  the  vicious  cir- 
cle which  obtains  in  delirium  tremens.  The 
prolonged  alcoholic  indulgence  produces  an 
alcoholic  gastritis.  The  patient  then,  per- 
haps, increases  his  drinking  in  the  hope  that 
the  flagging  appetite  may  be  restored  by  the 


stimulation  of  the  alcohol.  But,  instead  of 
bringing  back  the  appetite,  the  increased 
amount  of  drinking  only  serves  to  cause  an 
exacerbation  of  the  gastritis  and  an  actual 
repugnance  towards  food.  Thus  the  ideal 
conditions  for  the  production  of  delirium  tre- 
mens are  set  up. 

Some  writers  state  that  occasionally  the 
attack  of  delirium  tremens  is  preceded  by 
various  prodromata  stretching  back  over 
varying  periods  of  time,  from  a few  days  to 
several  weeks,  and  even  longer.  Poor  sleep, 
interrupted  by  night-mares,  increasing  ir- 
ritability, uneasiness  and  vague  feelings  of 
anxiety,  occur.  In  addition  to  these  mani- 
festations, there  may  occur  transient  sen- 
sory falsifications  and  delusional  misinter- 
pretations applied  to  the  simplest  and  most 
commonplace  things  in  the  patient’s  daily 
life  and  enviroment. 

The  sensory  and  tactile  hallucinations, 
while  not  always  constant,  are,  when  they 
occur,  quite  a typical  part  of  the  picture. 
Imaginary  spiders,  worms,  and  so  forth,  are 
picked  off  the  backs  of  the  hands,  parts  of 
the  clothing,  the  wallsi,  and  bedding.  One 
very  interesting  feature  of  these  hallucina- 
tions is  their  frequent  tendency  to  appear  as 
d'minutions  or  lilliputian  in  size:  elephants 
are  seen  the  size  of  mice ; cats,  dogs,  and 
rabbits  appear  the  size  of  the  common  house 
fly.  The  explanation  of  these  peculiar  sen- 
sations b‘e:,  in  the  fact  that  the  finer  nerve 
endings  in  the  skin  have  acquired  a certain 
degree  of  alcoholic  neuritis,  the  patient’s 
clouding  of  consc’ousness  preventing  him 
from  recognizing  or  evaluating  such  sensory 
stimuli  in  their  true  light,  and  thus  they 
become  falsified  and  misinterrepted.  The 
well-known  fact  that  the  hallucinations  and 
illusions  present  in  delirium  tremens  arel 
often  of  such  a ghastly  and  horrifying  na- 
ture, has  given  to  the  lay  mind  the  term 
“the  horrors”  to  be  applied  to  this  disease. 

In  the  main,  the  treatment  of  delirium 
tremens  should  consist  of  (1)  sedative,  (2) 
elimination,  (3)  support,  (4)  nursing. 

(1)  Sedative:  A patient  with  full-fledged 
delirium  tremens  may  be  wildly  and  furious- 
ly delirious,  and  the  intensity  of  the  tremor 
may  be  such  as  to  render  it  physically  im- 
possible for  him  to  remain  quiet.  In  such 
instances  and  under  such  conditions,  seda- 
tive measures  are  required  to  prevent  or  to 
ward  off  complete  exhaustion  or  dangerous 
collapse. 

With  a patient  on  the  verge  of  collapse, 
one  must  remember  that  we  are  dealing  with 
a heart  whose  myocardium  has  been  weaken- 
ed from  several  sources,  such  as  the  poison- 
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ing  from  the  alcohol,  the  lack  of  proper  or 
adequate  nourishment,  and  the  added  strain 
of  the  delirious  excitement.  Under  such  cir- 
cumstances, the  use  of  sedatives  such  as 
morphia,  chloral,  or  hyoscine,  is  absolutely 
contraindicated. 

By  far  the  best  means  to  be  used  in  quiet- 
ing the  patient  is  hydrotherapy.  Such  pro- 
cedures may  be  difficult  to  carry  out  in  the 
home,  and  therefore  the  patient  should  be 
in  a hospital.  I do  not  believe  that  we  pos- 
sess any  more  efficient  methods  of  quieting 
the  patient  than  by  the  use  of  the  continuous 
tub  bath,  given  at  a temperature  of  ninety- 
eight  to  one  hnudred  degrees.  If  a tub, 
equipped  with  apparatus  to  insure  a con- 
stantly regulated  inflow  and  outflow  of 
water,  is  lacking,  use  may  be  made  of  an 
ordinary  bath  tub,  regulating  the  tempera- 
ture by  means  of  a bath  thermometer.  Fail- 
ing in  this,  recourse  may  be  had  to  the  warm, 
wet  pack.  Hydrotherapy,  properly  applied, 
often  works  with  an  almost  magical  effect. 

A question  may  be  raised  regarding  the 
possible  difficulty  of  keeping  an  excited  pati- 
ent in  the  tub.  In  such  instances,  it  is  true, 
a struggle  may  take  place.  If  it  does,  and 
the  patient  is  not  in  a too  precarious  or 
weakened  condition,  mild  restraining  meas- 
ures may  be  employed.  The  patient  will 
soon  feel  the  quieting  effects  of  the  warm 
water  and  will  submit  to  the  tub  or  wet 
pack. 

The  tub  or  pack  should  be  kept  up  for  a 
period  of  two  to  four  hours,  provided  the 
physical  condition  remains  satisfactory. 
Frequently  it  will  be  found  that,  at  the  end 
of  a two  or  three  hour  tub  or  pack,  the  pati- 
ent will  be  sufficiently  quieted  to  be  re- 
moved and  put  to  bed. 

Even  while  in  the  tub  or  pack,  attention 
should  be  directed  towards  insuring  for  the 
patient  a proper  amount  of  sleep,  a matter 
of  the  utmost  importance.  To  this  end, 
there  are  several  sedatives  to  be  recommend- 
ed. 

With  the  introduction  of  sodium  amytal 
(sodium  iso-amvl-ethyl  barbiturate)  into  our 
pharmacopeia,  and  its  growing  usage  as  a 
surgical  anesthetic,  a new  sedative  has  been 
added  to  the  list  of  those  indicated  in  the 
therapy  of  delirium  tremens.  The  great  ad- 
vantage which  sodium  amytal  offers  is  that 
sterile  solutions  of  the  drug  can  be  given  in- 
travenously. It  is  quite  possible  that  the 
patient’s  mental  condition  may  be  such  as  to 
render  oral  medication  difficult,  if  not  im- 
possible. The  dosage  of  sodium  amytal  to  be 
given  intravenously  is  from  20  to  25  milli- 
grams per  kilogram  of  body  weight.  How- 
ever, tihs  form  of  medication  is  not  without 


attendant  dangers,  and  should  be  employed 
only  in  extreme  cases,  and  then  in  the  hands 
of  some  one  experienced  in  its  use  and  ad- 
ministration. Personally,  I have  never  used 
sodium  amytal  in  this  manner.  Sodium  amy- 
tal by  mouth  or  by  rectum,  in  doses  of  six  to 
nine  grain:,  and  repeated  if  necessary  in 
three  to  four  hours,  has  given  very  satisfac- 
tory results  in  cases  of  delirium  tremens,  and 
has  also  been  employed  in  instances  of  pre- 
delirium tremens  and  mild  alcoholic  halluci- 
nosis. 

If  sodium  amytal  is  not  available,  one  can 
always  rely  on  veronal,  given  in  ten  grain 
doses  every  four  hours  up  to  thirty  grains. 
The  object  of  this  medication  with  veronal 
or  sodium  amytal  is  to  obtain  what  has  been 
called  “the  critical  sleep.’’  This  “critical 
sleep”  is  akin  to  the  well-know  crisis  in 
pneumonia.  If  it  can  be  obtained,  this  sleep 
is,  perhaps,  the  most  important  step  in  the 
whole  treatment  of  delirium.  After  such  a 
sleep,  lasting  often  for  twelve  or  more 
hours,  the  patient  will  awaken  in  a much 
clearer  mental  condition  and  greatly  bene- 
fited physically. 

(2)  Eliminative  treatment:  It  is  very 

likely  that  the  amount  of  alcohol  the  pa- 
tient has  consumed  has  caused  a dehydra- 
tion of  the  body  tissues,  and  also  set  up  an 
acidosis.  To  overcomme  these  conditions, 
fluids  should  be  forced,  not  only  to  aid  elim- 
ination through  the  kidneys  and  intestines, 
but  also  to  combat  the  acidosis.  The  water 
which  the  patient  rdinks  should  contain 
some  mild  saline  cathartic,  such  as  sodium 
phosphate,  fifteen  to  twenty  grains  to  the 
pint  of  water. 

If  there  is  evidence  of  much  acidosis,  glu- 
cose, intravenously,  is  a safe  and  rapid 
method  of  rendering  the  body  alkaline. 
Fruit  juices,  fruit  punches,  and  other  al- 
kaline drinks,  can  also  be  employed.  Gen- 
eral’y  it  will  not  be  difficult  to  persuade 
the  patient  to  drink  copious  amounts  bf 
fluids,  but  it  is  best  to  give  them  in  small 
amounts,  and  frequently,  rather  than  in 
large  gulps. 

On  the  theory  that  the  profound  degree 
of  mental  distrubance  seen  in  delirium  trem- 
ens is  possibly  due  to  a toxxic  factor  pro- 
duced by  the  action  of  the  alcohol,  or  is  the 
result  of  cerebral  edema,  lumbar  puncture 
and  the  withdrawal  of  large  amounts  of 
spinal  fluid  has  been  recommended.  Act- 
ing in  the  same  manner  as  venesection  in 
eclampsia,  acute  uremic  states,  and  so  forth, 
the  withdrawal  of  spinal  fluid  from  the  sub- 
arachnoid space  removes  such  toxic  sub- 
stances as  may  be  present,  and  also,  if 
there  is  cerebral  edema,  relieves  pressure. 
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In  the  hands  of  several  workers,  extremely 
satisfactory  results  have  been  obtained,  es- 
pecially by  Goldsmith,  working  in  the  Psy- 
chopathic Division  of  the  Baltimore  City  Hos- 
pitals. Dr.  Goldsmith’s  excellent  paper  on 
the  subject  of  spinal  drainage  in  alcoholic 
deliria  and  allied  conditions,  appeared  in  the 
American  Journal  of  Psychiatry  for  Septem- 
ber, 1930.  Dr.  Goldsmith  stresses  the 
points  that  the  duration  of  the  delirium 
has  been  lessened,  the  patient’s  stay  in  the 
hospital  has  been  shortened,  and  a general 
improvement  noted  in  large  majority  of 
cares.  That  this  procedure  may  not  be  as 
easy  to  carry  out  as  it  sounds,  must  be  evi- 
dent to  any  one  who  has  had  contact  with 
this  type  of  patient.  The  possibility  of  dif- 
ficulty in  keeping  a patient  quiet  enough  to 
permit  the  puncture  to  be  done,  may  furnish 
some  objections  to  this  type  of  therapy. 
But,  after  a preliminary  quieting  has  been 
accomplished  by  the  methods  described 
above,  there  iz  no  doubt  but  that  spinal  drain- 
age produces  very  favorable  results  in  in- 
stances where  the  delirium  tends  to  be  long 
drawn  out. 

(3)  Supportive  treatment:  While  the 

various  measures,  outlined  above,  are  being 
put  into  effect,  we  must  not  lose  sight  of  the 
fact  that,  in  many  instances,  we  have  on  our 
hands  a patient  in  extreme  exhaustion,  even 
bordering  on  collapse.  The  preservation  ot 
the  body  heat,  particularly  after  removal 
from  the  the  continuous  tub  or  wet  pack,  is 
very  essential.  When  necessary,  the  heart 
should  be  supported  by  means  of  digitalin, 
strychnine,  and  so  forth.  As  soon  as  it  is 
feasible, — and  the  condition  of  the  patient 
must  govern  this — attempts  should  be  made 
to  get  him  to  take  food.  Remembering  the 
irritated  state  of  the  patient’s  gastric  mu- 
cosa, the  food  provided  should  be  bland,  but 
at  the  same  time  nourishing  and  suppoortive. 
Milk,  malted  milk,  milk  containing  beaten-up 
eggs,  orange  juice,  soups,  and  so  forth,  com- 
prise a type  of  nourishment  best  suited. 

(4)  Nursing:  Although  put  last,  the 

question  of  the  proper  amount  and  kind  of 
nursing  is  of  much  importance.  Attempting 
to  handle  a case  of  delirium  tremens  with 
rough,  clumsy,  tactless,  and  ill-trained  or  un- 
trained nurses  or  orderlies,  is  liable,  in  the 
end,  to  c.o  much  harm.  The  very  nature  of 
the  disease  implies  that  the  patient  may  be 
difficult  to  handle.  One  must  naturally  ex- 
pect resistance,  but  in  many  instances,  when 
a struggle  does  occur,  it  may  frequently  be 
traced  to  clumsiness,  lack  of  tact,  or  loss  of 
temper,  on  the  part  of  orderlies  or  nurses. 
The  monotonous,  unruffled  repetition  of  some 
simple  request,  such  as,  “please  get  back  into 


bed,’’  seems,  in  time,  to  break  through  the 
clouded  consciousness  and  to  have  a soothing 
effect  upon  the  patient.  The  mere  fact  that 
in  the  same  room  there  is  some  one  who  does 
not  appear  hurried,  flustered  or  at  all  alarm- 
ed by  the  horrible  sights  seen  by  the  patient, 
often  results  in  an  easing  up  of  the  fear  ef- 
fect. Thus  one  patient,  who  had  made  a very 
satisfactory  recovery  from  a rather  acute 
attack,  told  me  afterwards  that  he  felt  it  was 
the  presence  of  a nurse  in  his  room  during 
his  worst  time,  which  helped  him  to  a re- 
covery. 

I do  not  wish  my  hearers  to  form  the  opin- 
ion that  the  treatment  of  delirium  tremens 
consists  only  of  hydrotherapy,  the  adminis- 
tration of  sedatives,  the  symptomatic  sup- 
porting and  nursing  measures.  Delirium  tre- 
mens can  be,  and  often  is,  a desperate  illness 
which  will  tax  to  the  utmost  the  ingenuity 
and  skill  of  the  attending  physician.  It  is 
necessary  to  remember  that,  superimposed 
upon  an  attack  of  delirium  tremens,  there 
may  be  such  complications  as  an  acute  ne- 
phritis, lobar  pneumonia,  other  acute  infec- 
tions, myocardial  insufficiency,  extreme  col- 
lapse, not  to  mention  such  conditions  as  a 
fractured  limb,  skull,  or  other  bodily  injuries 
which  may  have  played  a role  in  initiating 
the  attack. 

But,  in  spite  of  all  efforts,  the  attack  may 
have  a fatal  ending.  Statistics  gathered  both 
in  this  country  and  abroad  show  a fatal  term- 
ination in  10  to  15  per  cent  of  the  cases. 

In  conclusion,  there  are  certain  points 
which  I desire  to  re-emphasize. 

1.  Delirium  tremens  is  an  acute  psychosis 
occurring  on  a basis  of  chronic  alcholism,  but 
it  may  also  result  from  a prolonged  spree.  As 
this  condition  is  a psychosis,  treatment  in  a 
psychopathic  hospital  is  indicated. 

2.  The  attack  may  be  fulminating  and  the 
result  of  some  severe  injury  or  acute  infec- 
tion occurring  in  a chronic  alcoholic. 

3.  Hvdrotherany,  properly  utilized,  prob- 
ably offers  us  the  safest  and  most  efficient 
means  of  quieting  the  patient. 

4.  The  use  of  such  drugs  as  morphia, 
ch'oral,  and  hyoscine,  is  contraindicated  in 
delirium  tremens. 

5.  Even  during  the  acute  stages  of  the 
disease,  eliminative,  supportive,  and  nursing, 
treatment  must  not  be  neglected. 

DISCUSSION 

DR.  M.  K.  WYLDER,  Albuquerque,  N.  M.:  Dr. 
Brush's  paper  has  been  very  enjoyable  to  me  and 
recalls  an  incident  which  occurred  many  years  ago 
when  I was  a patient  in  the  hospital.  Nearby  was 
a fel’ow  suffering  from  delirium  tremens  and  his 
condition  was  such  that  he  could  not  stand  the 
slightest  noise.  I remember  one  night  in  particu- 
lar, a cat  was  sneaking  across  the  floor,  when  we 
were  all  awakened  by  the  patient  screaming  out, 
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‘"What  do  you  mean  walking  around  here  stamping 
your  feet  like  a horse?”  The  abnormal  sensibilities 
of  this  type  of  patient  are  difficult  to  realize. 

DR.  R.  O.  BROWN,  Santa  Fe,  N.  M.:  I should 
like  to  ask  Dr.  Brush  if  paraldehyde  has  proven  of 
any  benefit  in  cases  of  delirium  tremens. 

DR.  0.  I.  NESBIT,  Espanola,  N.  M.:  When  I was 
an  intern  in  the  hospital,  whenever  a case  of  this 
type  was  brought  in,  we  did  a spinal  puncture  and 
those  upon  whom  it  was  done  seemed  to  improve 
much  faster  than  others  who  were  not  so  treated. 

DR.  BRUSH  (closing)  : In  regard  to  Dr.  Wyld- 
er ’s  story  about  the  cat,  I should  like  to  ask  him  if 
it  was  really  a cat.  The  patient  might  have  misin- 
terpreted the  cat  as  being  something  else  than  a 
cat.  1 have  used  paraldehyde  a great  deal  and  con- 
sider it  a very  safe  and  very  efficient  sedative.  I 
have  never  made  spinal  puncture  in  these  cases. 

ELECTROCAUTERY  IN  TUBERCULOSIS 
OF  THE  LARYNX 
W.  E.  VANDEVERE,  M.  D. 

El  Paso,  Texas 

(Read  before  the  Seventeenth  Annual  Meeting 
of  The  Medical  and  Surgical  Association  of  the 
Southwest,  held  at  Phoenix,  Ariz.,  Dec.  3-5,  1931.) 

Tuberculosis  in  any  form  is  of  vital  im- 
portance to  all  of  us  who  practise  medicine 
m the  Southwest.  The  climatic  advantages 
of  this  section  can  never  be  ignored,  and  the 
example  has  been  set  by  many  physicians, 
who  nave  come  here  because  of  their  own 
health  or  that  of  some  member  of  their  fam- 
ilies. 

ETIOLOGY 

Laryngeal  tuberculosis  is  to  be  found  in  a 
rather  large  percentage  of  cases  of  pul- 
monary tuberculosis  and  in  most  cases  is 
secondary  to  that  condition.  Statistics  show 
that  laryngeal  involvement  varies  from  12 
to  45  per  cent,  depending  on  whether  the 
pulmonary  condition  is  an  early  or  advanced 
one.  The  infection  is  thought  to  take  place 
most  often  through  the  lymphatics,  or  from 
infected  sputum  passing  over  an  abraded  sur- 
face of  the  mucous  membrane. 

SYMPTOMS 

A patient  with  pulmonary  tuberculosis  who 
experiences  change  in  the  quality  of  the 
voice  coming  on  gradually  after  cough  or 
excessive  use,  or  whose  voice  tends  to  tire 
easily,  often  exhibits  early  symptoms  of 
laryngeal  involvement.  Pain  depends  much 
on  the  location  of  the  lesion.  The  vocal  cords 
and  other  structures  within  the  larynx  may 
be  seriously  involved,  with  little  pain;  while 
a slight  lesion  of  the  epiglottis  or  aryepi- 
glottic  folds  might  produce  much  discomfort. 
Acid  foods  and  liquids  cause  the  pain. 

PATHOLOGY 

The  earliest  lesion  to  be  seen  is  a slight 
thickening  of  the  mucous  membrane,  which 
becomes  more  prominent  on  phonation.  The 
early  lesion  is  more  often  seen  in  the  pos- 
terior commissure  or  interarytenoid  space, 
and  next  most  often  on  the  vocal  cords.  Re- 


gardless of  location,  the  first  evidence  noted 
is  an  infiltration,  then  an  edematous  swell- 
ing in  loose  tissue,  and  later  an  ulceration. 
Stephens7  defines  tuberculosis  lesions  in  the 
larynx  as  consisting  of  infiltrations,  ulcer- 
ations, perichondritis  and  tuberculomas.  Tu- 
berculosis in  the  larynx,  as  elsewhere,  begins 
in  the  formation  of  a tubercle.  The  mucous 
membrane  over  the  tubercle  becomes  destroy- 
ed and  an  ulcer  results. 

According  to  most  authorities,  when  the 
tubercle  bacillus  comes  to  rest  in  a tissue, 
the  fixed  connective  tissue  elements  are 
stimulated,  causing  a production  of  epithe- 
lioid cells.  These  cells  clustered  around  a 
central  area  are  elongated  in  shape  and  form 
the  most  constant  feature  of  a tubercle.  This 
cluster  of  cells  is  surrounded  by  an  inflam- 
matory zone  of  mononuclear  cells,  lymphoid 
in  type.  In  the  center  of  this  mass  is  often 
found  a giant  cell,  consisting  of  a large  mass 
of  protoplasm  containing  many  nuclei.  Such 
a tubercle  is  without  blood  supply  and  the 
center  undergoes  necrosis,  due  as  much  to 
the  lack  of  blood  supply  as  to  the  toxins  of 
the  tubercle  bacilli.  Healing  of  such  an  area 
may  take  place  by  the  deposit  of  calcium 
salts  in  the  necrotic  area  and  the  formation 
of  a dense  surrounding  capsule,  or  by  a stim- 
ulation of  the  fixed  connective  tissue  cells 
and  a changing  of  the  epithelioid  cells  into 
fibroblasts,  whereby  fibrous  tissue  is  formed 
in  sufficient  amounts  to  encapsulate  the 
lesion.  Ulceration  and  infiltration  are  super- 
ficial until  secondary  infection  takes  place. 

DIAGNOSIS 

In  a lesion  of  the  larynx,  the  three  con- 
ditions most  often  confused  are  tuberculosis, 
syphilis,  and  cancer.  It  is  possible  for  any 
two  or  all  three  conditions  to  be  present  at 
the  same  time.  However,  in  the  great  ma- 
jority of  cases,  a laryngeal  lesion  is  tuber- 
culous if  there  is  tuberculosis  in  the  lungs. 
A syphilitic  ulcer  is  sharply  defined  with 
clean-cut  edges,  and  the  Wassermann  and 
therapeutic  tests  are  of  decided  value.  It  is 
not  always  easy  to  distinguish  a malignancy 
from  a tuberculous  lesion,  because  it  is  not 
uncommon  to  have  a cancer  in  a patient  suf- 
fering from  tuberculosis.  A cancer  is  more 
prone  to  attack  the  middle  or  anterior  third 
of  the  vocal  cords,  while  tuberculosis  pri- 
marily attacks  the  posterior  commissure  and 
adjacent  parts.  Biopsy  would  be  positive 
but  is  dangerous  in  tuberculosis  and  also  in 
cancer,  unless  one  is  prepared  to  do  the  nec- 
essary surgery  at  once. 

PROGNOSIS 

It  has  been  stated  that  tuberculosis  of  the 
throat  diminishes  a patient’s  chances  of  re- 
covery by  nearly  50  per  cent.  Forty  years 
ago,  Morrell  McKenzie  stated : “It  is  not  cer- 
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tain  that  any  case  of  tuberculosis  of  the 
larynx  has  ever  recovered.” 

Tuberculosis  of  the  larynx,  as  a rule,  pro- 
gresses much  in  keeping  with  the  condition 
of  the  lungs,  although  there  is  many  a pa- 
tient whose  larynx  has  steadily  improved 
while  his  lungs  were  growing  worse.  This  is 
frequently  true  under  present-day  treatment. 
However,  a laryngeal  involvement  is  always 
serious  and  especially  if  extrinsic  and  in- 
volving the  epiglottis  and  aryepiglottic  folds. 

Modern  treatment  has  greatly  improved 
the  outlook  in  laryngeal  tuberculosis. 

TREATMENT 

An  early  diagnosis  goes  far  in  the  success- 
ful treatment  of  laryngeal  tuberculosis.  The 
laryngeal  mirror  should  be  used  whenever  an 
examination  of  the  chest  is  suspicious  or 
positive  for  pulmonary  tuberculosis,  and  the 
throat  should  be  examined  once  each  month 
thereafter  as  long  as  the  pulmonary  lesion  is 
active  and  advancing. 

A large  percentage  of  very  early  cases  will 
clear  up  merely  by  rest  of  voice  together 
with  proper  general  care.  In  these  early 
cases  the  patient  should  be  put  on  whisper, 
and  if  definite  improvement  does  not  follow 
in  two  or  three  weeks,  then  the  doctor  should 
insist  upon  silence  and  the  use  of  pencil  and 
pad.  These  cases  many  times  are  greatly 
benefited  by  exposure  of  the  larynx  to  sun- 
light by  means  of  the  metal  Verba  mirrors. 
If,  in  spite  of  these  methods  of  treatment, 
the  infiltration  increases  or  an  ulcer  develops, 
or  if  an  ulcer  is  present  at  the  first  examina- 
tion, there  is  no  therapeutic  agent  known  to 
science  at  this  time  which  approaches  in  ef- 
fectiveness the  electric  cautery.  Most  of  the 
country’s  leading  laryngologists  highly  favor 
this  method  of  treatment.  All  value  rest  of 
the  larynx  above  everything  else,  but,  when 
this  is  not  effective,  we  have  a remarkable 
agent  in  the  electrict  cautery. 

Fetteroff1  mentions  the  experimental  work 
done  by  himself  and  George  B.  Wood  in  1910 
and  1911.  Guinea  pigs  were  inoculated  with 
the  tubercle  bacilli  and  the  resultant  lesions 
cauterized  with  the  electric  cautery.  It  was 
found  that  an  inflammatory  zone  developed 
around  the  area  destroyed — newly  formed 
blood  vessels  and  fibroblasts.  In  six  days 
the  reaction  was  more  marked,  blood  vessels 
were  more  numerous  and  there  were  larger 
deposits  of  fibrous  tissue  between  the  epi- 
thelioid cells  and  the  tuberculous  mass.  In 
twenty  days  the  lesions  were  almost  healed. 
They  concluded  that  any  thing  which  aids 
the  cicatrization  of  a tuberculous  nodule  by 
the  formation  of  fibrous  tissue  is  of  definite 
value  in  the  cure  of  the  disease. 

Pryor  regards  rest  of  the  voice  as  the  most 


valuable  procedure  in  the  treatment  of  laryn- 
geal tuberculosis,  regardless  of  what  other 
type  of  treatment  is  used.  He  also  mentions 
the  sunlight  treatment  by  use  of  the  Verba 
mirrors  manufactured  in  Colorado  Springs. 
There  are  some  cases  which  this  type  of 
treatment  does  not  help,  and  it  is  in  such 
cases  he  relies  on  the  electric  cautery.  He 
states  that  with  this  agent  most  spectacular 
results  are  noted  in  the  relief  of  pain. 

Kellanf  states  that  the  specific  results  fol- 
lowing the  skillful  and  judicious  use  of  the 
electric  cautery  in  the  treatment  of  laryngeal 
tuberculosis,  bear  a similar  relation  to  this 
complication  as  insulin  to  diabetes  and  ars- 
phenamine  to  syphilis.  He  concludes  that 
the  electric  cautery  has  largely  superseded 
curets,  heliotherapy,  and  acid  applications,  in 
the  treatment  of  tuberculous  ulcers,  infiltra- 
tions and  granulations,  and  that  the  pessim- 
ism which  heretofore  has  doomed  every  case 
of  ulcerative  laryngeal  tuberculosis  to  death 
is  not  justified. 

Terry4  follows  one  of  two  lines  of  treat- 
ment when  a diagnosis  of  laryngeal  tuber- 
culosis is  made — rest  of  voice,  or  electric 
cauterization.  Disturbing  the  patient  for 
frequent  examinations  or  various  local  ap- 
plications is  as  much  contra-indicated  as  the 
too  frequent  removal  of  surgical  dressings 
from  a healing  wound.  The  electric  cautery 
is  the  best  method  of  treating  the  tuber- 
culous lesion  which  fails  to  yield  to  voice  rest. 
With  early  lesions,  complete  healing  is  the 
rule  after  a few  cauterizations.  With  most 
of  the  advanced  cases  it  is  the  most  efficient 
method  for  the  relief  of  the  excruciating  pain 
and  enables  the  patient  to  take  much  needed 
food.  Many  times  healing  will  take  place 
following  cauterization  of  extensive  lesions. 

William  C.  Warren,  Jr.,5  thinks  all  laryn- 
geal tuberculars  should  be  in  a sanatorium  so 
as  to  carry  out  properly  silence  treatment, 
and  if  this  does  not  cause  improvement  then 
the  electric  cautery  should  be  used. 

Looper  and  Schneider'1  state  that,  for  the 
active  treatment  of  the  tuberculous  larynx, 
they  have  found  the  use  of  the  electric  cau- 
tery most  beneficial  and  employ  it  in  prefer- 
ence to  all  other  methods.  Early  cases  clear 
up  after  twro  or  three  treatments  and  advanc- 
ed cases  show  marked  improvement  after 
a few  cauterizations.  In  severe  and  hopeless 
cases,  the  cautery  is  of  great  value  for  relief 
of  pain  and  coughing.  Many  local  applica- 
tions have  been  tried  and  abandoned.  In  the 
treatment  of  500  cases  of  laryngeal  tuber- 
culosis, the  electric  cautery  was  found  to  be 
the  best  treatment  and,  of  all  cases,  65.5  per 
cent  were  improved  and  healed,  and  26  per 
cent  were  improved  and  healed  in  far  ad- 
vanced cases. 
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Stephens7  states : “Of  all  methods  of  local 
treatment  none  is  so  productive  of  benefit  as 
the  electric  cautery. 

Glenn  and  McGinnis'  speak  of  the  good 
results  obtained  by  many  men  in  treating 
tuberculosis  of  the  larynx  with  electric  cau- 
tery, but  prefer  the  use  of  the  water-cooled 
mercury  quartz  light  by  means  of  specially 
made  laryngeal  mirrors,  because  this  method 
requires  less  expert  manipulation  of  instru- 
ments. 

Spencer”  states  that  electric  cauterization 
offers  a valuable  means  of  destroying  both 
ulcers  and  tubercles  and  it  is  doubtful  if  any 
method  of  treatment  has  yielded  better  re- 
sults than  the  cautery. 

Sharp1”  recommends  vocal  rest  for  all  pa- 
tients who  have  definite  signs  of  tuberculosis 
in  the  larynx,  and  the  electric  cautery  where 
there  is  a tuberculoma,  infiltration,  ulcera- 
tion or  edema.  The  quartz  light  has  not  been 
of  value  to  him. 

Muskat”  considers,  in  the  combat  of  laryn- 
geal tuberculosis,  rest  of  the  voice  most  im- 
portant, and  the  electric  cautery  when  this 
has  failed. 

Briggs1  says  that  the  electric  cautery  is 
proving  by  far  the  greatest  means  of  com- 
bating the  lesions  of  laryngeal  tuberculosis 
and  especially  when  other  treatments  are 
not  promising. 

Green1”  has  done  much  work  in  treating 
laryngeal  tuberculosis  with  the  electric  cau- 
tery and  is  getting  excellent  results. 

Looper14  states  that  with  the  electric  cau- 
tery we  can  accomplish  in  one  application 
what  could  be  gained  by  weeks  of  silence, 
and,  as  soon  as  a tuberculous  lesion  of  the 
larynx  is  recognized,  cauterization  should  be 
applied  if  the  patient’s  general  condition  will 
permit  it. 

Brown15  considers  the  electric  cautery  the 
best  therapeutic  agent  we  possess  in  tuber- 
culous ulceration  of  the  larynx. 

Sir  St.  Clair  Thompson1'1  speaks  of  the 
older  writers’  considering  the  recovery  from 
laryngeal  tuberculosis  as  improbable  as  we 
now  consider  recovery  from  tuberculosis  of 
the  meninges.  Early  cases  are  given  two  or 
three  months  of  silence  before  resorting  to 
the  cautery.  When  healing  is  stationary  or 
slow,  or  where  the  patient  is  not  able  to  wait 
the  necessary  time,  the  cautery  is  used.  Of 
477  cases  of  laryngeal  tuberculosis,  twenty- 
three  recovered  with  silence,  fifty  on  whisper 
and  forty-six  with  the  use  of  the  electric 
cautery. 

Wood17  states  that  the  electric  cautery  is 
undoubtedly  the  best  surgical  method  of 
treating  laryngeal  tuberculosis,  and  the  re- 


sults attending  its  proper  use  have  taken  this 
disease  out  of  the  list  of  laryngological  night- 
mares. The  object  of  cauterization  is  the 
production  of  a scar  rather  than  the  destruc- 
tion of  all  tuberculous  tissue,  and  this  fact 
makes  the  procedure  a comparatively  minor 
affair.  With  the  possible  exception  of  very 
large  tuberculomata  and  completely  diseased 
epiglottis,  all  the  clinical  types  of  localized 
tuberculous  lesions  are  more  successfully 
combated  by  the  cautery  than  by  any  other 
form  of  treatment. 

In  my  personal  experience  during  the  past 
three  years,  I have  seen  close  to  a hundred 
cases  of  laryngeal  tuberculosis,  and  of  this 
number  have  used  the  cautery  in  about  50 
per  cent  of  the  cases.  In  the  early  cases,  rest 
of  the  voice  will  often  effect  a cure  where 
there  is  a tendency  for  improvement  of  the 
pulmonary  lesion.  Many  of  these  cases  have 
received  definite  benefit  by  use  of  the  Verba 
laryngeal  mirror,  which  enables  the  patient 
to  reflect  the  sun’s  rays  into  his  larynx. 
Often  very  painful  throats  experience  a sen- 
sation of  warmth  and  comfort  after  the  use 
of  heliotherapy.  It  has  been  my  practice  to 
subject  patients  to  rest  and  heliotherapy  un- 
less there  is  ulceration  present  on  first  ex- 
aminatoin  or  one  develpos  in  the  course  of 
more  conservative  treatment.  I then  use 
the  electric  cautery.  However,  I am  coming 
to  believe  that  many  cases  of  infiltration 
would  more  quickly  heal  if  the  sharp-pointed 
cautery  were  used  early  and  plunged  into  the 
more  prominent  areas  of  infiltration.  In 
ulcerations  I have  little  faith  in  applications, 
rest  of  voice,  or  any  other  treatment  except 
the  electric  cautery.  I grant  that  a few  such 
cases  get  well  by  the  treatment  of  “watchful 
waiting’’  but  the  healing  process  is  greatly 
hastened  by  use  of  the  cautery  in  the  early 
and  moderately  advanced  cases,  and  the  relief 
from  pain  in  the  far-advanced  cases  is  more 
pronounced  than  by  any  other  method  at  our 
disposal.  All  of  us  see  cases  who  seem  doom- 
ed from  the  start — patients  who  have  little 
resistance  and  whose  pulmonary  and  laryn- 
geal lesions  advance  in  spite  of  all  that  can 
be  done.  These  are  the  cases  we  can  often 
give  the  most  wonderful  relief  by  use  of  the 
cautery.  However,  in  the  very  sick  patients, 
we  must  be  careful  not  to  overtax  them  with 
too  many  applications.  These  patients  are 
often  given  great  relief  by  the  application  of 
the  cautery  to  one  or  two  painful  areas. 

TECHNIC 

Except  in  the  very  nervous  and  apprehen- 
sive patient,  no  preliminary  medication  is 
used.  At  times  we  have  given  1/8  or  1/6  gr. 
morphine  by  hypo,  three  quarters  of  an  hour 
before  using  the  cautery. 
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The  very  sick  patients  are  allowed  to  re- 
main in  bed,  as  the  illumination  and 
necessary  instruments  are  easily  arranged 
by  the  bedside.  The  indirect  method  is  far 
preferable  to  the  direct  and  just  as  easy 
after  a little  practice.  A 10  per  cent  solu- 
tion of  cocaine  is  applied  lightly  to  the 
jharynx  and  soft  palate,  and  with  a curved 
applicator  10  per  cent  cocaine  is  then  applied 
to  the  epiglottis.  In  a few  minutes  the 
arytenoid  and  posterior  commissure  are 
touched  and,  if  the  vocal  cords  are  involved, 
they  are  also  cocainized.  As  a rule,  anesthe- 
sia is  sufficient  after  10  minutes;  if  not, 
more  cocaine  is  applied.  For  the  deeper 
ulcers  and  infiltrations,  a sharp-pointed  cau- 
tery tip  is  used,  and  for  the  broad  ulcers,  a 
rather  flat  cautery.  In  this  first  case  the 
cautery  is  plunged  rather  deep  into  the  in- 
fected tissue ; while  in  the  second,  the  ulcer 
is  seared  rather  superficially.  The  point 
should  be  heated  almost  white  hot  so  the 
tissues  do  not  stick  to  it.  It  is  the  reaction 
to  the  burn,  and  not  the  destruction  of  all  the 
tuberculous  tissue,  we  seek,  and  for  that  rea- 
son we  should  be  gentle  in  our  manipulations, 
and  make  it  a point  to  do  too  little  rather 
than  too  much.  From  one  to  five  cautery 
applications  are,  as  a rule,  all  the  cauteriza- 
tion we  should  do  at  one  sitting.  The  pro- 
cedure may  be  repeated  in  two  to  four  weeks. 
One  should  avoid  cauterizing  deeply  in  the 
region  of  the  cartilagenous  joints,  especially 
the  crico-arytenoid,  for  fear  of  producing  an 
ankylosis. 

As  a rule,  pain  and  discomfort  are  marked- 
ly relieved  after  use  of  the  cautery.  At 
times,  there  is  some  pain  for  a day  or  two, 
requiring  sedatives,  but  this  is  seldom  the 
case  if  we  do  not  attempt  to  do  too  much  at 
one  sitting. 

Since  using  the  cautery,  there  are  few 
cases  I feel  are  hopeless  until  I have  tried 
this  method,  and  these  hopeless  cases  are 
generally  much  relieved,  both  physically  and 
mentally,  by  its  use.  I have  seen  a few  far- 
advanced  cases  get  entirely  well  by  use  of 
the  cautery.  I have  in  mind  three  cases  who 
had  ulcerations  over  practically  all  parts  of 
the  larynx,  each  of  whom  lost  most  of  the 
epiglottis  and  parts  of  the  vocal  cords.  These 
cases  finally  made  complete  clinical  recover- 
ies by  repeated  electric  cauterizations. 

I feel  that  the  electric  cautery  is  far  super- 
ior to  any  other  method  of  active  treatment 
we  now  possess  for  laryngeal  tuberculosis, 
and  the  more  its  good  effects  are  known,  the 
more  this  valuable  therapeutic  agent  will  be 
used. 

SUMMARY 

1.  Laryngeal  tuberculosis  is  a complica- 


tion of  pulmonary  tuberculosis  in  from  12 
to  45  per  cent  of  cases,  depending  on  the 
severity  of  the  pulmonary  lesion. 

2.  The  tuberculous  lesion  is  healed  by  the 
deposit  of  calcium  salts  in  the  necrotic  areas 
and  by  an  increase  of  fibrous  tissue  which 
develops  from  the  fixed  connective  tissue 
cells,  and  probably  by  a changing  of  the 
epithelioid  cells  into  fibroblasts.  Such  heal- 
ing processes  are  encouraged  by  an  increased 
blood  supply. 

3.  Rest  is  important  in  all  cases  of  laryn- 
geal tuberculosis.  The  electric  cautery  is 
used  in  all  tuberculous  ulcers,  and  infiltra- 
tions which  do  not  respond  to  rest  of  the 
larynx.  Heliotherapy  is  used  in  many  cases. 

4.  The  electric  cautery  heals,  not  by  the 
destruction  of  all  tuberculous  tissue,  but  by 
the  development  of  an  inflammatory  zone  in 
which  newly  formed  blood  vessels  and  fibro- 
blasts are  produced,  which  hastens  healing 
by  cicatrization. 

5.  Most  early  cases  heal  with  the  cautery, 
while  the  advanced  cases  are  relieved  of  pain. 

6.  Electric  cauterization  is  a minor  pro- 
cedure, done  best  under  cocaine  anesthesia 
and  by  the  indirect  method. 
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THE  USE  OF  INSULIN  IN  THE 
TREATMENT  OF  ANOREXIA 
AND  MALNUTRITION 

I).  G.  ARNOLD,  M.  D. 

El  Paso,  Texas 

(Read  before  the  Seventeenth  Annual  Meeting  of 
<■  he  Medical  and  Surgical  Association  of  the  South- 
west, held  at  Phoenix,  Ariz.,  Dec.  3-5,  1931.) 

To  quote  Bodma:  “Falta  and  Voigt,  before 
the  discovery  of  insulin,  enunciated  the  hy- 
pothesis of  a pancreatogenic  obesity  dut  to 
the  hyperfunction  of  the  islands  of  Langer- 
haus.”  Since  that  time,  enough  work  has  been 
done  with  insulin  in  alimentary  dysfunction 
to  teach  us  that  we  are  yet  only  pioneering, 
and  that  this  agent  that  assists  carbohydrate 
metabolism  is  worthy  of  much  more  study 
than  we  have  given  it  to  date. 

It  is  true,  we  may  have  malnutrition  with- 
out anorexia,  but  usually  this  is  not  the  case. 
The  person  that  has  the  appetite  to  eat,  in 
most  cases  will  have  a well-nourished  body. 
There  may  be  some  glandular  condition  ex- 
isting, such  as  hyperthyroidism  or  hyper- 
active suprarenals  which  might  produce  loss 
of  weight.  Other  causes  of  loss  of  weight 
are  insufficient  food,  poor  assimilation,  in- 
crease in  organic  metabolism. 

Mezthalen  and  Cario  conclude  that  insulin 
and  epinephrine  are  antagonistic  in  their  ac- 
tion. It  is  known  that  an  injection  of  the 
marrow  of  the  suprarenal  is  followed  by 
hyperglycemia,  glucosuria  and  a diminution 
in  the  amount  of  glycogen.  Metz  also  points 
out  this  antagonism;  stating  that  insulin 
and  epinephrine  maintain  a balance  in  the 
carbohydrate  metabolism,  in  that  the  insulin 
aids  the  entrance  of  sugar  with  the  cells  and 
epinephrine  retards  it.  Cori  feels  that  epine- 
phrine promotes  the  decomposition  of  body 
glvcogen,  insulin  increases  liver  glycogen, 
which  makes  it  necessary  for  storage.  Can- 
non calls  epinephrine  glycogenolytic  and  in- 
sulin glycogenetic,  thus  affording  a natural 
corrective  response  when  there  is  an  abnor- 
mality existing.  It  is  almost  impossible  to 
carry  an  individual  beyond  the  normal 
weight  with  insulin.  Insulin  increases  the 
permeability  of  cells  for  sugar.  It  is  thought 
that  insulin  causes  water  retention  in  the 
cebs.  It  changes  carbohydrates  into  fats, 
and  tends  to  increase  the  glycogen  content  of 
the  musculature. 

It  comes,  then,  to  a question  of  producing 
the  appetite  that  is  necessary  for  the  parti- 
cular individual’s  needs.  Insulin  is  the  best 
agent  that  we  have  found  to  produce  that 
desire  for  food.  There  is  a variance  of  opin- 
ion as  to  what  causes  this  increase  of  appetite 
with  insulin  in  cases  where  exhaustive  use  of 
other  inducements  have  failed.  It  is  a well- 


known  fact  that  it  does  occur,  but  many  men 
do  not  attempt  to  explain  it,  and  others  only 
Iheorize. 

Quigley  and  Johnson,  in  a more  detailed 
study  on  humans  after  various  fasting  times 
and  with  rubber  balloons  placed  in  the  stom- 
ach— along  with  the  council  of  Carlson  and 
Templeton,  arrive  at  something  more  defin- 
ite. With  these  balloons  the  gastric  motility 
was  recorded,  after  insulin  injection  to  fast- 
ing men,  by  a water  manometer  and  fluoro- 
rcope.  Briefly  I may,  to  advantage,  state 
their  findings  and  conclusions.  The  sensa- 
tion of  hungar  pangs  was  related  chiefly  to 
activity  in  the  fundic  portion  of  the  stomach. 
Also,  the  activity  of  the  stomach  was  as 
great  during  digestion  and  vomiting  as  that 
occurring  in  empty  stomachs,  but  there  was 
no  hunger  pang,  though  the  activity  of  the 
fundic  region  is  much  greater  during  hunger 
pang  than  during  digestion.  The  hunger 
pangs  might  be  associated  with  activity  in 
any  part  of  the  stomach,  though,  if  the  sen- 
sation originates  in  the  cardiac  end,  there  is 
none  in  the  fundic.  When  sensation  is  re- 
’ated  to  pyloric  activity,  conscious  sensation 
may  be  the  result  of  summation  of  stimuli. 

The  subcutaneous  injection  of  12  to  20 
units  of  insulin  increases  gastric  motility  in 
an  empty  stomach.  Smaller  doses  than  this 
do  not.  The  first  activity  appears  in  the 
pyloric  portion,  such  activity  continuing  from 
three  to  five  hours,  with  marked  hunger 
pains.  This  motility  is  not  altered  by  ex- 
traneous stimuli  such  as  nausea,  unpleasant 
emotions,  smoking,  sight  of  food,  nor 
by  the  introduction  of  glucose  into  the 
stomach,  but  is  inhibited  by  its  intro- 
duction into  the  duodenum.  Adrenalin 
subcutaneously  will  cause  a partial  inhibition 
by  its  action  on  the  gastric  splanchnic  nerves 
and  by  increased  blood  sugar.  Atropine  in 
rather  large  doses  will  also  inhibit  gastric 
motility,  probably  by  paralysis  of  vagus 
nerve  endings.  Gastric  motility  induced  by 
insul'n  is  augmented  by  sleep.  As  the  mus- 
cular tone  is  gradually  increased,  the  sensa- 
tion of  hunger  appears,  along  with  other 
symptoms  of  hypoglycemia,  such  as  weak- 
ness, restlessness,  sweating,  dyspnea,  and  so 
forth.  In  fact,  these  indications  of  prostra- 
tion and  hynerexcitability  may  be  so  marked 
as  to  crowd  out  the  sensation  of  hunger.  The 
administration  of  atropine  will  likewise  do 
away  with  the  sensation  of  hunger,  and  so,  to 
a lesser  degree,  will  adrenalin.  The  patient 
then  feels  much  better  until  the  drug  effect 
is  gone,  which  is  about  twenty  minutes,  only 
to  have  such  svmptoms  rapidly  grow  worse, 
and  the  patient  is  in  a dangerous  condition 
unless  glucose  is  given  immediately. 
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We  have,  then,  the  hunger  sensation  fol- 
lowing injections  of  insulin,  directly  propor- 
tional to  the  degree  of  gastric  motility.  It 
rests  to  decide  whether  this  increased  motil- 
ity is  produced  by  direct  action  on  the  gastric 
mechanism,  or  indirectly  by  producing  a 
hypoglycemia,  which  then  stimulates  this 
mechanism  by  reducing  the  metabolism  of 
carbohydrates. 

In  this  connection,  we  have  run  two  series 
of  cases  on  patients  with  tuberculosis,  one 
of  twenty  cases  during  May  and  June,  an- 
other of  fifteen  during  September  and  Octo- 
ber, each  of  six  weeks’  duration.  They  were 
all  institution  cases  on  bed  rest,  and  include 
incipient,  moderately  advanced,  and  far  ad- 
vanced cares.  Also  six  cases  non-tuberculous, 
in  which  little  or  no  pathology  could  be  found, 
except  loss  of  appetite  and  malnutrition. 
These  non-tuberculous  cases  were  all  ambula- 
tory, two  were  working.  Time  and  space  will 
not  allowr  a detailed  case  report  in  each  case. 
Howrever  it  will  be  interesting  to  note  that 
all  of  the  non-tuberculous  cares  had  tried 
various  methods  in  an  effort  to  gain  weight — 
bed  rest,  forced  feeding,  milk  diets,  and  so 
forth — but  with  failure.  Not  one  of  these 
cases  failed  to  ffain  from  the  lowrest  of  four 
pounds  to  t1  e highest  of  sixteen  pounds  in 
six  weeks,  with  an  average  of  eight  pounds, 
in  five  cases.  One  case  stopped  after  a gain 
of  four  pounds  in  one  week,  another  had  an 
intermission  of  three  wreeks,  but  continued  to 
gain  after  the  second  three  weeks  until  six- 
teen pounds  were  gained.  There  were  no 
untoward  developments  in  any  case.  Their 
reports  were  very  similar,  that  is,  they  de- 
veloped appetite  and  enjoyed  food.  They  in- 
variably felt  much  better,  with  more  energy ; 
they  felt  like  doing  their  work,  could  sleep 
better.  The  skin  took  on  a more  moist  and 
healthy  appearance,  with  some  color  in 
cheeks.  Indeed,  they  are  happy  over  the  re- 
sults until  the  subject  of  administration  is 
brought  uo.  Here  it  is  not  all  happiness.  To 
call  at  a doctor’s  office  three  times  a day  or 
to  have  the  doctor  call,  the  expense  is  pro- 
hibitive. It  is  necessary,  then,  to  teach  the 
patients  to  make  their  own  injections.  For 
this  reason  we  advised  such  cases  to  take  it 
only  twice  daily,  before  their  best  twro  meals. 
In  fact,  the  results  obtained  with  two  injec- 
tions were  about  as  good  as  with  three.  This 
can  be  explained  by  the  fact  that  the  effects 
of  a dose  of,  say,  20  units  will  last  about  six 
hours ; therefore,  it  will  overlap  the  following 
meal.  There  was  no  evidence  of  water  re- 
tention to  the  point  of  edema.  Though  I dare 
say  the  fast  rate  of  gain  during  the  first 
week  is  probably  due  to  reestablishment  of  a 
normal  water  retention  and  not  altogether 


to  storage  of  fat.  There  was  better  bowel 
elimination  and  normal  urine  output.  In  only 
tw7o  cases  can  we  report  as  to  how  well  this 
gain  of  weight  is  retained.  The  others  are 
of  too  recent  date.  One  has  held  sixteen 
pounds  gained  in  nine  weeks  beginning  about 
May  first.  Another,  twelve  pounds  for  two 
months. 

In  tuberculosis,  we  have  an  entirely  dif- 
ferent situation.  There  is  a known,  definite 
cause  for  the  loss  of  appetite  or  undernutri- 
tion, w7hich  is  frequently  overwhelming.  The 
patients  are  broken  in  health  and  in  morale, 
as  we'l  as  financially.  And  nothing  seems 
to  turn  the  tide  so  completely  as  to  have  a 
sudden  return  of  the  appetite.  They  regain 
their  optimism,  their  hope  is  restored.  They 
are  ready  to  try  again.  Nor  wras  this  ac- 
complished in  all  of  our  thirty-two  cases. 
Neither  was  there  a gain  of  weight  in  all 
cases  where  the  appetite  w7as  improved.  How- 
ever, the  most  marked  improvement  in  any 
case  was  in  one  w7ho  did  not  gain  at  all, 
though  the  appetite  was  some  better.  This 
was  a case  that  had  been  practically  mori- 
bund for  over  a year,  with  far-advanced 
tuberculosis  in  both  lungs,  running  daily 
fever  of  100°  to  102°,  with  profuse  cough  and 
expectoration.  She  had  gotten  to  the  point 
w7here  the  starvation  acidosis  was  producing 
vomiting,  which  w7as  controlled  by  intraven- 
ous glucose.  Now7  she  is  eating  three  fairly 
representative  meals  and  able  to  be  up  and 
about  the  sanatorium,  her  fever  ranging  from 
99  to  100b  Twenty-three  of  the  thirty-two 
ca  es  run,  show7ed  satisfactory  gain  in  weight 
ranging  from  tw7o  to  twelve  pounds,  with  an 
average  of  six  pounds.  There  was  little  to 
no  change  in  ten  cases,  w7hich  can  be  explain- 
ed in  most  cases  by  interrupting  complica- 
tions, and  were  all  discontinued  after  a wreek 
to  ten  days.  Of  those  that  gained,  they  all 
stated  that  they  felt  better,  had  a good  to 
ravenous  appetite.  In  several,  their  constipa- 
tion was  relieved  to  a great  extent.  They 
slept  better.  There  was  a feeling  of  optim- 
ism. They  w7ere  willing  and  faiting  for  their 
shots  each  time.  We  noted  no  excessive 
water  retention,  nor  wras  there  any  focal  in- 
fection set  up.  A diuresis  was  noted  in  five 
cases  after  the  first  week.  Two  cases  were 
nauseated  within  twenty  minutes  and  could 
not  eat  at  all ; so  it  was  discontinued. 

The  technic  of  administration  is  simple 
for  the  individual  ca^e,  but  is  complicated 
when  running  a large  series,  due  to  the  fact 
that  many  cases  differ  in  the  amount  they 
can  take  and  also  in  the  time  best  suited  for 
the  case.  It  should  be  given  long  enough 
before  the  meal  so  that  hunger  pains  will 
begin  to  appear.  This  time  w7ill  vary  from 
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twenty  minutes  to  one  hour  or  more.  Ordin- 
arily a group  of  cases  can  be  started  with 
five  units  thirty  minutes  before  one  meal  a 
day,  increasing  a meal  a day  for  three,  then 
increasing  five  units  each  dav  until  fifteen 
to  twenty-five  units  are  given  three  times 
daily.  That  will  vary  according  to  the  size  of 
the  individuals  and  the  amount  of  food  they 
are  induced  to  take.  One  unit  of  insulin  will 
take  care  of  about  1U>  to  2 gm.  of  sugar. 

There  was  no  particular  change  made  in 
the  diet.  It  is  a mistake  to  have  an  excess 
of  either  carbohydrates  on  fat,  for  it  is  not 
only  a storing  of  fats  that  we  want,  but, 
rather,  growth  of  the  bones,  muscles,  glands, 
and  everything  else.  Consequently,  the  pro- 
tein and  salt  contents  of  the  diet  must  be 
kept  up  to  the  normal  nroportions.  It  is  true, 
the  hypoglycemic  reactions  must  be  controll- 
ed. They  will  usually  appear  about  three  and 
a half  to  four  hours  after  meals.  This  can 
be  easily  accomplished  by  giving  a glass  of 
orange  or  lemon  juice  sweetened  with  a table- 
spoonful of  sugar  or  a couple  of  pieces  of 
candy,  and  the  patients  soon  learn  this  and 
are  prepared.  Fear  of  the  reaction  should 
never  be  a complication  if  a careful  studv  is 
made  of  each  case.  Nothing  should  be  given 
between  meals  that  will  not  he  out  of  the 
stomach  bv  the  time  the  next  dose  is  due. 
Again,  there  is  a great  tendency  in  the  be- 
ginning for  the  patients,  in  their  zeal,  to  eat 
too  much.  Such  mindUious  eating  mav  re- 
sult in  a severe  attack  of  indigestion  lasting 
for  days,  with  loss  of  weight,  ycmr  insulin 
getting  credit  Ur  fa'Tu’e.  No  results  will  be 
obtained  in  asthmatics  where  adrenalin  is 
given  repeatedly. 

In  summarizing,  let  me  state  here  that  the 
value  of  our  studv  at.  the  St.  Josenh’s  Sana- 
torium m FI  Paso,  as  revealed  in  this  paper, 
oMv  poorlv  represents  what  we  hone  to  learn 
from  a more  detailed  appbeation  of  insulin  in 
the  aoparentlv  hea’thy  undernourished  in- 
dividuals. as  well  as  in  Ue  various  diseases. 
Though  our  observations  have  been  chiefly 
with  tuberculosis,  most  of  the  literature  deals 
with  its  use  in  other  conditions.  Insulin  can 
be  used  in  almost  any  condition  of  under- 
nourishment. It  is  of  ^articular  advantage  in 
cases  th«t  present  no  definite  pathology,  the 
con  titut’onal  a-therras,  those  with  unstable 
nervous  equilibrium,  in  visceroptosis.  It  is 
useful  in  anv  case  needing  forced  alimenta- 
tion. It  is  of  advantage  in  tuberculosis,  ar- 
leriosclero  is,  senile  emaciation,  Basedow’s 
disease,  convalescence  after  many  infectious 
fevers  where  the  appetite  is  slow  in  return- 
ing. Lob'  e states  that  it  is  the  best  method 
of  treating  nurs’ings  who  are  underweight. 
Nobecourt  and  Levy  found  it  gave  relief  in 


athreptic  children  suffering  with  digestive 
disorders  which  prevent  assimilation.  Mou- 
tier  got  good  results  in  a series  of  cases  of 
dyspeptic  women  following  pregnancy.  In 
fact,  the  list  of  conditions  in  which  insulin 
may  be  used  to  advantage  is  almost  endless. 
Indeed,  it  is  our  opinion  that  insulin  given 
judiciously  will  prove  to  be  an  adjunct  with 
startling  results  in  any  condition  where  there 
is  faulty  carbohydrate  metabolism. 

There  are  a few  contra-indications  men- 
tioned by  some  authorities,  though  I question 
the  validity  of  such  reasoning.  For  instance, 
Haemmerli  advises  against  it  in  myocardial 
conditions  or  in  valvular  lesions,  fearing  that 
it  might  cause  the  heart  muscle  to  yield  gly- 
cogen too  rapidly.  Some  fear  that  insulin 
may  set  up  focal  infections  in  tuberculosis, 
due  to  the  protein  substance  left  in  it.  A 
letter  from  the  Lilly  Laboratories  states: 

‘ There  is  nitrogenous  substance  associated 
with  insulin  which  is  of  the  protoese  type, 
but  the  protein-like  material  in  Iletin  is  ex- 
ceedingly small  compared  with  the  content  of 
protein  substance  in  the  ordinary  stock  vac- 
cines.” 

Pulmonary  hemorrhage  may  present  a con- 
tra-indication. Where  the  gastric  spasm  is 
severe  enough  to  cause  nausea,  it  is  hard  to 
use,  but  may  be  used  if  given  to  an  individual 
with  a full  stomach.  We  found  a few  cases 
who  seemed  to  have  a peculiar  intolerance 
for  insulin,  though  a little  more  careful  study 
might  have  solved  that  problem. 

We  arrive,  then,  at  a few  conclusions: 

1.  Insulin  is  a valuable  adjunct  in  the 
treatment  of  anorexia  and  malnutrition. 

2.  It  is  our  opinion  that  it  may  be  used  in 
almost  any  condition  of  undernutrition. 

3.  Insulin  should  be  given  only  under 
careful  supervision  of  a physician. 

4.  It  is  valuable  in  the  treatment  of  tuber- 
culosis. 

5.  The  appetite  is  proportional  to  the  de- 
gree of  gastric  motility  set  up. 

G.  As  yet,  our  knowledge  of  its  advan- 
tages in  the  treatment  of  diseases  is  very 
meager  in  comparison  with  what  we  hope  to 
learn. 
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INDUSTRIAL  HYGIENIC  PROBLEMS  OF 
THE  COPPER  MINING  INDUSTRY 

F.  V.  MERIWETHER,  M.  I). 

Past  assistant  surgeon,  U.  S.  Public  Health  Service. 

INTRODUCTION 

The  industrial  hygienic  problems  of  the 
copper  mines  are  similar  to  those  found  in 
other  metal  mines.  The  extensive  use  of  ma- 
chinery has  introduced  a number  of  problems 
that  affect  the  workmen  more  or  less  serious- 
ly. Consideration  of  all  of  these  problems 
even  briefly,  could  not  be  limited  to  a short 
paper.  Consequently,  it  was  thought  best  to 
confine  the  paper  to  the  effect  of  dust. 

The  study  of  dust  is  receiving  more  con- 
sideration at  present  by  the  medical  pro- 
fession than  any  other  hygienic  problem  in 
mines.  This  subject  was  thought  to  be  espe- 
cially applicable  to  this  section,  as  a review 
of  some  of  the  mining  papers1  shows  that 
the  chemical  analysis  of  some  of  the  ores 
of  the  Arizona  copper  mines  shows  69  to 
69  per  cent  of  free  silica.  Dust  with  silica 
content  as  high  as  this  is  recognized  by  the 
medical  profession  as  being  extremely  dan- 
gerous when  breathed  in  sufficient  quanti- 
ties for  a considerable  time.  This  paper  will 
herefore  undertake  to  discuss  silicosis  and 
suggested  methods  for  its  control. 

DEFINITION 

Silicosis  is  a synonym  for  that  form  of 
pneumouoconiosis  produced  by  silica  dust. 
It  is  a chronic  disease  of  the  lungs,  charac- 
terized anatomically  by  fibrotic  changes  in 
the  lungs  and  clinically  by  a progressive 
dyspnea,  decreased  chest  expansion,  and  de- 
creased capacity  for  work  out  of  proportion 
to  physical  evidence  of  disease. 

HISTORY  OF  THE  DISEASE 

Probably  the  most  complete  history  of 
the  disease  is  rriven  in  the  Milroy  Lectures 
of  Dr.  Edgar  L.  CoPisk  Dr.  Collis  quotes 
Herbert  Spencer  in  his  account  of  human 

* Published  by  permission  of  the  Director,  U.  S. 
Bur  au  of  Mines.  (Not  subject  to  copyright. 

(Presented  at  a meeting  of  the  Arize na  Public 
Health  Association,  Nogales,  Ariz.,  May  6,  1931.) 
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progress  as  saying  that  the  starting  point 
was  “localization  of  human  industries.”  He 
also  quotes  Sir  Charles  LyelP  and  Dr.  Isaac 
Taylor  as  having  described  such  localization 
in  prehistoric  factories  for  the  manufacture 
of  flint  implements.  A number  of  early  writ- 
ers, including  Hippocrates,  George  Bauer, 
Chateauneuf.  and  others  of  this  early  period, 
described  the  effects  of  dust  upon  the  lungs 
of  miners  and  displayed  familiarity  with  the 
disease  little  short  of  our  present  knowledge. 
Fol  owing  the  discovery  of  micro-organisms 
as  a cause  of  disease,  little  thought  was  given 
for  manv  years  to  the  subject  of  dust,  but 
within  the  last  few  years  the  subject  has 
been  revived  and  serious  study  has  been 
given  to  the  disease  in  this  country  and 
a'  road.  It  has  been  found  to  be  prevalent 
in  the  mining  districts  of  Austraila,  New 
Zealand,  Great  Britain,  South  Africa,  and 
America. 

More  work  has  probably  been  done  on  the 
study  of  silicosis  in  South  Africa  than  in 
any  ether  country.  For  the  years  1908  and 
1909,  the  Miners’  Phthisis  'Committee  of 
South  Africa  considers  that,  out  of  a popula- 
tion of  12,000,  approximately  1,000  men  in 
any  one  year  would  reach  the  stage  of  de- 
finite incapacitation'.  In  the  United  States, 
inve  tigators  have  found  that  silicosis  is  pre- 
valent in  many  of  the  mining  districts  in  the 
States  of  Missouri,  Montana,  Nevada,  Idaho, 
Arizona,  California,  Alabama  and  Vermont. 
It  is  stated  by  Dr.  A.  J.  Lanza,  Assistant 
Medical  Director,  Metropolitan  Life  Insur- 
ance Company,  that  there  are  probably  as 
many  silicotics  in  the  State  of  New  York  as 
there  are  in  any  o4her  state  of  the  Union. 
The  disease  is  often  contracted  by  those 
engaged  in  tunnel  work,  in  excavations  for 
large  buildings  and  in  various  dusty  indus- 
tries. STcosis  is  not  a rare  disease,  found 
only  in  certain  loca’ities,  but  is  a widely 
scattered  one,  affecting  a large  number  of 
men  in  the  United  State:.. 

ETIOLOGY 

The  etio’ogy  of  silicosis  can  be  divided 
into  predisposing  and  exciting  causes. 
Among  the  predisposing  may  be  mentioned 
race,  age,  occupation,  physical  condition, 
and  crease.  Age  is  an  important  etiologi- 
cal factor,  as  the  disease  apparently  affects 
Ihose  beginning  work  in  a dusty  occupation 
in  late  life  much  more  frequently  than  it 
does  young  men.  It  is  now  well  recognized 
that  the  physical  condit;on  of  the  men  is  an 
important  predispo  .ing  factor.  Nasal  ob- 
structions sufficient  to  cause  mouth  breath- 
ing increase  the  incidence  of  silicosis.  The 
rnesence  of  resoiratory  dis'eases,  such  as 
tuberculosis  and  asthma,  have  a very  im- 


portant bearing  upon  the  incidence  of  sili- 
cosis. 

The  most  important  single  predisposing 
factor  is  occupation.  Mining  is  recognized 
as  a dusty  occupation  However,  not  all  men 
engaged  in  mining  are  exposed  to  large 
amounts  of  dust.  The  exposure  to  dust  is 
largely  limited  to  face  men,  most  of  whom 
are  drillers,  ehovelers  and  their  helpers, 
roof  trimmers,  and  those  who  work  in  and 
around  the  face  of  the  stope.  Many  under- 
ground occupations  expose  the  men  to  very 
little  dust,  in  some  instances  to  less  than 
they  encounter  upon  roads  and  highways. 

The  exciting  cause  of  silicosis  is  inhala- 
tion of  finely  divided  particles  of  silica 
(SiO  ) over  a relatively  long  period.  Several 
theories  are  advanced  to  account  for  the 
harmfulness  of  silica  dust.  The  old  theory, 
and  the  one  accepted  by  many,  is  that  the 
fibrosis  is  produced  by  action  of  sharp-cut- 
ting edges  and  needlelike  points,  together 
with  the  insolubility  of  the  dust  particles. 
Dr.  Leroy  U.  Gardner1  calls  attention  to  the 
tact  that  not  all  dust  particles  with  such 
physical  chai’acteristics,  carborundum  for 
example,  would  readily  produce  a fibrosis. 
Dr.  R.  R.  Sayers'  states  that  Dr.  Haldane 
notes  that  silica  dust  without  sharp-pointed 
particles,  such  as  precipitate  silica,  when 
heated  enough  to  dehydrate,  if  inhaled,  will 
cause  siPcoris  similar  to  that  produced  by 
quartz  dust.  These  facts  occasion  many  in- 
vestigators to  believe  that  the  mechanical 
action  of  silica  dust  has  very  little  import- 
ance. Manv  investigators  think  that  the 
fibrosis  is  produced  bv  the  chemical  action 
of  silica.  Dr.  W.  M.  Myers"  found  that  silica 
dust  from  the  Picher,  Oklahoma,  field  was 
solu’  le  in  water.  Dr.  A.  Mavrogordato"  re- 
ports that  sih'ca  is  soluble  in  weak  alkaline 
solutions  similar  to  body  fluids.  He  con- 
cludes that  solubility  and  chemical  activity 
of  silica  have  great  importance  and  that 
hardness  and  sharpness  have  but  little  im- 
portance in  causing  silicosis. 

Ano'.her  physical  characteristic  of  etio- 
'ogical  :m  ortance  is  the  size  of  the  dust 
pa  ’tic’e  . It  is  generally  accepted  by  most 
writers  that  only  those  particles  less  than 
10  rmcrons  in  diameter  are  retained  in  the 
lung  tissue.  The  larger  particles  are  caught 
and  removed  by  the  ciliated  epithelium  of 
Urn  a‘r  passages.  Dr.  A.  Watkins-Pitchford 
snd  Dr.  Moir7  write  that  the  dust  particles 
in  the  lungs  of  miners  on  the  Rand  were 
mos'lv  less  than  5 microns  and  that  only 
one  psrtiele  in  2000  was  over  8 microns  and 
onlv  one  in  1,000,000  as  much  as  14  microns 
’one-. 

The  quantity  of  dust  breathed  by  the  men 
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is  one  of  the  most  important  etiological 
factors.  This  is  recognized  by  all  investiga- 
tors and  an  attempt  has  been  made  to  set 
an  arbitrary  limit  upon  the  amount  of  dust 
in  the  air  that  would  offer  a reasonably 
safe  condition.  D.  Harrington’"  states  that 
the  South  African  standard  is  5 mg.  or  300,- 
000.000  particles  per  cubic  meter  of  air.  Dr. 
W.  T.  Nelson  of  Australia11  states:  “The 

Inspector  of  Mines  considers  it  inadvisable 
for  men  to  work  in  air  in  which  dust  counts 
exceeding  300  particles  per  cubic  centimeter 
have  been  obtained.”  Section  7 of  the  Metal 
Mining  Code  of  Oklahoma  sets  the  standard 
as  300  particles  per  cubic  centimeter.  This 
standard  has  been  adopted  by  the  Industrial 
Board  of  the  State  of  Kansas  in  its  rules 
and  regulations  on  mines. 

The  figures  indicate  rather  close  agree- 
ment among  investigators  of  the  dust  prob- 
lem in  different  countries  that  around  300 
particles  per  cubic  centimeter  of  air  can  be 
regarded  as  reasonably  safe  from  injurious 
effects.  But  to  maintain  this  low  dust 
count  in  many  mines  is  very  difficult,  so 
much  so  that  in  many  mines  it  is  not  under- 
taken. D.  Harrington'"  states : “There  is 

proba’  ly  not  one  dry  mine  in  the  United 
States,  coal  or  metal,  where  the  average  is 
as  low  as  5 mg.  per  cubic  meter  of  air. 
In  general,  the  average  air  dustiness  of 
working  places  of  our  dry  metal  mines  runs 
about  20  mg.  per  cubic  meter  of  air  and 
many  run  about  50.”  There  figures  indicate 
that  the  workmen  in  the  dry  metal  mines 
of  the  United  States  are  exposed  to  larger 
quantities  of  dust  than  are  those  in  South 
Africa  or  Australia ; that  it  would  be  logical 
to  assume  that  the  average  American  miner 
would  contract  silicosis  in  a shorter  period 
of  t’me  than  they  do  in  these  countries.  Dr. 
Sayers"  states : “In  the  gold  mines  of  South 
Africa  where  conditions  are  good  the  aver- 
age time  of  exposure  of  men  before  simple 
silicosis  can  be  diagnosed  is  7U?  years;  the 
shortest  period  of  exposure  is  reported  to  be 
2 1/2  years.”  All  the  factors  given — namely, 
kind  and  quantity  of  dust,  physical  char- 
acteristics, physical  condition  of  the  men, 
disease,  age,  and  length  of  exposure — have 
an  important  hearing  on  the  etiology  of 
silicosis,  but  their  importance  varies  with 
different  localities,  fields,  and  working  con- 
ditions to  such  extent  that  it  is  probably 
better  to  consider  them  as  a whole  and  say 
that  under  average  conditions  first-stage 
silicosis  will  occur  in  2 to  10  years,  and  with 
unfavorable  conditions  this  period  will  be 
reduced  to  as  low  as  2 to  3 years  and  prob- 
ably less. 


SYMPTOMS 

The  development  of  silicosis  usually  ex- 
tends over  a period  of  years  and  is  so 
gradual  that  the  early  symptoms  of  the 
disease  often  are  not  recognized  by  those 
so  afflicted.  The  slow  progress  in  the  de- 
velopment of  the  disease  has  caused  obser- 
ers  in  this  country  and  abroad  to  divide  the 
disease  arbitrarily  into  various  stages.  In 
the  United  State”,  silicosis  is  divided  into 
three  stages:  first,  second,  and  third.  In 
South  Africa  the  law  defines  the  stages  as 
antiprimary,  primary,  and  secondary.  An 
Australian  report  divides  pulmonary  find- 
ings into  fibrosis  increased,  early  silicosis, 
advanced  silicosis,  silicosis  plus  tuberculosis, 
and  tuberculosis  only.  As  this  would  in- 
dicate, the  symptoms  are  somewhat  differ- 
ent in  the  three  stages,  and  for  this  reason 
the  symptoms,  physical  signs,  and  x-ray 
findings  will  be  given  by  stages. 

First  Stage.  The  objective  symptoms  in 
first  stage  silicosis  are  vague  and  more 
infrequent  than  would  be  expected  from  the 
definite  lung  pathology  revealed  by  x-ray 
examination.  In  our  own  studies  only  about 
18  per  cent  of  the  men  admit  any  symptoms. 
The  most  common  symptoms  are  cough, 
shortness  of  breath,  expectoration,  pain  in 
the  chest,  and  frequent  colds,  the  last  being 
the  most  prevalent.  Some  miners  state  that 
they  have  a cold  during  the  entire  winter. 
Objective  symptoms  and  signs  are  not  as 
frequent  as  would  be  expected.  As  a rule, 
the  men  appear  healthy;  they  have  ruddy 
complexion  and  are  more  robust  than  es- 
sentially negative  subjects.  There  is  a de- 
finite tendency  fojr  men  with  silicosis  to 
gain  in  weight.  This  is  most  noticeable  in 
the  second  stage  of  the  disease.  The  men 
appear  to  stand  more  erect,  and  the  mus- 
cular development  is  more  noticeable  than 
in  negative  subjects.  This  is  not  so  marked 
in  first-stage  silicosis  as  it  is  in  later  stages, 
but  is  noticeable  to  a certain  extent  in  the 
first  stage. 

The  cardinal  physical  sign  in  silicosis  is 
a decrease  in  lung  expansion.  The  decrease 
in  chest  expansion  is  of  relative  importance 
and  is  not  to  be  accepted  as  a literal  find- 
ing, for  it  is  well  known  that  many  men  in 
excellent  health  have  a small  lung  expansion. 
This  is  particularly  true  of  the  Amer- 
can  negro.  It  is  therefore  necessary,  in 
order  to  evaluate  the  findings  from  chest 
measurements,  for  one  to  have  some  previ- 
ous information  of  the  normal  expansion 
of  the  man  being  examined.  The  chest 
movements,  even  in  early  silicosis,  will  be 
found  to  be  less  elastic  than  those  of  the 
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normal  chest.  The  chest  appears  to  have  a 
retarded  or  “dead”  movement. 

Little  is  revealed  on  palpation  of  the  chest 
in  first-stage  silicosis.  On  percussion  it  will 
be  found  in  some  cases  that  there  is  a slight 
change  in  the  character  of  the  percussion 
note.  The  chest  has  a “dead”  sound  which 
becomes  very  definite  and  occurs  in  a large 
percentage  of  cases  with  second-stage  sili- 
cosis. Definite  dullness  may  occur  in  the 
first  stage,  but  it  does  not  often  do  so.  When 
noted,  the  dullness  is  usually  found  in  the 
lower  axilla  region. 

Ausculation  reveals  a definite  difference 
in  breath  sounds,  even  in  early  silicosis. 
This  sound  is  described  by  different  terms 
and  is  usually  referred  to  in  our  own  work 
as  a “rough”  sound.  The  respiratory  wave 
is  a short,  jerky,  interrupted  or  metamor- 
phosing inspiration  with  a prolonged  ex- 
piration. The  inspiratory  sound  is  shorter 
than  normal,  and  more  harsh,  while  the 
expiratory  sound  is  prolonged. 

The  changes  in  breath  sounds  are  de- 
tected most  easily  over  the  anterior  or 
lateral  walls  of  the  chest.  It  is  our  ex- 
perience that  this  type  of  respiration  oc- 
curs in  57  per  cent  of  our  cases.  It  is 
rather  interesting  to  note  that,  with  the 
marked  pathology  revealed  on  x-ray  ex- 
amination, rales  rarely  occur  except  in  the 
late  stages  of  the  disease,  when  it  is  often 
complicated  with  some  other  condition. 

X-ray  findings.  The  diagnosis  in  the 
early  stage  is  largely  a matter  of  x-ray 
examination.  It  is  well  to  call  attention 
at  this  point  to  the  fact  that  x-ray  pictures 
of  silicotic  cases  should  be  made  slightly 
harder  than  chest  pictures  for  tuberculosis. 
This  is  necessary  to  block  out  the  general 
fuzziness  and  haziness  occurring  in  a large 
number  of  cases.  If  this  is  done,  the  reader 
can  classify  the  lung  changes  with  more  de- 
finiteness, and  it  lessens  the  number  of  dif- 
ferences between  the  clinical  and  x-ray  find- 
ings. Although  it  is  true  that  the  x-ray  gives 
a definite  idea  of  the  extent  of  the  pathologic 
changes,  the  reader  should  have  considerable 
clinical  experience,  for  only  with  wide  clinical 
experience  can  one  determine  the  effect  upon 
health  and  working  efficiency  with  a fair 
degree  of  accuracy.  The  x-ray  pictures  in 
first-stage  silicosis  show  the  hilum  shadows 
enlarged  and  very  den^e.  In  many  instances 
they  contain  calcified  spots  much  larger  than 
those  observed  as  a result  of  early  tuberculo- 
sis. Fol’owing  enlargement  of  the  hilum 
shadows,  the  entire  bronchial  tree  increases 
in  density  and  can  be  traced  to  the  outer 
margins  of  the  lungs.  Along  the  thickened 
bronchial  tree,  appearing  first  near  the 


hilum,  are  small  shotlike  spots,  sometimes 
described  as  “beads”  or  bronchial  “buds.” 
When  the  spots  become  noticeable  throughout 
the  lower  section  of  both  lungs,  in  this  coun- 
try it  is  regarded  as  the  beginning  of  first- 
stage  silicosis.  The  spots  are  fairly  dense, 
about  Vs  inch  in  diameter,  discrete,  and  ir- 
regular in  outline.  As  the  disease  advances 
the  spots  increase  in  diameter,  number,  and 
density. 

Second-Stage  Silicosis.  The  subjective 
symptoms  in  second-stage  silicosis  are  more 
definite  and  constant  than  in  first  degree. 
The  most  common  symptoms  are  shortness  of 
breath,  cough,  expectoration,  pain  in  chest, 
loss  of  strength,  gastro-intestinal  disturb- 
ances, and  a definite  tendency  to  frequent 
colds.  The  shortness  of  breath  becomes  very 
noticeable  on  exertion  and  is  most  marked  in 
men  with  poor  initial  lung  expansion.  Cough 
is  a fairly  constant  symptom  in  this  stage. 
It  is  a characteristic  dry,  hard,  irritating 
cough,  occurring  most  frequently  in  the 
morning.  Gastro-intestinal  symptoms  are 
quite  common  and  often  are  considered  by 
the  patient  to  be  the  cause  of  the  dyspnea. 
The  symptoms  most  commonly  complained  of 
are  indigeytion,  flatulency,  and  constipation. 
Pain  in  the  chest  is  a frequent  symptom  and 
is  usually  located  in  the  anterior  section  of 
the  chest,  near  the  bases.  Patients  usually 
consider  this  pain  rheumatic  in  origin,  and, 
unless  they  are  asked  about  rheumatism, 
this  symptom  may  be  overlooked. 

The  objective  symptoms  in  second-stage 
silicosis  are  definite  and  characteristic.  The 
men  appear  to  be  healthy,  to  stand  erect,  and 
to  be  compactly  built.  They  have  a definite 
tendency  to  gain  in  weight.  This  is  probably 
due,  to  some  extent,  to  the  age  of  the  men, 
as  silicosis  is  more  likely  to  occur  in  those 
around  the  age  of  40  or  older  than  in  younger 
men,  but  probably  it  is  partly  due  at  least  to 
the  slowing-up  in  the  amount  of  work  per- 
formed, due  to  the  dyspnea. 

Inspection  of  the  chest  shows  it  to  be  un- 
usually thick.  The  intercostal  spaces  are  no 
longer  noticeable.  The  chest  is  rigid  and  ap- 
pears to  move  as  one  piece,  especially  the 
upper  part.  Full  inspiration  is  made  with 
visible  effort.  The  chest  measurements  show 
a decrease  in  lung  expansion,  but,  as  in  first 
degree,  this  is  not  sufficiently  marked  to 
have  diagnostic  value  unless  previous  infor- 
mation on  chest  expansion  of  the  patient  is 
available. 

The  percussion  note  in  second  stage  shows 
a “dead”  sound,  as  was  referred  to  in  first 
stage.  Areas  of  definite  dullness  are  more 
common  in  second  stage  than  in  first  stage. 
Auscultation  reveals  the  characteristic  breath 
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sounds  described  in  the  first  stage,  but  they 
are  more  definite  in  character  and  more  com- 
mon. Rales  are  not  usually  present,  but  when 
found  they  indicate  some  infection. 

X-ray  findings  in  second-stage  silicosis 
show  the  hilum  shadows  to  be  large  and 
dense ; however,  they  display  no  more  defin- 
ite changes  than  are  observed  in  first  degree, 
if  as  definite.  The  “beading”  or  “budding” 
along  the  bronchial  tree  becomes  larger,  more 
profuse,  denser,  and  clearer  in  outline.  The 
chest  may  be  best  described  as  “mottled.” 
The  mottling  is  bilateral  and  about  equal  in 
density  on  both  sides,  indicating  that  the 
condition  started  on  both  sides  at  about  the 
same  time.  The  diaphragm  is  often  humped 
in  this  degree. 

Third-Stage  Silicosis.  In  third-stage  sili- 
cosis the  diagnosis  can  often  be  made  from 
the  symptoms  and  physical  signs  only.  The 
svmptoms  in  this  stage  are  the  same  as  are 
given  in  the  second  stage  but  are  very  much 
more  definite.  The  shortness  of  breath  is 
marked  and  in  many  cases  becomes  distress- 
ing on  the  least  exertion,  such  as  disrobing, 
talking,  and  so  forth.  Manual  labor  is  almost 
impossible,  and,  as  the  disease  progresses 
toward  its  terminal  stage,  respiration  be- 
comes very  shallow  and  difficult.  In  this 
condition  the  fight  for  breath  overshadows 
all  other  symptoms.  Cough  is  troublesome 
and  occurs  most  frequently  at  night  and  in 
the  early  morning.  The  cough  is  sometimes 
relieved  by  vomiting  and  is  more  likely  to  be 
productive  than  in  the  preceding  stages.  Pain 
in  the  chest  is  a frequent  symptom  and  in 
some  instances  is  severe,  but  in  most  cases 
it  is  a dull  aching  pain.  Gastro-intestinal 
symptoms  are  very  annoying.  Hemoptysis 
and  night  sweats  are  often  noted  in  this 
stage  but  are  considered  to  be  due  to  tuber- 
cular or  pyogenic  infection. 

Objective  symptoms  are  often  obscured  in 
this  stage  by  intercurrent  diseases.  Very 
seldom  is  the  third  stage  reached  without 
complication  with  some  other  disease.  Con- 
sequently, the  symptoms  and  physical  signs 
of  the  intercurrent  diseases!  may  mask  the 
symptoms  and  physical  signs  of  silicosis. 
The  patients  with  uncomplicated  silicosis  ap- 
pear to  be  healthy,  to  have  a ruddy  complex- 
ion and  to  be  of  average  weight;  in  many 
cases  there  is  an  increase  in  weight,  and  in 
some  cases  they  may  be  termed  “fat.”  The 
chest  appears  to  be  in  full  inspiration,  with 
very  little  movement,  breathing  being  largely 
diaphragmatic.  The  physical  signs  are 
similar  to  those  noted  in  second-stage  sili- 
cosis but  are  more  definite.  There  is  a de- 
finite decrease  in  lung  expansion;  the  char- 
acteristic breath  sounds  of  silicosis  are  al- 


ways found.  In  this  stage  rales  are  more 
common  than  in  the  preceding  stages,  and 
are  due  to  infection  by  other  organisms. 

X-ray  findings.  In  the  third  stage  of  sili- 
cosis the  spots  described  under  “Second  De- 
gree” tend  to  coalesce,  forming  large  areas 
of  marked  density,  usually  located  in  the 
midsection  of  the  lung;  these  areas  present 
the  appearance  of  tubercular  consolidation, 
are  usually  bilateral,  and  blend  perfectly 
with  the  snowstorm  appearance  of  the  sur- 
rounding lung  tissue.  This  appearance  of 
x-ray  findings  usually  makes  differential 
diagnosis  between  silicosis  and  tuberculosis 
fairly  easy. 

PROGNOSIS 

The  prognosis  in  silicosis  is  favorable  in 
the  first  and  second  stages,  unfavorable  in 
the  third  stage,  and  becomes  less  favorable 
when  complicated  with  either  tuberculosis  or 
pyogenic  infection.  However,  complicated 
cases  of  silicosis  should  not  be  regarded  as 
always  fatal. 

TREATMENT 

The  treatment  can  be  divided  into  curative 
and  preventive.  In  early  silicosis  most  cases 
will  recover  within  18  months  to  two  years 
if  removed  from  a dusty  atmosphere.  In  ad- 
vanced cases  it  is  best  to  treat  symptoms  as 
they  arise,  to  remove  the  patient  from  a 
dusty  atmosphere,  to  regulate  the  diet,  and 
to  allow  moderate  exercise.  Our  observa- 
tions of  these  cases  extending  over  a period 
of  years  lead  us  to  believe  that  these  patients 
especially  in  the  early  stage,  do  much  better 
if  allowed  to  do  light  work.  Even  in  the  ad- 
vanced stages,  it  is  best  to  allow  these  men 
to  be  up  on  their  feet  as  much  as  possible. 
This  course  tends  to  lessen  toxic  symptoms, 
makes  the  patient  more  contented,  and  in  a 
number  of  instances,  even  in  advanced  sili- 
cosis appears  to  prolong  life. 

The  preventive  treatment  is  most  import- 
ant. Early  writers  advocated  the  wearing 
of  bladders  over  the  face  to  prevent  the  dust 
from  entering  the  lungs.  In  late  years  vari- 
ous kinds  of  respirators  have  been  advocated 
but  for  many  reasons  have  been  found  to  be 
of  little  value  in  decreasing  the  incidence  of 
silicosis.  At  present  three  measures  are  ad- 
vocated that  have  been  proved  to  be  of  def- 
inite value.  The  measures  are:  (1)  Reduc- 
tion of  the  dust  count  in  mine  air  to  less  than 
300  particles  per  cubic  centimeter  of  air ; 
(2)  the  selection  of  the  men  that  work  in  a 
dusty  atmosphere  by  careful  pre-employment 
examinations;  (3)  the  yearly  examination  of 
men  and  the  changing  of  those  with  early 
silicosis  to  positions  free  from  dust,  on  the 
surface. 

The  control  of  the  dust  in  the  mine  air  is 
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largely  an  engineering  problem,  but  the  as- 
sistance of  the  industrial  physician  is  usually 
valuable  and  is  welcomed  by  most  engineers. 
The  most  common  measures  used  to  control 
the  dust  are  adequate  mechanical  ventilation, 
sprinkling  the  muck  piles,  roadways,  walls, 
and  roof  at  frequent  intervals  and  in  suf- 
ficient quantity  to  keep  them  thoroughly 
wet,  wet  drilling  and  blasting  at  the  close 
of  the  shift  only,  allowing  several  hours’ 
interval  for  the  dust  to  settle  before  the 
men  are  permitted  to  return  to  the  place. 
With  these  measures  conscientiously  carried 
out,  the  atmospheric  dust  count  can  be  kept 
below  that  recommended  as  a maximum  for 
safety. 

The  second  ard  third  measures  for  the 
prevention  of  silicosis,  lie  largely  in  the 
hands  of  the  medical  profession.  Pre-em- 
ployment physical  examinations  of  men 
should  be  required.  The  physical  examina- 
t:on  of  men  for  such  work  should  not  only 
include  a caveful  physical  examination,  but 
a blood-serum  test,  a sputum  examination, 
and  an  x-ray  picture  of  the  chest.  The  ex- 
amination should  be  as  thorough  as  that 
obtained  in  the  large  diagnostic  centers. 
This  is  necessary,  not  only  to  obtain  informa- 
tion on  the  phys'cal  fitness  of  the  men,  but  to 
dispel  antagonism  of  the  workmen  toward  a 
physical  examination.  As  soon  as  the  work- 
men realize  that  they  can  secure  a physical 
examination  equal  to  that  obtained  at  some 
expensive  clinic  for  themselves  and  their 
families,  at  their  own  medical  center,  their 
antagonism  usually  changes  to  active  coop- 
eration. 

After  entering  the  service  of  a company 
the  man  should  be  examined  at  least  once 
yearly.  This  examination  should  be  as 
thorough  as  the  pre-employment  examina- 
tion. The  purpose  of  this  examination  is  to 
find  the  disease,  in  the  early  stages,  when  the 
chances  for  complete  cure  are  best.  By  this 
method  the  effect  of  dust  can  be  observed 
and  men  with  early  silicosis  placed  at  work 
in  an  atmosphere  free  from  dust,  or,  in  the 
absence  of  such  places,  they  can  be  persuaded 
to  leave  the  mines. 

The  results  of  the  examination  should  be 
placed  on  a card,  which  is  given  to  the  man 
to  be  given  to  the  party  hiring  him.  The 
men  should  be  classed  according  to  the  physi- 
cal findings  into  grades  that  would  convey 
to  the  foreman,  or  others  hiring  the  men,  in- 
formation as  to  whether  or  not  there  are 
defects,  such  as  an  infectious  disease,  or  a 
possibility  of  sudden  death ; whether  or  not 
there  exist  no  defects  that  would  interfere 
with  work  at  any  place  in  a mine;  or  that 
they  are  recommended  for  certain  occupa- 


tions only.  The  decision  of  the  physical  fit- 
ness of  the  men  to  be  employed  should  al- 
ways be  entirely  in  the  hands  of  the  physi- 
cian. 

CONCLUSIONS 

1.  History  indicates  that  silicosis  origi- 
nated from  the  localization  of  human  indus- 
tries in  prehistoric  flint  factories. 

2.  The  cause  of  silicosis  is  the  inhalation 
of  minute  particles  of  free  silica  over  a rel- 
atively long  period  of  time.  Certain  physi- 
cal defects  and  diseases  apparently  predis- 
pose to  silicosis. 

3.  In  this  country  the  disease  is  commonly 
divided  into  three  stages;  namely,  first,  sec- 
ond, and  th'rd. 

4.  The  symptom?  and  physical  signs  of 
silicosis  are  vague  and  indefinite  in  the  early 
stages,  but  become  more  constant  and  def- 
inite in  the  second  and  third  stages.  When 
present,  the  symptoms  are  shortness  of 
breath,  c-ough.  expectoration,  and  a tendency 
to  frequent  co’ds.  The  cardinal  physical 
signs  are  decreased  lung  expansion  and  the 
characteristic  breath  sounds. 

5.  The  x-ray  findings  in  silicosis  are  char- 
acteristic. The  changes  usually  start  near 
the  hiium  shadows,  with  formation  on  the 
tronchial  tree  of  what  are  called  “buds.”  As 
these  extend  throughout  the  lower  section  of 
the  lungs,  it  is  commonly  called  in  America 
first-stage  silicosis.  With  the  coalescing  of 
these  spots  into  larger  areas,  it  is  regarded 
as  second-stage  silicosis.  When  these^  areas 
become  sufficiently  large  to  give  a “snow- 
storm” appearance  to  the  plate,  it  is  regarded 
as  third-stage  silicosis. 

6.  Silicosis  can  be  controlled  and  reduced 
to  a minimum  by  reducing  the  dust  content 
in  the  atmosphere  below  the  standard  set  for 
safety,  and  by  pre-employment  and  yearly 
examination  of  the  man. 
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THE  TREATMENT  OF  PNEUMONIA 
WITH  QUININE 
(A  Case  Report) 

ORVILLE  HARRY  BROWN,  M.  D..  Ph.  IX 
Phoenix,  Arizona 

Case  21951,  St.  Joseph’s  Hospital,  female,  age  16, 
was  admitted  to  the  hospital  8:35  p.  m.,  Feb.  18, 
1931,  with  provisional  diagnosis  of  influenza  cold. 
The  temperature  on  admission  was  103.6.  The  fol- 
lowing morning  the  temperature  was  105  degrees, 
and  ranged  from  102  to  105  during  the  next  three 
days.  On  the  20th  slight  but  definite  signs  of  lobar 
pneumonia  appeared  in  the  entire  left  lower  lobe. 

She  had  been  ill  four  days  before  admission  to 
the  hospital  and  ran  a persistently  high  tempera- 
ture. About  ten  days  before  admission  her  tonsils 
had  been  removed.  It  was  kept  in  mind  that  her 
illness  might  be  a complication  of  the  tonsillectomy. 
Except  for  the  high  temperature  the  findings  were 
negative,  howev.  r,  until  the  signs  of  lobar  pneu- 
monia appeared. 

The  second  day  of  her  illness  she  was  given  cap- 
sules' of  a.kaloidal  quinine,  five  grains  every  hour 
for  feur  doses  and  then  one  every  four  hours  until 
she  was  taken  to  the  hospital.  She  felt  fairly  well 
but  the  high  temperature  persisted;  as  she  was  not 
getting  all  the  care  she  needed,  she  was  taken  to 
the  hospital. 

On  admission  to  the  hospital  she  was  given  in- 
tramuscularly the  proprietary  preparation  of  qui- 
nine, camphor  and  volatile  oils,  known  as  quicam- 
phol,  one  ampoule  every  four  hours  for  six  injec- 
tions. There  was  no  more  effect  upon  the  tempera- 
ture by  the  quicamphol  than  there  had  been  by  the 
quinine  by  mouth.  The  lungs,  however,  had  not 
yet  shown  involvement. 

Thinking  that  the  invading  organisms  might  bs 
streptococci  or  other  bacteria  not  susceptible  to 
quinine,  this  was  discontinued  and  sodium  benzoate 
in  large  doses  was  given  by  mouth.  On  the  first 
day  of  sodium  benzoate  administration  the  temper- 
ature fell  from  105  to  around  103;  but  the  next 
day,  with  the  sodium  benzoate  being  continued  as 
before,  the  temperature  rose  to  105  and  remained 
constantly  at  that  level  throughout  the  day.  The 
left  lower  lobe  began  to  show  definite  signs  of  lobar 
pneumonia.  The  sputum  examination  on  this  day 
showed  only  pneumococci. 

The  sodium  benzoate  was'  discontinued  and  qui- 
camphol was  again  given  but  this  time  one  injec- 
tion every  hour  for  four  doses  and  then  every  four 
hours  until  six  injections  were  given.  The  tempera- 
ture promptly  fell  within  12  hours  to  99.4.  That 
evening  it  rose  to  100.8.  The  next  day  it  fell  to 
98.0  and  then  ranged  around  99  for  two  days,  af- 


ter which  it  was  normal.  The  signs  of  the  pneu- 
monia faded  away  with  the  fever. 

I recognize  full  well  that  a crisis  might 
have  occurred  just  as  the  hourly  doses  of 
quicamphol  were  started.  My  belief,  how- 
ever, based  on  similar  experiences  in  a large 
number  of  cases,  is  that  the  quinine  was  ef- 
fective in  checking  the  pneumococcic  process. 
It  seems  that  the  amount  of  quinine  given 
her  in  the  early  days  of  her  illness  was  ade- 
quate for  holding  the  disease  in  check  but  not 
adequate  for  putting  a stop  to  the  growth  of 
the  pneumococci  in  the  tissues.  Likewise 
the  quinine  in  the  quicamphol  given  one  in- 
jection every  four  hours  was  not  adequate  to 
kill  sufficient  of  the  bacteria  to  definitely 
check  the  disease.  Definite  signs  of  pneu- 
monia did  not  appear  until  the  administration 
of  quinine  was  discontinued  and  the  sodium 
benzoate  instituted. 

There  are  several  possible  explanations  of 
the  slow  and  inadequate  action  of  the  quinine 
on  the  pneumococci  in  this  ca^e.  The  patient 
was  a large  woman  weighing  around  180 
pounds.  The  concentration  of  ouinine  in  her 
blood  may  not  have  been  sufficient  to  be 
pueumococcocidal.  She  also  mav  have  elim- 
inated quinine  with  undue  rapidity  or  her 
tissues  may  have  absorbed  it  extremely  slow- 
ly from  her  stomach.  Then  too  the  pneu- 
mococci affecting  her  mav  have  been  more 
than  ordinarily  resistant  to  quinine. 

I am  convinced  that  quinine  has  a highly 
specific  toxicity  for  all  true  pneumococci.  In 
a previous  communication’  I reported  that  67 
cultures  of  pneumococci  taken  from  as  many 
patients  were  destroyed  within  one  to  three 
hours  bv  high  dilutions  of  quinine.  Pneu- 
monia, tuberculosis  and  all  respiratory  tract 
infections  should  have  the  use  of  quinine 
thought  of  in  connection  with  their  treat- 
ment. 

The  hypodermic  administration  may  be 
perferable,  probably  is  in  certain  cases,  to 
administration  by  mouth.  I have  used  the 
dihydrochloride  of  quinine  as  well  as  the  mix- 
I ure  known  as  quicamphol.  Ordinarily  mouth 
administration  suffices.  My  way  of  giving 
it  by  mouth  has  been  to  give  five  grains  of 
alkaioidal  quinine  each  hour  for  three  to  five 
doses  and  then  every  four  to  six  hours. 

This  case,  a sample  of  my  experiences,  is 
reported  to  call  attention  to  the  value  of  suf- 
ficient quinine  in  pneumococcic  infection. 

1.  Brown,  Orville  Harry:  The  Treatment  of 

Pneumonia  With  Quinine,  Southwestern  Medicine, 
March,  1931,  Vol.  XV,  p.  109. 
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CASE  RFUOPT 

J.  A.  RAWLINGS,  M.  I). 

El  Paso,  Texas 

I wish  to  present  the  following  clinical 
case,  which  shows  a malignancy  of  unusual 
interest. 

Infant  B.  M.,  age  2 yrs.  and  2 months,  only  child 
of  young  couple  with  negative  Wass'ermann. 

Child  was  nursed  6 weeks.  Had  measles  at  6 
weeks  and  was  weaned  at  this  time.  Various  foods 
were  given  and  was  finally  brought  up  on  Eagle 
Brand  Milk. 

The  following  is  a letter  from  Drs.  Camp  & Camp 
describing  the  conditions. 

“We  have  a bev  2 years  o’d,  who  has  an  unusual 
condition  of  the  head  and  face,  which  we  think  to 


be  an  involvement  of  the  bones'.  The  alveolar  pro- 
cesses are  so  much  thickened  that  the  roof  of  the 
mouth  is  only  something  like  cne-half  inch  across. 
The  child  is  unable  to  close  his  mouth  on  account 
of  the  protrusion  of  the  back  teeth.  The  inferior 
maxilla  is  involved  to  almost  the  same  degree  as 
the  superior.  The  cheeks  protrude  very  distinctly. 
The  left  eye  is  pushed  forward  by  some  enlargement 
behind  it  and  the  tissues  under  it  are  quite  dark. 
There  is  an  enlargement  in  front  of  each  ear  and  a 
row  of  nodules  antero-posteriorly  on  top  of  the  head. 
No  involvement,  that  we  have  been  able  to  find,  of 
the  long  bones,  or  of  any  other  bones  except  the 
ones  mentioned.  No  skin  lesions  and  no  glandular 


involvement.  The  child  had  a very  severe,  acute 
sickness  in  November,  1930,  with  high  temperature, 
vomiting,  sore  mouth  and  throat.  Looked  like  he 
was  going  to  die  for  several  days'.  We  fed  him 
through  nasal  tube  and  gave  him  intraperitoneal 


transfusions  of  father’s  blood.  Patient  has  had  no 
fever  with  this  illness  so  far  as  we  know.” 

In  addition  to  the  above  information  given  by 
Drs.  Camp  & Camp,  further  inquiry  from  parents 
developed  the  fact  that  the  child  was  ill  for  more 
than  a month  last  November,-,  temperature  run- 
ning from  104  to  105  with  a bad  infection  of  the 
throat,  also  both  drums  were  opened  and  mastoid  on 
left  side  involved  but  not  opened.  Throat  was  so  in- 
flamed that  it  was  thought  to  be  diphtheria  and 
antitoxin  was  given.  Child  was  so  ill  that  its  life 
was  almost  despaired  of  at  this  time,  and  as  you 
know  from  Dr.  Camp’s  letter  transfusions'  were  nec- 
essary. The  condition  has  been  described  by  Drs. 
Camp  & Camp. 

Figure  1 shows  a full  face  view  of  this  child,  and 
Figure  2 shows  the  alveo’ar  process  and  mouth. 

Dr.  Mott  Rawlings  has  made  a biopsy,  removing 
a portion  of  one  of  the  nodules  on  the  head  and  will 
give  a report  of  his  findings. 

J.  MOTT  RAWLINGS,  M.  D. : Specimen  consists 
of  a piece  of  tissue  covered  on  one  surface  by  epi- 
thelium and  measuring  some  5 by  5 by  3 mm. 

A frozen  section  stained  by  hematoxylin  and  eosin 
is  studied  microscopically.  The  tissue  how  normal 
hair  follicles  markedly  infiltrated  with  plasma-like 
cells.  All  intervening  tissue  is  likewise  infiltrated 
with  great  masses  of  these  lymphocytic  cells.  On 
high  powered  examination  mytoses  are  seen  and 
some  of  these  are  found  to  be  rather  irregular  in 
shape.  The  cells  have  a young  appear-ance  with 
central  chromatin  mass  and  smaller  peripheral 
chromatin  areas  giving  it  the  usual  wheel  or  clock- 
ed appearance.  The  cells  are  massed  together  very 
densely  and  vary  rather  moderately  in  shape  and 
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more  especially  in  size,  some  cells  being  two  to  two 
and  a half  times  the  size  of  the  smallest  ones.  The 
cells  have  the  appearance  of  those  belonging  to  the 
lymphocytic  series  of  the  plasma  type.  They  ap- 
pear to  be  rapidly  growing  and  show  evidence  of 
only  moderate  differentiation.  The  tissue  is  in 
keeping  with  the  diagnosis  of  lymphoblastoma  of  a 
rapidly  growing  type. 

FINAL  DIAGNOSIS:  Lymphoblastoma  highly 

malignant. 


CASE  REPORT 

HARRY  A.  REESE,  M.  I). 

Yuma,  Arizona 

In  the  August,  1914,  number  of  Arizona  Medical 
Journal  you  will  find  that  I reported  a case  of  An- 
encephalus.  Some  text  book  on  teratology  may  be 
glad  to  secure  these  records;  therefore,  I am  send- 
ing you  herewith  a report  of  another  case.  This  is 
a case  of  Ectogenie  Teratism  which  I found  on 
August  18th,  when  I was  called  as  health  officer 
to  sign  a death  certificate  for  a stillborn  prema- 


ture Yaqui  infant.  Here  we  have  a complete  ab- 
sence cf  the  lower  jaw  and  tongue.  The  mouth  is 
large  enough  to  admit  the  tip  of  a finger.  Pro- 
truding from  the  nose  is  a very  small  tongue  shaped 
tag.  The  rudimentary  ears  are  in  a much  lower 
position  than  normal.  The  left  foot  shows  talipes 
valgus.  The  baby  is  a male,  and  was  about  three 
months  premature.  The  mother  is  a multipara. 


CEREBROSPINAL  MENINGOCOCCIC 
MENINGITIS— SPECIFIC 
TREATMENT 
H.  P.  MILLS,  M.  D. 

Phoenix,  Arizona 

(Read  before  the  Maricopa  County  Medical  So- 
ciety, Feb.  23,  1931.) 

The  specific  treatment  of  meningococcic 
meningitis  can  be  very  briefly  stated:  the 
early,  adequate  administration,  intravenous- 
ly and  intraspinally,  of  potent  antimeningo- 
coccic serum,  repeated  at  intervals  of  eight 
to  twenty-four  hours  until  the  organisms 
have  disappeared  from  the  spinal  fluid  and 
the  cell  count  is  reduced  to  1000  or  less. 

To  enlarge  upon  the  points  mentioned. 
Early  treatment  is  possible  only  in  case  o+ 
early  diagnosis.  If  the  diagnosis  is  made 
within  twenty-four  hours  of  onset  and  treat- 
ment with  antiserum  is  instituted,  a reduced 
mortality  percentage  will  result.  Every  epi- 
demic will  show  numerous  extremely  ful- 
minant cases,  due  to  extreme  degree  of  bac- 
teremia, that  rapidly  develop  delirium  and 
coma  and  become  moribund  before  adequate 
treatment  can  be  given.  But  most  cases  give 
symptoms  of  cerebrospinal  involvement  suf- 
ficiently early  to  suggest  spinal  puncture  and 
the  administration  of  antiserum  if  the  spinal 
fluid  is  found  cloudy. 

Adequate  treatment  implies  the  adminis- 
tration of  sufficient  antiserum  to  counteract 
the  bacteremia  and  meningea1  infection.  In 
mo  t cases  seen  early,  this  should  be  given 
both  intravenously  and  intraspinally.  Test 
for  sensitization  to  the  serum  should  be  made 
by  injecting  1/3.0  of  1 cc.  intracutaneously. 
If  there  is  no  reaction,  100  cc.  of  antiserum 
may  be  given  intravenously,  best  diluted 
with  equal  amount  of  saline  solution.  This 
should  be  given  slowly,  watching  for  evi- 
dence of  anaphylaxis  and  with  adrenalin  at 
hand,  ready  to  be  given  on  the  first  sign  ot 
reaction.  The  intravenous  injection  should 
be  followed  at  once  by  a lumbar  puncture, 
draining  the  canal  quite  thoroughly,  with  the 
idea  of  inducing  the  flow  of  bactericidal  sub- 
stances from  the  blood  stream  into  the  men- 
ingeal spaces.  From  20  to  30  cc.  of  anti- 
meningococcic serum  should  be  given  into  the 
spinal  canal  after  each  spinal  drainage;  or, 
if  only  a small  amount  of  fluid  is  obtained, 
the  quantity  of  serum  should  be  £ to  10  cc. 
less  than  the  amount  of  fluid  withdrawn. 
The  intravenous  iniection  should  be  repeated 
every  eight  to  twelve  hours  for  two  to  four 
doses;  after  fortv-eight  hours,  soinal  drain- 
age and  intrasoinal  administration  of  serum 
is  usually  sufficient,  us  after  this  period  the 
stage  of  bacteremia  has  probably  passed. 
This  intraspinal  treatment  is  to  be  repeated 
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at  least  once  daily  until  organisms  are  absent 
from  the  fluid  and  the  cell  count  is  reduced 
to  1000  or  less.  Spinal  puncture  should  then 
be  done  every  two  or  three  days,  to  control 
cerebrospinal  pres;  ure  and  to  check  against 
relapse. 

If  there  is  evidence  of  subarachnoid  block, 
the  cisterna  magna  route  may  be  used  for 
drainage  and  administration  of  serum.  This 
procedure  has  teen  recommended  as  a rou- 
tine method  and  as  preferable  to  the  usual 
lumbar  puncture;  but,  unless  there  is  definite 
indication,  it  would  seem  rational  to  avoid 
any  unnecessary  risks,  as  long  as  we  obtain 
practically  ;he  same  results. 

Occasionally,  intraspinal  drainage  is  over- 
done, and  headache  and  rigidity  are  increas- 
ed and  are  not  relieved  by  replacement  of  the 
f ird  with  anti  erum.  In  these  cases,  there 
is  usually  excess  secretion  of  fluid  with  com- 
paratively low  cell  count  and  few  or  no 
organisms.  By  limiting  the  amount  of  fluid 
withdrawn  and  extending  the  time  between 
punctures,  the  condition  rapidly  clears  up. 

The  question  of  the  potency  of  the  anti- 
meningococcic serum  should  be  given  con- 
sideration. A polyva’ent  serum  is  used  and 
in  most  cases  is  efficient,  but  it  is  conceivable 
that,  cue  to  the  many  strains  of  meningo- 
cocci, cases  may  be  encountered  in  which  the 
serum  at  hand  may  not  contain  antibodies  for 
this  particular  strain.  This  is  a question 
rather  difficult  to  answer  as  regards  a case 
under  treatment,  and  usually  it  is  advisable, 
if  favorable  response  is  not  obtained  prompt- 
ly, that  a change  should  be  made  to  a serum 
from  another  source.  If  a culture  of  the 
organism  from  the  case  be  obtained,  it  may 
be  tested  against  the  serum  for  the  presence 
of  agglutinins.  If  the  serum  agglutinates 
the  meningococcus  cultured  from  the  fluid  in 
high  dilutions,  we  may  be  fairly  certain  that 
it  contains  antibodies  against  this  particular 
strain.  The  question  has  been  raised  whether 
the  activity  of  agglutination  is  a correct 
measure  of  the  bactericidal  power;  but  for 
practical  use  this  test  for  the  presence  of 
antibodies  is  the  most  available  and  can  be 
used  without  great  delay.  This  leads  to  the 
suggestion  that  culture  be  made  of  the  fluid 
at.  first  examination,  in  order  that  agglutina- 
tion tests  may  be  made  if  the  question  of 
potency  of  antiserum  arises. 

This  specific  treatment,  of  course,  should 
be  supported  by  genera1  treatment  in  the 
way  of  proper  nursing,  diet,  and  especially 
the  forcing  of  liquids. 

The  results  of  specific  theraov  have  been 
very  satisfactory,  reducing  the  mortality 
from  75  and  80  per  cent  to  31  per  cent. 

To  repeat,  for  the  purpose  of  emphasis. 


Specific  treatment  for  meningococcic  menin- 
gitis consists  in  the  early,  adequate  adminis- 
tration, intravenously  and  intraspinally,  of 
potent  antimeningococcic  serum,  continued  at 
interva’s  until  its  bactericidal  effect  is  ob- 
tained. 

Since  the  infection  occurs  so  seldom  in 
known  contacts,  and  since  the  protection  is 
so  transient  from  the  use  subcutaneously  of 
antiserum,  it  is  not  recommended  for  pas- 
sive immunization  as  a protective  measure. 
Active  immunization  has  been  tried  by  using 
su’  cutaneous  injections  of  repeated  doses  of 
a meningococcic  vaccine.  This  has  not  been 
accepted  as  of  value,  and  its  value,  if  any,  is 
difficult  to  determine,  on  account  of  the 
small  percentage  of  known  contacts  who  ac- 
quire the  disease. 


PUBLIC  HEALTH  NOTES 

J.  ROSSLYN  EARP,  M.  D.,  P.  H 
Director  New  Mexico  State  Bureau  of  Public  Health 
LA  GRIPPE  AND  INFLUENZA 
In  a health  bulletin  issuing  from  the  middle 
west  I read  “La  Grippe,  which  is  a second 
cousin  to  Influenza”.  In  France  there  is  a 
disease  ca'led  La  Grippe  but  no  disease  called 
influenza.  In  England  there  is  a disease 
called  influenza  but  no  disease  called  La 
Grippe.  The  United  States  uses  both  words, 
but  how  that  can  make  two  diseases  passes 
my  understanding!  It  is  hard  enough  to  know 
what  is  and  what  is  not  influenza  without  in- 
troducing the  comph’cation  of  a second  cousin. 

Many  physicians  have  remarked  that  “in- 
fiuenza”  in  these  endemic  dav-  differs  from 
that  of  the  great  pandemic.  Can  it  be  that 
the  fulminating  cases  of  those  days  were  due 
to  secondary  infection  with  germs,  like  the 
Streptococcus  haemolvticus,  that  had  acquir- 
ed a quite  unnatural  virulence  through  years 
of  subculturing  in  thousands — nay,  millions 
— of  gunshot  wounds? 

It  is  true  that  many  other  infections,  es- 
pecially perhaps  intestinal  infections,  are 
Uable  to  be  confused  with  that  of  influenza. 
The  confusion  i bound  to  remain  until  more 
is  known  about  the  etiology  of  the  disease. 
We  know  that  New  Mexico  physicians  will  be 
conservative  in  their  diagnosis.  At  the  same 
time,  we  hope  that  thev  will  not  refrain  from 
not’fying  cases  of  influenza  on  the  ground 
that  they  are  not  like  the  acute  cases  of  1918. 
Uniformity  of  reporting  is  vital  to  epidemio- 
logical  research. 

YELLOW  FEVER  AND  DENGUE 
The  epidemiology  of  influenza  is  today  in 
much  the  same  state  as  was  that  of  yellow 
fever  a hundred  years  a^o.  Dr.  H.  R.  Carter’s 
posthumous  monograph1,  recently  off  the 
press,  makes  instructive  as  well  as  fascinat- 
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ing  reading.  This  book  has  been  added  to 
the  library  of  preventive  medicine  at  Santa 
Fe  and  may  be  borrowed  by  any  New  Mexico 
physician  who  is  willing  to  return  it  within 
two  weeks. 

Among  the  many  diseases  confused  with 
yellow  fever  in  the  early  days,  dengue  nat- 
urally occupies  an  important  place.  Con- 
veyed by  the  same  mosquito,  Aedes  aegypti, 
the  two  diseases  are  geographically  allied. 
Dengue  has  had  many  pseudonyms:  Coup  de 
barre,  at  Guadeloupe ; la  fievre  inflammatoire 
in  Martinique ; el  traneaso,  in  Porto  Rico ; 
ar,d  so  on.  Under  some  of  these  names  mild 
cases  of  yellow  fever  have  doubtless  been  in- 
clud-ed ; for  yellow  fever  and  dengue  have 
more  in  common  than  their  geographic  dis- 
tribution— the  muscular  pains,  the  saddle- 
shaped  temperature  curve  and  the  filter- 
ability  of  the  virus  which  in  each  case  is 
present  in  the  blood  stream  during  the  first 
three  days  of  fever.  Recent  work  at  the 
Tropical  Hygiene  Institute  of  Amsterdam 
strongly  suggests  that  an  attack  of  dengue 
gives  a certain  measure  of  immunity  against 
subsequent  infection  with  yellow  fever. 

THE  CAMPAIGN  AGAINST  CANCER 

It  is  interesting  to  learn  from  a recent  con- 
ference with  a representative  of  the  Ameri- 
can Society  for  the  Control  of  Cancer,  that 
success  has  already  been  achieved  in  the 
popularization  of  the  early  symptoms  and 
signs  of  cancer,  Patients  are  now  coming  in 
good  time  for  diagnosis  and  treatment.  On 
the  other  hand,  knowledge  regarding  the 
treatment  of  cancer  has  advanced  beyond  our 
standard  textbook  and  our  standard  practice. 
Cases  are  being  treated  by  surgery  that 
could  better  be  treated  by  radiology,  and  vice 
versa.  Cases  that  need  both  technics  are 
being  treated  by  one  only.  In  order  to  offer 
to  the  medical  profession  the  very  latest  in- 
formation in  the  treatment  of  cancer,  the 
Society  plans  to  publish  a series  of  mono- 
graphs, each  by  an  outstanding  authority. 
Arrangements  have  been  made  to  secure  free 
copies  of  these  monographs  for  every  New 
Mexican  physician  who  desires  to  possess 
them.  Application  should  be  made  to  the 
county  health  officer,  who  will  arrange  to 
distribute  them  as  they  are  published. 

(1)  Yellow  Fever:  an  epidemiological  and  his- 
torical study  of  its  place  of  origin.  Baltimore : Wil- 
liams and  Wilkins,  1931.  Pp.  307.  Price  S5.00. 

(2)  Arch,  of  Schiffs — u Trop.  Hyg.,  Sept.,  1931, 
p.  497. 
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DR.  W.  L.  BROWN  presented  two  gallbladder 
cases,  the  first  being  a parallel  to  a very  recent 
case : 

A woman,  46  years  of  age,  came  to  us  with  gall- 
bladder disease.  Preoperative  diagnosis  of  gall- 
stones was  made.  She  was  not  especially  ill  at  the 
time  of  operation,  had  never  been  very  ill  and  op- 
eration was  decided  upon.  At  the  time  of  operation, 
May  3,  1927,  no  gallstones  were  found,  gallbladder 
normal  to  feel  as  well  as  in  appearance;  could  be 
easily  emptied.  There  was  an  adhesion  running  full 
length  of  gallbladder  across  to  the  hepatic  flexure 
of  the  transverse  colon.  This  adhesion  was  freed, 
whipped  over  carefully  to  cover  raw  surfaces;  gall- 
bladder was  not  opened  and  a general  exploration 
of  the  abdominal  cavity  was  made,  prior  to  the 
work  on  gallbladder  and  found  negative.  Patient 
started  to  vomit  following  operation,  became  dis- 
tended with  reversed  peristalsis,  in  spite  of  all  we 
could  do.  She  had  a great  deal  of  pain,  distention 
continued,  and  the  wound  was  reopened  on  the 
third  day,  May  6,  1927.  The  stump  of  the  adhesion 
was  attached  to  the  hepatic  colon,  apparently  caus- 
ing obstruction  from  the  point  of  angulation.  As 
soon  as  this  was  relieved,  gas  rushed  into  the  trans- 
verse colon.  This  area  was  again  covered  and  no 
drainage  done.  Again,  two  days  lately  as  no  relief 
was  afforded,  McBurney’s  incision  was  made. 
Cecum  was  found  greatly  distended,  and  a large 
rubber  drain  was  sutured  in  place.  A great  deal  of 
bloody  fluid  and  gas  escaped.  Two  days  later,  May 
10,  1927,  enterostomy  was  made  on  the  left  side  and 
a tube  was  put  into  small  intestine.  This  gave  no 
relief;  patient  died  following  day,  May  11,  1927. 

Second  Case:  A woman  48  years  of  age,  admitted 
to  the  hospital  May  17,  1931.  Operation  was  per- 
formed May  18,  1931.  Gallbladder  was  found  to  be 
about  six  inches  long  and  the  width  in  proportion. 
Stone  the  size  of  a small  marble  could  be  felt  in 
the  cystic  duct,  impacted,  and  could  not  be  dislodg- 
ed. Gallbladder  was  easily  shelled  loose  from  un- 
der the  surface  of  the  liver,  leaving  a long  pedicle. 
The  pedicle  was  crushed  just  under  the  stone,  ligat- 
ed with  No.  2 chromic  and  a small  rubber  drain  was 
used,  wound  closed  in  layers.  It  proved  to  be  a 
very  easy  operation,  with  no  shock  or  disturbing 
symptoms  following  the  operation.  The  following 
afternoon  her  temperature  was  102°  and  contin- 
ued to  rise  as  high  as  104°  a day  or  two  later.  Peri- 
tonitis promptly  developed,  with  great  distention, 
which  could  not  be  relieved.  Absence  of  peristalsis 
sounds  and  vomiting  began  on  the  third  day.  Pa- 
tient was  given  large  quantities  of  salt  solutions' 
subcutaneously,  including  3 per  cent  salt  and  glu- 
cose. Pituitrin  and  enemas  failed.  This  indicated 
that  she  had  peritonitis.  On  the  morning  of  the 
day  of  her  death  enterostomy  was  made.  Cultures 
were  made  from  free  abdominal  fluid,  which  was 
dark  straw  colored  with  fibrinous  deposits'  on  the 
intestine — showed  to  he  streptococcus.  There  was 
never  any  localized  abscess  or  any  evidence  what- 
ever of  localization;  intestines  were  greatly  distend- 
ed throughout  with  large  patches  of  exudate — no 
frank  but  a great  deal  of  dark,  straw-colored  fluid. 

Discussion:  Of  course,  the  paramount  question  is 
the  source  of  this  infection.  There  is  nothing  about 
the  gallbladder,  clinically,  to  suggest  any  source  of 
serious  active  infection.  Fluid  in  gallbladder  was 
not  pus  but  mucilaginous.  The  gallbladder  was 
called  hydrops  because  it  was  dark  and  very  thick, 
but  without  acute  active  inflammation.  It  was  eas- 
ily removed.  Dr.  Waite  reports  that  he  found  small 
microscopic  abscesses  in  the  walls  of  the  gallblad- 
( Continued  on  page  584) 
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THE  SOUTHWESTERN  MEETING 

The  detailed  minutes  of  the  Seventeenth 
Annual  Meeting  of  the  Medical  and  Surgical 
Association  of  the  Southwest  will  be  pub- 
lished next  month.  It  was  considered  a suc- 
cessful meeting,  though  to  the  critical  of- 
ficers of  the  organization  this  annual  event 
can  still  be  improved  upon.  We  seem  to  have 
’ost  the  zest  and  enthusiasm  on  the  part  of 
the  entertaining  county  medical  society 
which  once  was  the  feature  of  this  meeting. 

The  attendance  at  the  meeting  was  very 
satisfactory  for  a year  when  many  doctors 
feel  they  cannot  get  away  from  home.  The 
scientific  program  was  of  a very  high  order 
and  the  Program  Committee  deserve  every 
commendation  for  their  efforts.  The  sym- 
posium on  allergy  was  the  best  presentation 
of  that  subject  we  have  heard  in  the  south- 
west, and  the  remainder  of  the  program  was 
of  the  same  high  type.  The  few  clinics  given 
by  the  Maricopa  County  Medical  Society  were 
excellent  and  deserved  better  attendance.  The 
hotel  arrangements  at  the  Westward  Ho  and 
the  session  hall  were  excellent,  and  the  social 
features,  deliberately  curtailed  by  the  enter- 
taining society,  were  much  more  enjoyable 
than  if  they  had  been  more  elaborate  and 
costly. 

Bernalillo  County  Medical  Society  will  be 
the  hosts  for  the  meeting  in  1932,  at  Albu- 
auerque.  The  amendment  to  the  Constitu- 
tion wrhich  was  proposed  at  the  meeting  of 
1930,  providing  for  a president-elect,  was 
adopted.  The  result  of  this  will  be  that  Dr. 
Jamieson  will  continue  as  president  until  the 
Albuquerque  meeting,  when  the  president- 
elect will  take  office.  The  officers  of  the 
Association  are  as  follows: 

Dr.  W.  R.  Jamieson,  El  Paso,  President. 

Dr.  F.  D.  Vickers,  Deming,  N.  M.,  Presi- 
dent-Elect. 


Dr.  W.  A.  Gekler,  Albuquerque,  First  Vice- 
President. 

Dr.  Orville  H.  Brown,  Phoenix,  Second  Vice 
President. 

Dr.  W.  Warner  Watkins,  Phoenix,  Secre- 
tarv-Treasurer. 

Drs.  Willis  W.  Waite,  P.  G.  Cornish,  Jr„ 
and  E.  Payne  Palmer,  Trustees. 


PROFESSIONAL  BUILDING  IN  PHOENIX 
COMPLETED 

With  the  completion  and  occupancy  of  the 
Professional  Building,  in  Phoenix,  at  15  East 
Monroe  Street,  the  medical  and  dental  groups 
of  that  city  see  the  realization  of  hopes  of 
many  years,  in  a high  class  professional  of- 
fice building,  designed  and  constructed  for 
their  particular  needs.  This  is  the  first 
strictly  Class  A office  building  in  Phoenix. 
It  is  eleven  stories  in  height,  air  conditioned 
throughout,  with  every  modem  convenience 
for  the  medical  profession.  It  has  three  silent 
elevators,  one  of  which  will  accommodate  am- 
bulance or  hospital  stretcher.  It  has  a base- 
ment garage  accommodating  fifty  cars. 

The  central  ground  floor  and  second  floor 
will  be  occupied  by  the  Valley  Bank  with  en- 
trance on  Central  Avenue.  The  corner  space 
is  taken  by  the  city  offices  of  the  Santa  Fe 
Railroad.  On  the  Monroe  Street  side  will  be 
a prescription  pharmacy  which  will  be  owned 
by  Mr.  Wayland,  who  was  chiefly  instrumen- 
tal in  perfecting  the  plans  for  this  building. 
The  third  and  fourth  floors  will  be  occupied 
by  professions  other  than  medical,  such  as 
attorneys,  architects,  engineers,  and  so  forth. 
The  upper  seven  stories  have  been  rented  by 
physicians  and  dentists  and  are  already  about 
ninety  per  cent  leased. 

The  greater  portion  of  the  fifth  floor  is 
occupied  by  the  commodious  quarters  of  the 
Pathological  Laboratory.  The  entire  western 
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wing,  with  both  northern  and  southern  ex- 
posures, comprising  five  thousand  square 
feet  of  floor  space  is  taken  by  them,  doubling 
the  space  formerly  occupied  by  them  in  the 
Goodrich  Building;  the  clinical  laboratories 
have  the  northern  exposure,  the  x-ray  labora- 
tories being  along  the  southern  side  with 
dark  rooms  in  the  center.  The  remainder  of 
the  fifth  floor  is  taken  by  the  Ai’izona  Dental 
Laboratory,  the  Tri-State  Dental  Supply 
Company,  and  the  Associated  Optical  Com- 
pany, with  the  private  office  of  Dr.  John  C. 
Austin  (dentist)  opposite  elevators. 


On  the  seventh  floor  the  western  frontage 
is  taken  by  the  group  composed  of  Drs. 
Orville  H.  Brown,  H.  D.  Atwood,  Trevor 
Browne,  P.  B.  Hoover  and  W.  L.  Reid.  On  the 
southern  side  are  the  offices  of  Dr.  S..  D. 
Little,  and  Dr.  H.  M.  Purcell  will  have  offices 
there  also.  In  the  tower  wing  are  the  offices 
of  Dr.  A.  J.  McIntyre  and  Dr.  Edgar  B.  Pease 
(dentist).  Dr.  R.  M.  Dunlap  (dentist)  has 
the  east  wing  and  along  the  north  side  are 
the  dental  offices  of  Dr.  F.  R.  Smith,  Dr.  R. 
A.  McCall  and  Dr.  E.  M.  Pafford. 

On  the  eighth  floor  the  southern  offices  are 


On  the  sixth  floor,  in  the  western  end  will 
be  the  offices  of  the  Southwest  Clinic  group, 
composed  of  Drs.  E.  Payne  Palmer,  Frank  J. 
Milloy,  Dudley  Fournier,  Chas.  N.  Ploussard 
and  John  H.  White.  On  the  south  side  are 
the  offices  of  Dr.  A.  C.  Kingsley,  chief  sur- 
geon for  the  Arizona  Industrial  Commission ; 
on  the  same  side  will  be  the  offices  of  Drs. 
David  M.  Davis  and  John  W.  Pennington.  In 
the  eastern  wing  are  the  offices  of  Drs.  W. 
A.  Schwartz  and  B.  L.  Melton.  On  the  north 
side  are  the  offices  of  Dr.  T.  T.  Clohessy  and 
the  dental  offices  of  Dr.  H.  A.  Berry  and  Dr. 
George  H.  Chiles. 


occupied  by  Dr.  Willard  Smith,  Dr.  L.  H. 
rI  hayer,  Drs.  A.  M.  Tuthill  and  Norman  Ross 
and  Dr.  James  L.  Johnson.  In  the  west  wing 
are  the  offices  of  Drs.  J.  L.  Borah  and  C.  E. 
Borah  (oral  surgeons)  ; in  the  east  wing, 
Dr.  Claude  M.  Moore  (dentist)  has  offices 
and  along  the  north  side  are  the  dental  of- 
fices of  Dr.  S'pillane,  Dr.  R.  D.  Creamer,  Dr. 
P.  J.  Ritchie  and  Dr.  L.  D.  Dameron. 

On  the  ninth  floor  the  west  wing  is  oc- 
cupied by  the  group  composed  of  Drs  .George 
E.  Goodrich,  Vernon  Kennedy,  J.  D.  Hamer, 
Robt.  S.  Flinn  and  A.  A.  Shelley.  The  east 
wing  is  occupied  by  Dr.  Harry  R.  Carson  and 
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Dr.  Harry  B.  Cudgel,  separate  offices.  On 
the  southern  exposure  are  the  offices  of  Dr. 
Edgar  H.  Brown.  Dr.  D.  R.  Gaskins  occupies 
the  tower  suite,  and  the  northern  tier  has  the 
dental  offices  of  Dr.  John  Lentz,  Dr.  H.  J. 
Jessup,  and  Dr.  T.  W.  Firth. 

On  the  tenth  floor  the  west  wing  is  taken 
by  Drs.  John  J.  McLoone  and  O.  W.  Thoeny. 
The  eastern  wing  is  occupied  by  Drs.  Fred  G. 
Holmes,  Victor  Randolph  and  Howell  Ran- 
dolph. The  tower  space  is  taken  by  Drs.  H. 
K.  Beauchamp,  James  E.  Drane  and  T.  E. 
McCall.  The  southern  offices  are  occupied 
by  Drs.  Ketcherside  and  Shields  and  Dr.  C. 
C.  Craig.  Dr.  T.  W.  Woodman  has  offices  on 
the  north  side,  the  remainder  of  which  is 
occupied  by  the  dental  offices  of  Dr.  H.  H. 
Braxtan  and  Dr.  Wm.  A.  Baker. 

On  the  eleventh  floor,  the  west  wing  is 
occupied  bv  Dr.  J.  Madison  Greer.  The  east 
wing  is  filled  by  the  offices  of  Drs.  Kimball 
Bannister,  L.  R.  Kober  and  E.  C.  Bakes.  The 
southern  tier  is  taken  by  the  offices  of  Drs. 
Louis  and  Palmer  Dvsart,  Dr.  Fred  C.  Jordan 
and  Dr.  F.  L.  Reese.  On  the  northern  ex- 
posure are  the  offices  of  Dr.  S.  I.  Bloomhardt 
and  Dr.  W.  G.  Baraekman  (dentist).  The 
tower  suite  is  taken  by  Dr.  C.  B.  Palmer. 

An  attractive  and  important  feature  of 
this  building  will  be  the  medical  library  in  the 
twelfth  floor  tower  room.  Here  a beautiful 
room,  thirty  feet  square,  has  been  turned 
over  to  the  Maricopa  County  Medical  Society 
for  the  headquarters  of  the  organization  and 
their  medical  library.  The  society  has  already 
spent  several  hundred  dollars  in  preparation 
of  this  library.  There  will  be  coming  re- 
gularly to  the  library  seventy-five  or  eighty 
medical  magazines  which  will  be  arranged 
for  convenient  reference.  The  room  has  ex- 
posure on  three  sides,  with  large  windows. 
The  views  from  the  room  in  any  one  of  the 
three  directions, — east,  west  or  north, — are 
among  the  most  beautiful  to  be  found  in  the 
city. 
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(Continued  from  page  581) 
der,  but  doubted  if  these  could  have  contained  strep- 
tococcus. Both  of  these  cases  were  apparently  easy 
cases,  with  none  of  the  supposed  danger  signals  of 
infection — gangrene,  common  duct  obstructions,  or 
anything  of  that  sort.  They  Were  up  walking 
around,  were  not  sick  to  amount  to  anything  at  the 
time.  Both  walked  into  the  hospital  and  they  were 
the  last  cases  that  one  would  expect  to  prove  fatal. 

DR.  GALLAGHER  suggested  that  the  source  of 
infection  in  the  first  case  might  have  been  in  the 
liver,  culture  from  the  liver  might  have  shown  this. 
Brief  discussion  of  a streptococcic  infection  in  an 
appendix,  where  a culture  was  taken.  There  was  no 
evidence  of  infection,  patient’s  temperature  at  op- 
eration was  99°,  went  to  104°  in  the  afternoon  and 


at  midnight  was  106°.  Patient  was  given  150  grains 
of  aspirin  in  4 ounces  of  starch  water  by  rectum 
and  this  was  repeated  in  4 hours.  Temperature 
dropped  and  patient  recovered.  Another  case  of  a 
rather  thick  gallbladder  with  stones,  went  home  on 
the  fourteenth  day  draining  light  yellow  bile,  though 
no  bile  could  be  found  at  operation.  Four  days 
later,  temperature  came  up,  there  was  chest  dull- 
ness and  pus.  Rib  resection  was  done  and  patient 
was  recovering  nicely;  no  drainage  of  bile  since  op- 
eration. 

DR.  GARRETT  said  that  he  occasionally  sees, 
from  a medical  side,  these  cases  who  have  tempera- 
ture after  operation.  Two  cases  recently  seen  who 
had  temperature  before  operation.  One  woman 
gave  a history  of  several  attacks  of  abdominal  pain 
with  fever.  Gallbladder  was  removed,  temperature 
went  to  103°,  with  a ehilL;,  there  was  no  evidence  of 
stones,  no  jaundice;  temperature  went  to  104°  and 
patient  had  a very  stormy  time  for  several  days 
and  almost  died.  Infection  was  either  from  liver  or 
gallbladder,  since  either  will  filter  bacteria  when 
it  ceases  to  act.  In  some  instances,  vaccines  are 
being  given  in  gallbladder  operations  to  raise  the 
patient’s  resistance;  glucose  and  sugar  are  also  used 
to  increase  the  resistance. 

DR.  BROWN  was  of  the  opinion  that  the  use  of 
vaccine  in  the  Mayo  Clinic  is  mostly  an  experiment 
before  colon  resections,  where  there  is  danger  of 
colon  and  streptococcic  bacillus  combined. 

DR.  CUMMINS  asked  what  would  be  revealed  by 
a study  of  gallbladder  surgery  in  different  hos- 
pitals for  the  past  5 years.  The  mortality  in  gall- 
bladder surgery  is  high;  what  is  the  cause?  He  then 
gave  a brief  outline  of  the  recent  result  of  studies 
along  this  line  by  different  authorities. 

DR.  WAITE  discussed  two  deaths,  one  following 
gallbladder  operation  and  duodenal  ulcer;  the  sec- 
ond, removal  of  the  uterus.  There  was  some  strep- 
tococcic infection  somewhere,  probably  pockets  of 
microscopic  size  abscess'  which  planted  streptococcic 
infection  on  the  raw  surfaces.  The  mortality  rate 
in  prostate  cases  used  to  be  high;  that  has  been 
lowered,  considering  the  seriousness  of  the  case,  by 
proper  preparation  of  the  patient  before  operation. 
Any  patient  past  45  years  of  age  is'  entitled  to  blood 
chemistry  before  operation.  A high  blood  sugar  aids 
the  spread  of  infection.  The  use  of  glucose  may  not 
be  so  good  unless  used  with  insulin.  At  any  rate, 
lower  the  blood  sugar  and  the  danger  of  spread  of 
infection  is  lowered. 


EL  PASO  COUNTY  MEDICAL  SOCIETY 

Meeting  of  September  28,  1931. 

Meeting  called  to  order  at  8 p.  m.,  by  the  presi- 
dent, Dr.  J.  W.  Laws.  There  were  present  44  regu- 
lar members',  8 army  physicians  and  2 visitors. 
Minutes  of  the  last  meeting  were  read  by  the  secre- 
tary, Dr.  Ralph  Homan,  and  approved. 

DR.  HARRY  LEIGH  presented  two  thymus  cas- 
es, babies,  in  each  instance  the  second  child  born  to 
ycung  healthy  parents,  the  first  child  having  died 
suddenly. 

First  case:  Child,  Mexican,  age  1 year,  excep- 
tionally well  nourished,  with  large,  nicely  formed 
chest;  angelic  type  of  child.  X-ray  taken  simply 
because  parent’s'  first  child  had  died  Suddenly, 
shows  heavy  upper  thoracic  shadows.  No  symp- 
toms except  a little  hoarseness.  The  first  child  of 
these  parents  nursed  beautifully  and  was  growing 
finely,  but  when  about  three  years  of  age  someone 
persuaded  the  parents  to  have  a tonsillectomy  done 
and  with  the  first  whiff  of  ether,  the  child  died. 

Second  case:  Child,  American,  about  1 year  of 
age;  had  been  very  thin  but  has  now  filled  out 
some  and  is  coming  along  nicely.  This  child  has  a 
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high  chest  and  rotund  body,  which  is  nearly  always 
seen  in  this  type  of  case.  A great  many  of  these 
children  are  short  necked  and  heavy.  Skin  is  very 
transparent  and  seems  almost  clear.  X-ray  shows 
very  heavy  upper  thoracic  shadows.  The  first  child 
born  to  these  parents  was  delivered  after  an  un- 
usually easy  labor,  but  the  following  Thanksgiving 
the  child  was  having  convulsions,  was  very  cya- 
notic and  was  sent  to  the  hospital  where  a diagno- 
sis of  cerebral  hemorrhage  was'  made.  It  made  a 
remarkable  recovery  and  afterwards  did  beautiful- 
ly, growing  nicely  and  was  getting  fat.  One  day 
it  developed  a respiratory  infection  and  the  parents 
sent  for  me.  I was  pretty  busy  on  a case  at  the  time 
and  could  not  go  just  then,  and  as  they  said  the 
baby  looked  bad,  I had  them  bring  it  to  the  hos- 
pital. Later,  when  I arrived,  the  child  was  dead, 
having  developed  a cerebral  hemorrhage  apparent- 
. y without  adequate  cause. 

In  general,  I personally  feel  somewhat  skeptical 
about  the  thymus'  being  responsible  for  any  condi- 
tion because  physiologically  we  have  never  been 
rbie  to  demonstrate  it.  However,  in  children,  in 
these  cases  of  sudden  death,  we  find  a very  large 
thymus,  sometimes  70  or  80  to  100  gmns.,  also 
large  spleen  and  at  times  glandular  enlargements. 
What  this  has  to  do  with  it  we  do  not  know,  but  at 
any  rate  we  do  know  that,  these  children  may  de- 
velop some  severe  infection,  be  extremely  sick,  then 
recover  and  become  apparently  well,  only  to  have 
some  little  thing  happen  several  weeks  or  months 
later,  a sudden  cold  develop  perhaps,  and  death  en- 
sue. Nearly  all  the  beautiful  children  of  the  angelic 
type,  with  beautiful  bodies  and  tissues,  transpar- 
ency and  fineness  of  features  that  make  them  so 
ideal  fer  painting,  show  large  thymic  shadows,  and 
each  child  of  this  type  is  a potential  case.  The  case 
where  there  are  no  symptoms  is  the  difficult  one 
to  handle,  as  sudden  death  frequently  ensues.  Where 
there  are  symptoms  and  we  know  with  what  we 
have  to  deal,  under  x-ray  treatment  with  ordinary 
supervision,  they  respond  beautifully.  I have  be- 
come very  interested  in  this  subject  because  I have 
seen  several  children  of  this  type  die  and  think  the 
surgeons,  especially  the  nose  and  threat  men,  should 
be  particularly  careful  with  them  as  they  are  the 
ones  who  seemingly  die  without  any  hesitation  and 
without  any  signs  of  infection.  I do  not  know  what 
the  thymus  has'  to  do  with  these  cases,  but  it  seems 
to  be  about  the  only  trademark  we  have  by  which 
to  ’dent'fy  them. 

DR.  J.  W.  CATHCART  stated  that  since  Janu- 
ary 1930.  they  have  treated  21  cases  of  this  type. 
They  are  SPen  only  two  or  three  times  and  as  far  as 
is  known,  thev  uniformly  heal  as  the  mothers  do  not 
return  complaining  of  the  cyanosis  and  breath- 


holding. When  they  first  come  in,  they  are  extreme- 
ly worried  about  the  child,  so  when  they  do  not  re- 
turn it  is  safe  to  assume  that  their  fears  have  van- 
ished. This  seems  to  be  one  thing  that  yields  very 
easily  and  readily  to  x-ray  treatment.  The  tech- 
nic, however,  is  hard  to  demonstrate. 

DR.  E'RANCH  CRAIGE:  I have  been  very  much 
interested  in  thymus  myself,  but  do  not  believe  this 
train  of  symptoms  has  anything  to  do  with  this 
thymus'.  I recall  that  a very  thorough  study  of  this 
subject  has  been  made  by  Dr.  Boyd,  of  the  Uni- 
versity of  Minnesota.  She  was  invited  to  come  to 
Washington  to  discuss  the  thymus.  She  started 
wc  rk  in  pediatrics  and  became  interested  in  thy- 
mus cases,  had  x-rays  made  on  hundreds  of  chil- 
dren, both  normal  and  unhealthy  children,  and  found 
that  those  children  with  a large  thymus',  were  large, 
well-nourished  and  healthy,  while  the  undernour- 
ished and  sick  child  had  a thymus  probably  one- 
third  the  size  of  the  child  who  was  well-nourished 
and  healthy.  The  difference  in  the  size  of  the  thy- 
mus is  greater  than  in  any  other  organ  of  the  body, 
sometimes  varying  as  much  as  40%',  while  other 
rgans  average  15%.  In  view  of  all  her  experi- 
ments Dr.  Boyd  came  to  the  conclusion  that  symp- 
toms of  status  lymphatieus  had  nothing  to  do  with 
the  arge  thymus  and  that  there  is  no  relationship 
between  the  two. 

Further  interesting  discussion  was  contributed 
and  participated  in  by  Drs.  J.  Mott  Rawlings,  J. 
Brighton  Green,  C.  F.  Rennick,  George  Turner,  W. 
W • Waite,  F.  O.  Barrett,  Branch  Craige,  G.  Wer- 
Fy  and  Dr.  Leigh. 

DR.  R.  B.  IIOMAN  reported  a case  of  carcinoma 
of  the  lung,  stating  that  early  in  the  disease  it  was 
a little  difficult  to  make  a diagnosis — to  differen- 
tiate between  tuberculosis  and  a tumor.  A very 
complete  series  of  x-ray  pictures  was  taken,  how- 
ever, which  in  the  end  proved  conclusively  the  cor- 
rectness of  the  diagnosis.  Male,  48  years  of  age, 
family  history  irrelevant.  Personal  history:  At  age 
of  ten  had  an  illness  diagnosed  as  typhoid  fever  and 
recoveied  from  that  with  the  exception  that  he  had 
bronchitis  and  a cough  which  remained  with  him  as 
long  as  he  lived;  otherwise,  apparently  in  good 
health  until  in  the  summer  of  1930.  About  July, 
he  nelieed  his  cough  was  becoming  more  intensive, 
giving  him  quite  a bit  of  trouble  and  this  increased 
until  in  September  he  presented  himself  to  one  of 
the  clinics  in  central  Texas  for  diagnosis  and  ad- 
vice. Routine  examination  revealed  nothing  except 
a generalized  bronchitis.  X-rays  taken  then  showed 
nothing,  but  rather  a thickened  hilus  on  each  side. 
He  was  advised  to  take  an  autogenous  vaccine  for 
his  bronchitis,  and  to  have  his  tonsils  (which  were 
somewhat  enlarged),  removed,  which  he  did  not  do. 
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He  returned  to  his  home  but  did  not  improve  and 
went  back  again  in  November  to  the  same  clinic, 
when  additional  examinations  were  made  with 
practically  negative  resu  ts.  Sputum  examined  at 
this  time  was  negative  for  tuberculosis.  Early  in 
December  he  returned  again,  and  x-ray  pictures 
then  showed  he  had  developed  indications  of  tuber- 
culosis. No  trace  of  the  organism  could  be  found, 
however,  but  nevertheless  he  was  advised  to  go  to 
an  institution,  .so  he  came  to  El  Paso  and  to  us. 
The  condition  progressed  rapidly  and  he  died  in 
June.  Autcpsy  made  by  Dr.  Waite  revealed  the 
presence  cf  tumors  which  had  originated  in  the 
bronchus  and  spread  out  into  the  lung  tissue. 

DR.  ORVILLE  EGBERT:  I had  a case  which 
came  to  autopsy  the  day  following  that  of  Dr.  Ho- 
man’s. This  was  a man,  58  years  of  age,  who  came 
to  us  from  New  Orleans,  carrying  a diagnosis  of 
tuberculosis,  because  of  a severe  cough,  but  he  was 
clinically  a picture  of  decompensation,  with  mark- 
ed dyspnea,  and  his  ankles  were  as  large  as  thighs. 
Heart  sounds  were  faint,  in  fact  nearly  all  normal 
sounds  of  the  chest  were  obliterated.  Autopsy  in 
this  case  was  also  made  by  Dr.  Waite. 

DR.  W.  W.  WAITE:  These  were  both  very  in- 

teresting cases  and  the  thing  that  interested  me 
most  without  going  into  details,  were  the  tumors, 
primarily  of  the  epithelium  of  the  bronchus.  Dr. 
Homan’s  case  was  of  the  squamous  cell  type,  and 
was  a much  slower  growing  case  than  that  of  Dr. 
Egbert’s,  which  was  much  more  virulent,  with  con- 
siderable pain  going  way  up  in  the  neck.  Dr.  Ho- 
man did  well  to  have  so  many  x-rays  taken,  be- 
cause there  is  probably  not  one  x-ray  which,  taken 
by  itself,  would  be  sufficient  for  a person  to  ven- 
ture a diagnosis,  but  wrhen  you  see  the  series,  they 
show  very  plainly. 

DR.  E.‘  G.  EARNHEART:  I saw  Dr.  Homan’s 
patient  the  first  time  he  came  to  the  sanatorium 
and  surely  commend  Dr.  Homan  for  his  diagnosis 
in  this  case.  He  had  been  there  only  a short  time 
when  Dr.  Homan  made  an  almost  positive  diagno- 
sis of  malignancy.  One  thing  very  characteristic 
about  the  symptomatology  was  the  constant  and 
persistent  dyspnea  that  he  had  throughout  and  the 
nonproductive  distressing  cough.  Many  times'  driv- 
ing to  the  sanatorium,  before  I could  get  inside  the 
yard,  I would  hear  the  man’s  cough,  which  was  the 
most  distressing  of  any  patient  we  had  in  the  sana- 
torium. 

DR.  J.  W.  CATHCART : In  regard  to  Dr.  Ho- 

man's case,  I saw  the  pictures  early  in  the  game, 
but  was  not  sure  what  the  condition  was.  It  looked 
like  active  tuberculosis  and  there  was  nothing  char- 
acteristic of  malignancy  so  far  as  I could  see.  On 
(he  other  hand,  Dr.  Egbert’s  case  was  a clear  cut 
one. 

DR.  W.  A.  GUYNES  presented  a paper  on 
Chorea  Gravidarum,  including  a case  report,  in 
which  he  termed  acute  chorea  as  an  acute  infec- 
tious disease,  characterized  by  involuntary  coarse 
muscular  twitching,  psychical  changes  and  a pro- 
pensity to  endocarditis  and  polyarthritis'.  The  ex- 
citing cause  is  thought  to  be  a non-hemolytic  strep 
tococcus.  which  produces  toxin  and  by  its  action  on 
the  brain  and  basal  ganglia  produces  the  symptoms 
characteristic  of  the  disease.  The  disease  is  more 
frequent  in  children,  being  rare  in  adults  except 
during  pregnancy,  which  predisposes  to  it,  and  fa- 
vors a relapse  in  women  who  have  had  the  disease 
previously.  The  pathology  is  a low  grade  meningo- 
encephalitis, wdiich  is  thought  to  be  so  localized  in 
the  basal  ganglion  that  it  produces  the  specific 
movements.  There  is  also  congestion  and  hyperemia 
of  the  brain  and  meninges.  Emboli  are  frequently 
found  in  the  brain  and  probably  originate  from  the 
endocarditis,  but  these  emboli  are  not  the  cause  of 
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the  specific  movements.  The  cardinal  symptoms  are 
choreic  movements,  which  are  spontaneous,  irregu- 
lar, involuntary  jerks  and  twitches  of  various  parts 
of  the  body,  various  psychic  changes,  ataxia,  and 
weakness,  the  patient  being  unable  to  maintain  a 
tonic  muscular  contraction.  The  disease  must  be 
differentiated  from  hysteria,  tic  or  habit  spasm, 
epidemic  encephalitis,  senile  chorea,  Huntington’s 
chorea,  Friedreich  s ataxia  and  various  intoxica- 
tions. 

DR.  WAITE:  It  is  difficult  to  imagine  how 

we  could  get  such  violent  symptoms  with 
r o little  pathological  change.  If  some  of  these 
cases  could  be  studied  by  the  most  advanced  tech- 
nic for  studying  brain  tissue,  we  might  be  able  to 
find  more  than  we  do  now.  Here  again  we  must 
get  down  to  the  fact  that  the  heart  is  the  organ 
that  is  probably  the  first  involved.  We  see  a good 
many  hearts  in  a condition  that  might  have  been 
due  to  a rheumatic  infection.  When  you  get  a case 
of  acute  rheumatism  and  the  doctor  says  the  heart 
is  not  yet  involved,  I think  the  thing'  to  do  is  to  as- 
sume the  heart  is  already  involved  and  work  on  that 
basis  rather  than  to  say  as  yet  there  is  no  heart 
involvement. 

DR.  G.  WERLEY:  I think  that  Dr.  Waite’s  con- 

tention that  rheumatism  is  primarily  a heart  dis- 
ease can  be  narrowed  down  to  where  it  is  primar- 
ily a vascular  disease.  I believe  that  Dr.  Waite  will 
agree  that  the  lesions  are  really  connected  with  the 
vascular  blcod  supply  to  the  heart.  Joint  manifesta- 
tions of  rheumatism  are  vascular  and  due  to  the 
irritation  of  the  vascular  supply  about  the  joint  and 
that  is  what  causes  the  effusion  into  the  joint. 
Rheumatism  is  a general  disease. 

DR.  S.  H.  NEWMAN:  Somewhere  I have  read 
that  90  per  cent  of  all  cases  of  chorea  that  have 
temperature  over  100  show  heart  involvement.  For 
that  reason  we  went  over  the  heart  very  carefully 
in  the  case  reported  by  Dr.  Guynes,  but  were  un- 
able to  find  any  murmur.  Autopsy  proved,  however, 
that  the  mitral  valve  was  involved. 

DR.  J.  L.  MURPHY  presented  two  case  reports. 

Case  1,  male,  49,  injured  three  years  before  he 
came  to  Dr.  Egbert,  on  Jan.  17,  1928,  when  thrown 
on  the  brake  wheel  on  a box-car,  injuring  abdomen. 
Had  two  profuse  hemorrhages  from  the  bowels, 
losing  approximately  three  quarts  of  blood  at  the 
time.  In  April,  1928,  tumor  mass  developed  in  up- 
per abdomen,  continuing  to  increase  in  size.  In  Feb. 
ruary,  1929,  exploratory  operation  was  done  in 
Topeka,  Kans'.,  hospital,  and  two  gallons  of  fluid 
removed,  tuberculous  in  origin,  confirmed  by  mi- 
croscopic examination.  In  October,  1929,  he  return- 
ed to  the  Topeka  Hospital  and  was  injected  with 
three  pints  of  oxygen,  which  gave  him  much  dis- 
comfort, but  he  has  been  doing  nicely  since  then, 
though  unable  to  work.  The  patient  then  came  to 
us  with  the  idea  of  an  exploratory  operation  which 
was  done  and  at  the  time  of  operation  the  entire 
peritoneum  was  studded  with  clear  tubercles,  some 
of  them  of  grape  formation,  and  a!  big  tumor  mass 
in  the  epigastrium;,  stomach  could  not  be  made  out 
as  a separate  organ.  It  was  just  a complete  mass, 
with  another  mass  extending  down  the  left  side  into 
the  pelvis,  which  could  not  be  moved.  At  the  time 
of  operation  we  thought  it  was  tuberculous,  gen- 
eralized from  the  peritoneum.  Considerable  fluid 
was  removed  at  the  time  the  abdomen  was  opened ; 
section  was  taken  which  Dr.  Waite  reported  as  mu- 
coid carcinoma. 

Case  2,  female.  Noticed  tumor  in  upper  right 
quadrant,  freely  movable,  not  tender.  Loss  of  ap- 
petite practically  only  symptom,  but  became  quits 
weak  and  unable  to  work,  so  came  to  the  office  for 
examination.  Dr.  W.  L.  Brown  felt  that  tumor  had 
nothing  to  do  with  the  general  condition.  Stool 
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examination  showed  no  blood,  no  mucus  or  pus,  hem- 
oglobin was  gradually  decreasing,  had  gone  down 
from  70  to  60  to  55.  Patient  was  advised  to  take 
a rest  in  California,  which  she  did,  and  while  there 
developed  a terrific  pain  and  enlargement  in  abdo- 
men, but  stated  after  two  or  three  days  without 
any  specific  treatment,  she  recovered.  When  she 
came  back  here  the  tumor  had  grown  in  size  and 
was  freely  movable,  but  apparently  causing  no 
trouble.  Unfortunately  we  did  not  make  a barium 
enema  examination,  so  were  at  a loss  as  to  the  or- 
igin of  the  tumor.  Exploratory  operation,  on  open- 
ing abdomen  showed  carcinoma  of  the  transverse 
colon.  Patient  has  now  recovered  from  the  effects 
of  operation  and  has  left  the  hospital. 

DR.  ORVILLE  EGBERT:  The  first  case  report- 
ed by  Dr.  Murphy  is  that  of  a Santa  Fe  railroad 
man.  When  the  belly  was  opened  here,  I took  one 
look  and  thought  it  tuberculous  peritonitis,  and  so 
did  Dr.  Brown.  Dr.  Murphy  said  it  did  not  look 
just  right  to  him,  and  it  was  not  right.  Here  was 
a man  44  years  old,  who  never  had  tuberculosis  be- 
fore. Developing  tuberculosis'  at  44  or  45  is  very 
rare,  and  then,  that  the  tuberculosis  should  pri- 
marily be  in  the  intestinal  tract,  would  make  it 
doubly  rare.  Usually  tuberculosis  of  the  abdomen 
is  secondary  to  pulmonary  tuberculosis. 

DR.  F.  D.  GARRETT:  These  cases  are  very  in- 
teresting, especially  the  first  one.  I remember 
some  years  ago  I was  called  to  see  a man,  who  had 
always  been  very  well  and  strong  up  to  a few 
months  before.  He  commenced  losing  weight,  de- 
veloped pain  in  the  abdomen  and  his  condition  was 
rather  bad  when  I saw  him.  He  insisted  on  being 
up  and  about  when  he  should  have  been  in  bed.  We 
were  not  able  to  make  out  any  distinct  mass  in  the 
abdomen,  but  I secured  a small  specimen  from  the 
stomach,  which  showed  some  blood  microscopically. 
I wrote  back  to  the  doctor  it  was  probably  carci- 
noma and  asked  him  to  bring  the  man  down  for 
further  observation.  I heard  nothing  further  about 
the  case,  but  sometime  later  I happened  to  be  in  the 
hospital  one  day  and  saw  the  patient  there.  An  in- 
cision had  been  made  in  his  abdomen  and  it  was 
covered  with  what  appeared  at  first  sight  to  be  tu- 
bercles, but  knowing  the  history  I suggested  carci- 
noma. It  turned  out  that  way  and  the  man  died 
in  about  two  weeks. 

DR.  J.  W.  CATHCART:  The  man  referred  to  by 
Dr.  Murphy  comes  around  every  little  while  and 
has  an  x-ray  taken.  He  was  in  two  weeks  ago  and 
disappeared  after  we  toolk  a picture.  He  does  not 
seem  to  be  changing  very  fast;  there  is  plenty  of 
tumor  there. 

DR.  W.  W.  WAITE:  These  are  very  interesting 
cases.  We  had  a case  several  years  ago,  but  he  had 
no  x-ray  treatment.  We  watched  him  until  he  died 
and  then  did  a postmortem.  It  was’  nearly  all  tumor 
and  had  not  metastasized  anywhere,  just  filled  the 
entire  abdomen;  all  the  creases  and  little  places 
were  filled  with  tumor  growth.  We  have  had  a lot 
of  this  to  examine  for  diagnosis.  Where  these  tu- 
mors originate,  I dol  not  know,  but  imagine  it  is 
somewhere  around  the  stomach.  The  other  type  of 
case  originates  in  the  large  intestine,  with  not  much 
connective  tissue  around  it  and  is  probably  a low 
grade  malignancy,  but  the  type  of  tumor  called 
mucoid  carcinoma.  The  cells  stain  better  in  this 
type  than  they  do  in  the  other. 


EL  PASO  COUNTY  MEDICAL  SOCIETY 

Meeting  October  26,  1931 

The  meeting  was  held  in  the  Crystal  Ball  Room 
of  Hotel  Hussman  and  was  called  to  order  by  the 
President,  Dr.  J.  W.  Laws,  at  8 p.  m.  There  were 
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present  43  regular  members,  8 from  Fort  B’liss,  and 
5 visitors. 

Minutes  of  the  previous  meeting  were  read  by  the 
Secretary,  Dr.  Ralph  Homan,  and  approved. 

Dr.  Homan  read  a communication  from  Dr.  R.  L. 
Powers,  Secretary  of  the  Lubbock,  Texas,  County 
Medical  Society,  relative  to  the  transfer  of  Dr.  H. 
F.  MiLer,  of  Claytcn,  Texas,  from  that  Society  to 
the  El  Paso  County  Medical  Society.  Motion  was 
made,  seconded  and  carried  that  Dr.  Miller  be  ac- 
cepted as  a member  by  transfer. 

DR.  W.  E.  VANDEYERE  presented  a case  re- 
port— Mexican  girl,  7 mos.  old,  who  had  experienc- 
ed difficulty  in  swallowing  food,  had  strangling 
spells,  would  get  choked  and  coluld  not  sleep.  X-ray 
showed  a safety  pin  in  uppuer  end  of  esophagus, 
with  point  turned  up.  Dr.  Vandevere  displayed 
x-ray  pictures  showing  various  positions  of  the  pin 
and  explained  the  procedure  used  in  extracting 
same. 

DR.  E.  W.  RHEINHEIMER  presented  a paper 
on  Hypertension — Etiology  and  Prognostic  Tests — 
in  which  he  brought  forth  that  anything  that  tends 
to  decrease  the  lumen  of  the  vascular  bed,  or  to  in- 
terfere with  its  ‘elasticity,  or  to  increase  the  peri- 
pheral resistance,  usually  raises  the  tension  within 
that  bed,  and  that  the  peripheral  resistance  of  the 
arterioles  of  the  general  circulation  measured  quan- 
titatively was  twice  as  high  in  a group  with  hyper- 
tension as  in  a normal  control  group.  The  change  in 
lumen  may  be  more  or  less  restricted  to  a certain 
organ  or  area,  as  in  the  case  of  the  renal  type  of 
hypertension;  it  may  involve  practically  the  entire 
vascular  tube  as  in  a general  arteriosclerosis',  both 
of  which  cause  varying  degrees  of  elevated  pressure 
ordinarily.  In  the  senile  type,  however,  usually  in- 
volving the  larger  vessels,  the  blood  pressure  may 


be  within  normal  limits;  it  may  also  be  of  that  ob- 
scure type,  probably  the  most  common  and  least  un- 
derstood— essential  or  benign  hypertension  or  hy- 
perpiesia,  in  contradistinction  to  the  arteriosclerotic 
type.  A fourth  type  sometimes  mentioned  is  the  ac- 
cidental, associated  with  some  types  of  heart  lesions. 
Definite  causation  of  hypertension  has  not  yet  been 
determined.  In  the  renal  sclerotic  type,  definite 
pathological  changes  are  found  in  the  renal  vessels 
and  the  elevated  pressure  is  probably  compensatory 
to  force  the  blood  through  the  narrowed  vessels. 
The  same  is  true  to  a lesser  degree  of  the  general 
arteriosclerotic  type,  especially  when  there  is'  con- 
siderable involvement  of  the  smaller  vessels.  In  the 
essential  type  no  definite  demonstrable  changes  are 
found  in  the  biciod  vessels,  but  there  is  evidence 
that  it  is  dependent  upon  a vasoconstriction  of  the 
arterioles  and  many  agree  that  if  a higher  pressure 
be  maintained  over  a considerable  period  of  time  a 
benign  type  will  in  many  instances  lead  to  a sec- 
ondary sclerosis.  Some  consider  essential  hyperten- 
sion not  as  a separate  entity,  but  as  a form  of  renal 
arteriolitis  and  therefore  a renal  hypertension. 
Various  theories  as  to  the  causative  factors  were 
offered,  but  the  etiology  of  hypertension  is  complex, 
and  as  yet  no  single  operative  factor  of  these  pro- 
posed can  be  made  responsible. 

Dr.  Rheinheimer  described  an  amyl  nitrite  test, 
reported  by  Stieglitz,  to  determine  the  degree  of  re- 
laxability  of  the  arterial  walls  as  an  aid  to  progno- 
sis and  as  a denominator  of  the  degree  of  vascular 
disease.  “Spasticity  and  hypertonicity,  early  phe- 
nomena of  the  progressive  disease  are  amenable  to 
treatment  and  cases  encountered  in  this  stage  offer 
a relatively  good  prognosis,  while  if  sclerosis  is 
present  the  change  is  permanent,  not  so  amenable 
to  treatment  and  with  a less  hopeful  prognosis.  To 
apply  this  test  the  individual’s  pressure  is  deter- 
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mined  as  accurately  as-  possible  after  which  the 
contents  of  one  pearl  of  amyl  nitrite  are  inhaled 
deeply  three  or  four  times.  When  the  maximum  ef- 
fect is  reached,  manifested  by  flushing-  of  the  face, 
a sense  of  fullness  in  the  head  or  vertigo,  the  blood 
pressure  is  rapidly  determined  two  or  three  times, 
after  which  the  disagreeable  effect  can  be  lessened 
by  the  use  of  aromatic  spirits'  of  ammonia.  The  fall 
of  the  systolic  is  noted,  but  of  more  importance  is 
the  degree  with  which  the  diastolic  approaches  the 
normal.  This  percentage  of  the  approach  of  the 
diastolic  ta  the  normal  measures  the  degree  of  re- 
sistance or  indirectly  the  degree  of  sclerosis.”  Dr. 
Rheinreimer  to  determine  the  effectiveness  of  this 
test  during  the  past  seven  months  applied  it  to  27 
cases  of  hypertension  of  various  classes,  indicating 
the  results  on  an  accompanying  chart.  From  these 
he  concludes  that  the  Stieglitz  amyl  nitrite  test 
seems  a fairly  reliable  method  for  quickly  deter- 
mining the  relaxability  of  the  vascular  walls  and 
thereby  giving  indirectly  an  estimation  of  the  pres- 
ence or  absence  of  sclerosis  and  the  degree  if  pres- 
ent. 

DR.  E.  A.  DUNCAN  followed  wtih  an  excellent 
discourse  on  the  same  subject,  illustrating  with  lan- 
tern slides,  various'  phases  occurring  in  treatment. 

Discussion  of  the  papers  followed,  participated 
in  bv: 

DR.  G.  WERLEY,  mentioning  successes  claimed 
in  reducing  high  blood  pressure  by  use  of  epsom 
silts,  salt-free  diet  and  other  methods; 

DR.  PAUL  GALLAGHER,  difficulty  encountered 
in  reduc:ng  thos°  who  are  overweight.  He  thought 
a vegetable  diet  best,  as  one  gets  a reduction  of  1% 
to  2 V-  ’bs.  per  week  therefrom,  the  fat  falls  off, 
and  the  paUent  will  continue  to  come  in  for  abserva- 
tion. 


DR.  C.  R.  BAKER  asked  if  one’s  normal  blood 
pressure  is  that  pressure  at  which  the  individual 
human  machine  runs  along  most  smoothly; 

DR.  .J.  MOTT  RAWLINGS  understands  that 
persons  with  high  blood  pressure  or  hypertension 
have  associated  with  it  constipation  of  rather  a 
specific  type,  and  are  sometimes  greatly  relieved 
by  the  use  of  belladonna  in  small  doses.;, 

DR.  ROBERT  THOMPSON  asked  what  success 
has  been  had  with  the  alkaline-as'h  diet; 

DR.  N.  H.  KELLER  believes  hypertension  should 
be  divided  into  three  classifications:  (1)  renal  in- 
volvement, (2)  arterial  sclerotic  type,  (2)  essential 
hypertension.  A good  test  is  to  take  the  blocd  pres- 
sure and  then  put  the  patient  to  bed  for  three  days, 
taking  the  pressure  at  the  patient’s  heme  each  day; 

DR.  G.  WERLEY,  perhaps  a high  protein  diet 
has  something  to  do  with  high  blood  pressure,  and 
should  therefore  be  cut  down.  In  all  experiments 
cat-rid  on  in  animals  in  connection  with  producing 
arter  al  sclerosis,  even  in  a short-lived  animal  like 
the  rabbit,  it  takes  from  one  to  two  years  to  pro- 
duce results,  so  to  make  proper  tests  on  a human 
being,  it  would  probably  reauire  from  20  to  39  years 
to  note  the  true  effect.  Reducing  blood  pressure 
does  no  harm,  though  many  theories  have  been 
brought  forth  that  a certain  amount  of  pressure  is 
necessary  to  the  well-being  of  certain  individuals. 
It  is  important  to  run  a control  on  these  cases,  if 
this  be  possible.  In  a few  cases  he  has  been  able  to 
follow  over  a period  cf  three  or  four  years,  he  has 
found  a great  variation  in  pressure. 

Closing  discussion,  DR.  RHEINHEIMER  referred 
to  the  essential  type,  wherein  if  the  condition  con- 
tinues. a p-eneral  sclerosis  results,  with  hvpertonic- 
itv,  muscular  weakness  and  muscular  degeneration. 
He  does  not  know  if  the  test  he  discussed  has  any 
value  or  not,  as  sufficient  length  of  time  has  not 


THE  ROBINSON  CLINIC 


Brain  tumors  are  more  prevalent  than  the  profession  realizes. 
Routine  autopsies  performed  on  all  patients  who  die  in  the  City 
Hospital  in  Vienna  showed  that  one  out  of  four  thousand  cases  had 
some  type  of  cranial  neoplasm.  In  other  words,  in  every  com- 
munity of  ten  thousand  people,  there  are  at  least  two  people  suf- 
fering from  a brain  tumor. 

With  this  fact  in  mind,  every  effort  should  be  made  to  diagnose 
and  localize  these  tumors  before  it  is  too  late,  always  remembering 
that  few  cases  are  typical  until  after  the  optimum  operative  period 
has  passed. 

The  classical  triad  of  headache,  vomiting  and  choked  disc  is 
seldom  found  in  entirety  The  presence  of  one  of  these  conditions 
with  gradually  progressing  neuro-logical  symptoms,  is  sufficient  to 
warrant  the  diagnosis  of  potential  tumor,  and  every  step  should  be 
taken  to  determine  the  presence  and  location  of  a tumor  mass. 

Surgery  is  the  only  adequate  therapy.  X-ray  should  never  be 
used  until  after  operation,  as  some  types  of  glioma  are  activiated  by 
radiation  and  in  all  types,  oedema  is  produced,  that  will  invariably 
aggravate  the  patient’s  symptoms  and  may  even  cause  death. 
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elapsed  to  tell  in  his  series  of  cases,  but  several 
have  responded  in  such  a manner  that  he  thinks 
well  of  it. 

DR.  DUNCAN  referred  to  the  difficulty  in  regu- 
lating- the  diet,  especially  a salt-free  diet,  which  is 
practically  impossible  unless-  the  patient  is  in  an  in- 
stitution. Our  late  Dr.  Stark  used  the  alkaline-ash 
diet  and  was  very  enthusiastic  over  it.  He  knew 
nothing  about  the  use  of  belladonna,  brought  up 
by  Dr.  Rawlings.  As  to  putting  the  patient  to  bed, 
this  is  quite  difficult  to  do  even  if  they  are  ill,  and 
extremely  difficult  when  not  sick.  Most  of  these 
patients  are  not  sick  in  a strict  sense  of  the  word, 
they  are  active  and  want  action,  and  usually  insist 
upon  being  up  and  around. 

DR.  F.  D.  GARRETT  presented  a paper  entitled 
Anaphylaxis — An  Important  Cause  of  Abdominal 
Pain  and  Digestive  Disturbance. 

Discussion  was  participated  in  by  DR.  W.  L. 
BROWN,  who  told  of  his  interest  in  the  gallbladder 
cases  reported  by  Dr.  Garrett,  one  of  which  was  a 
typical  neurotic  case.  Dr.  Garrett  worked  over  it 
sometime  and  finally  removed  the  gallbladder, 
which  succeeded  in  quieting  the  patient  for  several 
months.  Then  she  began  to  have  the  same  symptoms 
and  after  about  a year  went  to  the  Mayo  Clinic 
where  they  were  unable  to  find  any  explanation  for 
the  attacks  of  pain.  Dr.  Judd  was  interested  in  the 
case  and  while  there  she  had  a hemorrhage  from 
the  bowels.  The  second  case  was  on  the  same  order, 
with  neurotic  symptoms.  There  was  something 
about  it  that  made  me  a bit  fearful  and  I returned 
her  the  first  time  after  she  had  been  referred  to 
me  for  operation.  She  came  back  a few  months  lat- 
er and  I operated  on  her.  She  had  no  gallstones 
and  no  evidence  I could  see  of  a diseased  gall- 
bladder. These  were  both  outstanding  neurotic 
cases. 

DR.  ORVILLE  EGBERT:  Dr.  Gibson  has  run 
quite  a number  of  fctod  tests  in  just  the  type  of 
cases  that  Dr.  Garrett  has  described  and  it  has 
been  rather  striking  that  in  the  institution  cases 
that  might  be  diagnosed  as  tuberculous  enteritis 
have  been  quite  frequently  relieved  by  food  control, 
restricting  those  articles  of  diet  to  which  the  pa- 
tients were  Sensitive.  The  more  you  see  of  tuber- 
culosis, the  more  you  feel  that  allergy  plays  a most 
important  part  in  the  disease. 

DR.  J.  J.  GORMAN : Dr.  Garrett  has  brought 

attention  to  a class  of  cases  that  are  very  frequent- 
ly unnecessarily  operated.  I think  we  are  all  per- 
haps guilty  of  referring-  cases  to  the  surgeon  who 
later  may  come  back  with  the  same  symptoms.  It  is 
doubtless  valuable  to  resort  to  food  tests  in  this 
typo  of  case  in  order  to  gain  further  information; 
however,  negative  food  tests  do  not  prove  all  foods 
to  be  innocent,  and  those  which  are  guilty  but  do 
not  show  by  the  tests  may  be  eliminated  by  test 
diets.  Presence  of  bacterial  infections  should  be 
proner’v  studied. 

DR.  G.  WERLEY : A great  deal  of  work  has  been 
done  in  connection  with  headaches  lately  to  show 
that  headaches  are  due  to  allergic  spasms  of  the 
vessels  in  the  brain. 

DR.  N.  H.  KELLER:  : You  will  find  occasional- 
ly in  certain  susceptible  persons,  suffering  with  in- 
definite abdominal  pains,  intestinal  thyroid.  Under 
x:-ray  radiation  a good  deal  of  these  intestinal 
symptoms  disappear. 

DR.  GARRETT  (closing)  : I have  never  been 
very  enthusiastic  about  food  tests  and  feel  that  the 
man  doing  that  kind  of  work  should  have  his  pa- 
tients under  very  close  observation  to  get  anvwhere 
with  it,  while  the  man  who«  does  it  occasionally  and 
is  not  able  to  follow  his  patients  very  closely,  must 
have  a great  deal  of  difficulty  in  determining  his 
results.  Pain  without  symptoms  is  veiy  frequently 


noted.  Many  of  these  cases  for  years  will  have  ab- 
dominal pain  and  not  have  irritation  or  eruption, 
but  some  day  this'  will  appear  and  make  the  diag- 
nosis clear. 


Dallas  Southern  Clinical  Society  News 

Throughout  the  past  several  months,  the  various 
branches  of  the  Program  Committee  have  been  dili- 
gently working  on  the  plans  and  details  of  the  pro- 
gram for  the  Fourth  Annual  Spring  Conference  of 
the  Dallas'  Southern  Clinical  Society  which  meets 
in  Dallas,  March  28th  to  April  2nd,  1932,  inclu- 
sive. A most  elaborate  program  has  been  planned. 
Twenty  distinguished  guest  speakers,  men  of  out- 
standing ability  as  teachers  throughout  the  United 
States,  have  already  accepted  our  invitation  to  ap- 
pear in  general  assemblies,  hospital  clinics,  and  the 
popular  round  table  luncheons.  Every  field  of  med- 
icine is  thoroughly  and  adequately  covered,  and 
covered  in  such  a coordinated  way  that  the  doctor 
who  attends  will  be  able  to  arrange  a course  of  post- 
graduate study  far  superior  to  any  that  he  could 
obtain  by  making  trips  all  over  the  country.  The 
evening  entertainment  throughout  the  Clinical 
Conference  offers  many  outstanding  features.  On 
Monday  evening,  Dr.  Edward  H.  Cary,  President  of 
the  American  Medical  Association,  will  make  the 
Welcome  Address  before  a general  assembly  which 
will  be  open  to  the  public.  Dr.  Thos.  R.  Brown, 
Professor  of  Gastro-enterology  at  Johns  Hopkins 
University,  will  speak  on  “The  Story  of  Digestion. — • 
Indigestion.  ’ Dr.  Frank  L.  Lahey,  of  B'oston,  will 
talk  on  “The  Thyroid  Gland.”  Dr.  Joe.  Collins,  of 
New  York,  will  talk  on  “How  Can  We  Stem  the 
Rising  Tide  of  Insanity  in  This  Country?” 

On  Tuesday  evening  there  will  be  a symposium  on 
“Diseases  of  the  Biliary  Tract”  by  Dr.  Thos.  Mc- 
Crae,  of  Philadelphia,  Dr.  J.  Shelton  Horsley,  Sr., 
of  Richmond,  Va.,  and  Dr.  Merrill  C.  Sosman,  of 
Boston.  On  Wednesday  evening  a brilliant  clinic 
dinner  will  be  held,  and  many  special  features  of  en- 
tertainment are  being  arranged. 

On  Thursday  evening  two  symposia  will  be  held, 
one  cn  “Arthritis,”  featuring  Dr.  John  A.  Kolmer, 
of  Philadelphia,  and  one  on  “Conservation  of  Ma- 
ternal Health,”  featuring  Dr.  Edward  H.  Richard- 
son, of  Baltimore. 

The  Clinical  Society  is  continuing  its  ninety-six 
full  one-hour  periods  of  post-graduate  work,  and  is 
arranging  this  part  of  the  program  in  such  a man- 
ner as  to  prevent,  as  near  as'  possible,  conflicts  be- 
tween medical  and  surgical  topics. 

The  popular  Round  Table  Luncheons  are  to  be 
held  on  five  days,  and  are  to  meet  in  the  following 
groups:  Medicine,  Surgery,  Pediatrics,  Eye,  Ear, 
Nose  and  Throat,  Urology  and  Orthopedics. 

Another  special  feature  has  been  added  this  year 
:n  the  form  of  Hosnital  Ward  Rounds  and  Surgical 
Operative  Clinics.  These  features  will  be  conducted 
hv  local  members  of  the  Dallas  Southern  Clinical 
Society  on  Friday  afternoon  and  Saturday  rnorn- 
i ng'. 

The  “Prospectus”  will  be  ready  for  mailing  about 
January  1st,  and  the  complete  program  will  be 
mailed  to  all  the  doctors  of  the  Southwest  about 
March  1st,  1932.  Truly  the  Dallas  Southern  Clini- 
cal Society  is  offering  the  most  elaborate  program 
of  nost-graduate  study  that  has  ever  been  made 
available  to  the  doctors  of  the  Southwest.  The  reg- 
istration fee.  which  covers  everything,  remains  at 
the  usual  price  of  S10.00.  A number  of  registra- 
tions have  already  been  received,  and  the  various 
committees'  are  confident  of  an  attendance  of  at 
least  two  thousand  next  spring. 

A cordial  invitation  is  extended  to  every  doctor, 
and  a hearty  welcome  is  awaiting  you.  “Don’t  Miss 
This  Conference/ 
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WOMEN’S  AUXILIARY 

(El  Paso  County  Medical  Society) 

The  first  meeting  of  the  incoming  year  was  held 
with  the  President,  Mrs.  Gallagher,  on  October  13. 

A good  attendance  and  much  interesting  activity 
was  in  evidence,  as  the  Auxiliary  had  some  of  its 
chairmen  working  during  the  summer  months. 

Mrs.  J.  A.  Rawlings  reported  having  been  faith- 
ful to  her  duties  and  had  enjoyed  satisfactory  re- 
sults from  the  city  to  help  with  weed  eradication, 
of  which  committee  she  is  chairman.  She  had  also 
written  an  article  along  these  lines  for  Southwest- 
ern Medicine  and  had  talked  over  the  radio,  urging 
cooperation  from  El  Paso’s  citizenship  at  large. 

Plans  were  made  for  the  year’s  work;  one  of  the 
first  and  most  important  duties  coming  to  the  mem- 
bership, was  to  pledge  themselves  to  work  in  the 
Community  Chest  drive.  Their  aid  to  the  Clinic  for 
glasses  for  school  children,  the  work  of  the  Presi- 
dent on  the  City  and  County  Hospital  Board,  the 
report  of  the  Hygeia  and  Child  Welfare  Committee, 
and  various  other  worthy  causes  in  which  these 
women  work,  were  discussed. 

Dr.  J.  W.  Laws,  President  of  the  County  Medical 
Society,  ta  ked  to  the  organization  on  the  “Inter- 
related Activities  of  the  County  Medical  Society 
and  the  Wcmen’s  Auxiliary.”  P 

During  the  summer  months  the  Auxiliary  had  j 
b en  invited  to  Mrs.  M.  P.  Schuster’s  summer  home  i 
in  the  mountains  of  Cloudcroft,  New  Mexico,  and  1 
those  whose  good  fortune  it  was  to  be  present,  re-  j 
poited  a most  happy  and  congenial  day.  Just  such  j 
courtesies  as  this  has  helped  put  our  membership  j 
upon  a most  cordial  basis  and  the  activities  of  - 
many  of  our  new  daughters  and  daughters-in-lawr  • 
who  have  recently  come  into  the  profession  through  j 
Cupid’s  ever  attentive  guidance,  also  helps  us  to  > 


keep  in  step  with  their  youthful  ideas  of  doing 
things. 

The  organization  will  meet  in  the  homes  of  the 
various  members  during  the  year,  thereby  giving  us 
a more  congenial  and  personal  atmosphere  to  work 
in.  The  next  meeting  will  be  in  the  Red  Cross  Hos- 
tess House  at  William  Beaumont  Hospital,  with 
the  wives  of  Fort  Bliss  and  William  Beaumont  as 
hostesses. 


BOOK  REVIEWS 

HEART  DISEASE,  by  Paul  Dudley  White,  M. 
D.;  Instructor  in  Medicine,  Harvard  Medical 
School;  Physician,  Massachusetts  General  Hospital, 
Boston;  MacMillan  Company,  New  York,  1931; 
§12.00. 

Dr.  White  has  certainly  achieved  his  purpose  in 
writing  a book  on  heart  disease  which  will  be  of 
“much  service  to  students  and  practitioners  of  med- 
icine and  which  should  stimulate  investigation  into 
obscure  problems  of  cardiac  troubles.” 

The  book  is  divided  into  four  parts.  The  first 
part  has  to  do  with  examination  and  symptoms  and 
signs  of  cardiovascular  diseases.  The  second  part 
deals  with  the  incidences,  causes,  and  types  of 
heart  disease.  The  third  part  treats  of  structural 
cardiovascular  abnormalities.  Part  four  discusses 
the  disorders  of  cardiovascular  function. 

The  author  goes  into  detail  in  obtaining  the  pa- 
tient’s history  and  all  the  physical  and  instrumental 
examinations.  The  discussion  of  electrocardiographic 
methods  is  especially  clear  and  understandable  and 
should  be  of  great  help  to  any  physician  who  wish- 
es to  gain  an  understanding  of  this  important  meth- 
od of  investigating  heart  disease. 

He  has  drawn  fully  upon  his  rich  experience  for 
the  past  20  and  more  years  in  the  discussion  of  the 


An  Invitation  To  the  Doctors  of  the  South 

THE  DALLAS  SOUTHERN  CLINICAL  SOCIETY 

Will  hold  its  Fourth  Annual  Spr  ng  Clinical  Conference  in  Dallas 
March  28,  29,  30,  31,  April  3,  2,  1932 


Featuring: 

20  Distinguished  Guest  Speakers  in  General 
Luncheons. 

Elaborate  Evening  Entertainments: 

Monday : — 

Welcome  Address— Dr.  Edw.  H.  Cary,  Dal- 
las, President,  American  Medical  Associa- 
tion. 

“The  Story  of  Digestion — Indigestion,’  Dr. 

Thos.  R.  Brown,  Baltimore. 

“The  Thyroid  Gland” — Dr.  Frank  L.  Lahey, 
Boston. 

“How  Can  We  Stem  the  Rising  Tide  of  In- 
sanity in  This  Country?”  Dr.  Joseph  Col- 
lins, New  York. 

Tuesday : — 

Symposium  — • “Diseases  of  the  Biliary 
Tract.” 

Dr.  Thos.  McCrae,  Philadelphia  (Intern- 
ist) . 


Assemblies,  Hospital  Clinics,  and  Round  Table 


Dr.  J.  Shelton  Horsley,  Sr.,  Richmond, 
Va.  (Surgeon). 

Dr.  Merrill  C.  Sosman,  B'oston  (Radiolo- 
gist) . 

Wednesday : — 

Brilliant  Clinic  Dinner — Special  Entertain- 
ment Features'. 

Thursday:  — 

Two  Symposia. 

“Arthritis” — Featuring  Dr.  John  A.  Kol- 
mer,  Philadelphia. 

“Conservation  of  Maternal  Health” — Fea- 
turing Dr.  Edw.  H.  Richardson,  Balti- 
more. 


96  full  one-hour  periods  of  Post-Graduate  instruction  arranged  in  coordi- 
nated courses. 

All  inclusive  registration  fee — §10.00.  For  detailed  information,  address  Dr.  M.  O.  Rouse,  Secre- 
tary, 1424  Medical  Arts  Bldg.,  Dallas,  Texas. 
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types  of  heart  disease  and  their  incidence  and  cause. 
The  work  shows  that  he  is  fully  familiar  with  the 
extensive  literature  on  the  subject. 

The  appendix  contains  an  extensive  bibliography 
of  nearly  200  pages  giving  the  names  of  the  auth- 
ors, the  titles  of  the  articles  and  the  journals  in 
which  they  appeared.  The  last  part  of  the  appen- 
dix contains  a list  of  100  questions  which  he  says 
are  unsolved  cardiovascular  problems. 

The  subject  index  seems  to  be  unusually  compre- 
hensive although  I had  trouble  in  finding  the  por- 
tions dealing  with  the  size  of  the  heart.  The  book 
has  931  pages. 

The  type  is  well  chosen  for  easy  reading.  The 
author  has  a happy  way  of  expressing  himself 
clearly  and  effectively.  He  uses  splendid  English 
throughout.  No  typographical  errors  were  detect- 
ed in  a careful  reading  of  the  work.  There  is  ex- 
tremely little  about  the  book  calling  for  criticism. 
He  uses  occasional  adjectives'  such  as  “very,” 
“some,”  etc.,  which  in  no  way  strengthen  the  state- 
ments. He  consistently  uses  the  word  people  when 
persons  would  be  preferable.  The  illustrations  are 
clear  and  well  designed  and  have  excellent  legends. 

Each  physician  who  is  at  all  interested  in  heart 
disease  should  be  interested  in  the  book.  Practically 
every  student  and  practitioner  of  medicine  will  wish 
to  have  this  book  in  his  library. 

The  author  and  the  publishers  both  deserve  con- 
gratulations. 0.  H.  B. 

AN  INTRODUCTION  TO  GYNECOLOGY,  by 
C.  Jeff  Miller,  M.  D.,  Prof,  of  Gynecology,  Tulane 
University  School  of  Medicine,-,  Chief  of  the  Depart- 
ment of  Gynecology  of  Touro  Infirmary;  Senior 
Visiting  Surgeon,  Charity  Hospital,  New  Orleans. 
St.  Louis.  The  C.  V.  Mosby  Company,  1931;  S5.00. 

The  author  of  this  book  recognizes  that  he  is  add- 
ing another  to  a field  in  which  there  are  a number 
of  excellent  texts.  His  experience  as  a teacher  has 
taught  him  that  the  excellent  texts  on  gynecology 
are  too  elaborate  for  the  beginning  student.  There- 
fore his  text  has  been  prepared  as  an  introduction, 
and  is  written  so  the  beginner  can  get  the  most  out 
of  it.  He  seems  to  have  achieved  his  purpose.  The 
cuts,  mostly  borrowed  from  other  works,  are  excel- 
lent and  well  chosen.  The  printer’s  are  is  splendid- 
ly exemplified.  O.  H.  B. 

THE  MEDICAL  CLINICS  OF  NORTH  AMER- 
ICA. (Issued  Serially,  one  number  every  other 
month.)  Volume  14,  Number  6,  and  Index  Volume. 
(New  York  Number — May,  1931).  Octavo  of  300 
pages  with  55  illustrations.  Per  Clinic  year,  July 
1930  to  May  1931.  Paper,  SI  2.00;  Cloth  S16.00  net. 
Philadelphia  and  London:  W.  B.  Saunders  Com- 
pany, 1931. 

There  are  a number  of  highly  interesting  arti- 
cles in  this  issue  of  Medical  Clinics. 

On  page  1415  Dr.  Walter  James  Highman,  in  dis- 
cussing eczema  has  produced  an  epigram  worthy  of 
frequent  quotation.  It  is:  “Words  too  often  freeze 
thought  and  start  cults.”  What  a sermon  might  be 
preached  on  this  text  in  medicine,  in  religion  and 
in  almost  any  field  of  endeavor.  Were  there  noth- 
ing else  in  this  volume  but  this  epigrammatic  sen- 
tence it  would  be  worth  while. 

Other  interesting  articles'  .are  on  rheumatism, 
arthritis,  pneumonia,  pyuria,  measles  treated  by 
blood  injections,  etc.  O.  H.  B. 

CLINICAL  DIETETICS,  A Textbook  for  Physi- 
cians, Students  and  Dietitians,  by  Harry  Gauss, 
M.  S.,  M.  D.,  F.  A.  C.  P. ; Instructor  in  Medicine, 
University  of  Colorado,  School  of  Medicine;  Assist- 
ed by  E.  V.  Gauss,  B.  A.,  formerly  Assistant  Dieti- 


tian, Presbyterian  Hospital,  Denver,  Colorado;  Il- 
lustrated; The  C.  V.  Mosby  Co.,  St.  Louis;  $8.00; 
1931. 

Dr.  Gauss  has  succeeded  in  producing  a most 
practical  book  in  a field  already  covered  by  a num- 
ber of  excellent  volumes. 

The  reviewer  regards  this  book  as  one  which  he 
will  wish  to  keep  handy  as  a reference  book  on  the 
subject  of  diet. 

In  subsequent  revisions  the  author  will  probably 
cut  out  paragraphs  here  and  there  and  considerably 
shorten  the  work  without  lessening  its  practicabil- 
ity. For  example  he  cites  a considerable  number  of 
case  histories  which  could  be  given  in  much  less 
detail  without  making  them  less  valuable. 

His  sample  diets  with  his  food  and  caloric  values 
are  especially  valuable. 

His  chapter  on  the  body  habitus  is  particularly 
interesting  and  timely.  We  have  all  known  that  it 
is  impossible  to  have  a standard  weight  for  all 
types  of  individuals.  His  division  of  three  types  of 
body  habitus  makes  the  weight  for  these  types  valu- 
able. 

The  historical  chapter  is  of  especial  interest  and 
should  be  read  by  every  physician. 

Physicians  generally  will  find  this  a practical 
volume  to  have  for  ready  reference.  O.  H.  B. 


SHOULD  COD  LIVER  OIL  BE  FLAVORED? 

It  is  a well-known  fact  that  young  infants  shy  at 
aromatics.  Older  patients  oft;n  tire  of  flavored 
medications  to  the  point  where  the  flavoring  itse  f 
becomes  repellant.  This  is  particularly  true  if  the 
flovaring  is  of  a volatile  nature  of  “repeats”  hours 
after  being  ingested.  Physicians  have  frequently 
used  the  terms  “fresh,’  “natural,”  “sweet,”  and 
“nutlike“  in  commenting  upon  the  fine  flavor  of 
Mead’s  Standardized  Cod  Liver  Oil.  They  find 
that  most  patients  prefer  an  unflavored  oil  when 
it  is  as  pure  as  Mead’s. 

Physicians  who  look  with  disfavor  upon  self-medi- 
cation by  laymen  are  interested  to  know  that  Mead's 
is  one  Standardized  Cod  Liver  Oil  that  is  not  ad- 
vertised to  the  public  and  that  carries  no  dosage 
directions  on  carton,  bottle  or  circular.  Mead  John- 
son & Company,  Evansville,  Indiana,  U.  S.  A., 
Pioneers  in  Vitamin  Research,  will  be  glad  to  send 
samples  and  literature  to  physicians  only. 


SITUATIONS  WANTED 
WANTED — Salaried  appointments  for  Class  A 
Physicians  in  all  branches  of  the  Medical  Profes- 
sion. Let  us  put  you  in  touch  with  the  best  man 
for  your  opening.  Our  nation-wide  connections  en- 
able us  to  give  superior  service.  Aznoes  National 
Physicians’  Exchange,  30  N°rth  Michigan,  Chicago. 
Established  1896.  Member  The  Chicago  Association 
'-f  fommerce. 


WANTED — Locum  Tenens  work;  or  Arizona  af- 
filiation by  M.D.  Qualified  to  do  medicine,  surgery, 
n,nd  Physical  Therapy.  Address  E.  C.  Wills,  M.D., 
Wickenburg,  Arizona. 


TRAINED  NURSE  - STENOGRAPHER  desires 
position  in  physicians  office,  clinic  or  hospital  his- 
torian. 

Box  B,  Care  of  Southwestern  Medicine. 


PARKE-DAVIS  research  chemists  often  spend  years  in  producing  a 
single  synthetic  chemical  compound.  For  example,  in  a recent  search 
for  a synthetic  drug  to  accomplish  a certain  purpose,  hundreds  of  com- 
pounds were  patiently  built  up.  Each  in  turn  was  put  to  the  severest 
tests.  Finally  one  was  obtained  that  met  our  exacting  requirements. 

Such  is  the  spirit  of  the  Parke-Davis  laboratories.  Steadfastly  adhering 
to  the  high  ideals  that  are  woven  into  the  fabric  of  the  organization, 
stubhornlyrefusing  to  compromise  with  quality,  the  loyal  men  and  women 
of  our  staff  feel  a keen  personal  pride  in  the  confidence  that  the  medical 
and  pharmaceutical  professions  so  willingly  repose  in  the  products  which 
bear  the  Parke-Davis  label. 

PARKE,  DAVIS  & CO. 

The  world's  largest  makers  of  pharmaceutical  and  biological  products 


THE  BOY 

WHO  FOUND  RAINBOWS 
IN  COAL-TAR 

One  Easter  vacation  in  1856, 17- 
year-old  William  Henry  Perkin, 
a student-assistant  in  the  Royal 
College  of  Chemistry,  was  toil- 
ing in  an  improvised  laboratory 
under  the  eaves  of  his  English 
home. 

“Throw  the  rubbish  away!” 
croaked  unimaginative  Com- 
mon Sense,  when  the  boy 
poured  in  a red  fluid  and  got 
a dirty,  sticky,  dark  mass  at 
the  bottom  of  his  test  tube. 
“Examine  it!”  whispered  Sci- 
ence. “It  may  be  worth  some- 
thing!” 

Science  was  right.  Out  of  that 
ugly  dark  mud  came  a lovely 
violet-purple  dye.  This“Mauve” 
was  the  first  aniline  dye  ever 
made  from  coal-tar. 

But  young  Perkin  did  more 
than  found  an  industry.  His 
experiments,  and  the  experi- 
ments of  other  men  in  those 
early  days,  showed  the  way  to 
a new,  creative  chemistry. 

Men  began  to  build  with 
atoms. 


THE  HOUSE  OF  RESEARCH 


We  Are  Now 
Located 

at 

507  Professional  Building 

1 5 East  Monroe  Street 

Prepared  to  give 

Better  Service 

in 

Laboratory 

and 

X-Ray 

Consultation 

to  the 

Medical  Profession 

of 

Arizona 

£ 

Pathological 

Laboratory 

MAIL  ADDRESS 
P.  O.  ADDRESS  1587 
PHOENIX,  ARIZONA 

W.  Warner  Watkins,  M.  D.  Harlan  P.  Mills,  M.  D. 

C.  N.  Boynton,  M.  A.  W.  J.  Horspool,  Bus.  Mgr. 


The  New  York  Academy  of  Medicine 
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LONGER  THAN  ONE  WEEK  AFTER  THE  LAST 
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